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Introduction: Diagnosis of HIV/AIDS infection can have adverse effects on the individual 
and may affect health-related quality of life (HRQoL). Numerous studies have previously 
assessed the HRQoL of persons living with HIV/AIDS (PLWHA) globally, but not in Jordan. 
The aim of the current study is to examine HRQoL among PLWHA residing in Jordan and to 
evaluate the effect of socio-demographic and disease-related factors on HRQoL.
Methodology: An exploratory approach employing a cross-sectional design was applied. 
The study applied a semi-structured face-to-face interview followed by administration of 
self-reported questionnaire using the World Health Organization’s Quality of Life HIV brief 
questionnaire (WHOQOL-HIV-BREF).
Results: Results showed that unemployment, low income, non-disclosure status, single 
status (separated, divorced or widowed), and having comorbidities were connected with 
poor HRQoL.
Conclusion: PLWHA require more than just being provided with antiretroviral therapy to 
rebuild their lives.
Keywords: health-related quality of life, PLWHA

Introduction
The Human Immunodeficiency Virus (HIV) is a retrovirus that is known to attack 
the immune system in human beings. Initially, an HIV infection has mild symp-
toms, so patients often mistake it for the flu. However, as the retrovirus further 
weakens the immune system, increasingly complex signs emerge; these include 
extreme weight loss, coughing, diarrhea, and swollen lymph nodes. When the 
immune system turns very weak, the person ends up seriously ill and may even 
develop other illnesses, diseases, and cancers such as meningitis, tuberculosis, and 
lymphoma. At this advanced stage, typically ten to fifteen years after the HIV 
infection, individual develop Acquired Immunodeficiency Syndrome (AIDS).1

HIV/AIDS has become a serious public health problem worldwide since it has 
affected millions of people across the globe. According to the Joint United Nations 
Program on HIV/AIDS (UNAIDS), nearly 37.9 million people throughout the 
world had HIV/AIDS in 2018. Out of these, 36.2 million were adults, and 
1.7 million were children. The epidemic in the Middle East and North Africa 
(MENA), where Jordan is located, also shows a 10% increase in new infections 
and a 9% extend in the annual number of AIDS-related deaths between 2010 and 
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2018. But overall, MENA region gets the lowest HIV 
prevalence in the world (less than 0.1%), with 240,000 
documented cases of HIV in 2018.2

Advances in medical care and access to antiretroviral 
therapy (ART) have significantly enhanced the outcomes 
for persons living with HIV/AIDS (PLWHA). In fact, it 
can be said that ART has transformed HIV infection into 
a chronic controllable but not yet curable disease, and the 
life expectancy of PLWHA has been prolonged 
significantly.3 However, better life expectancy also means 
that PLWHA might have to deal with an increased risk of 
prolonged morbidities that could be brought on by side- 
effects of administered medication as well as age-related 
comorbidities such as: cancers, diabetes, cardiac and pul-
monary disease.4 Because of these changes, the primary 
intention behind caring for PLWAH has shifted toward 
enhancing their health-related quality of life (HRQoL).5 

HRQoL is of significant importance for those living with 
chronic illnesses wherein therapeutic objectives extend 
beyond cure to include inhibiting the progression of the 
disease, decreasing the aftereffects of some debilitating 
symptoms, improving abilities, and modifying the adverse 
psychosocial consequences that may accompany the 
disease.6

Health-Related Quality of Life Among 
PLWHA
Healthcare providers across the world are making signifi-
cant progress towards achieving the UNAIDS 90-90-90 
HIV objectives: 90% of HIV infected persons will be 
detected, 90% of those detected will be on sustained 
ART, and 90% of those on ART will be virally suppressed. 
Given the transformation of HIV-AIDS from a lethal ill-
ness to a chronic condition, a fourth concept of 90 is being 
considered. Herein suitable HRQoL is held in equal sig-
nificance to the other three.7 The Centers for Disease 
Control and Prevention (CDC) defines HRQoL as “an 
individual’s or group’s perceived physical and mental 
health over time. p.8”8

Numerous studies have previously assessed the 
HRQoL of PLWHA globally. These studies may vary in 
terms of their findings and the effects of the disease and 
other determinant factors on the different life’s dimen-
sions. The adverse effects of HIV on HRQoL have been 
confirmed by many pieces of research,9–11 especially when 
contrasted with the general population,12–14 and to other 
chronic diseases such as diabetes mellitus type 2 and 

rheumatoid arthritis.15 In contrast, one study reported 
enhancement in quality of life because of lifestyle mod-
ification after HIV diagnosis.16

The determinants of HRQoL amongst PLWHA were 
summarized in two contemporary literature reviews,17,18 

and two metanalyses,19,20 they comprised several socio-
demographic, clinical, psychological, and behavioral ele-
ments. Notably, stigma, decrease socioeconomic status, 
unemployment, insufficient social support, being under 
35 years, advancing HIV stage, having symptoms of 
HIV/AIDS, decreased immunological status, decreased 
adherence to ART, low CD4+ T cell count, and psychiatric 
and physical comorbidities were linked continuously with 
poorer HRQoL. Previous reviews showed contradictory 
results regarding ethnicity, gender, and partners' relation-
ship with HRQoL. This might be because of the diver-
gences in the population, research methodologies used in 
those studies, as well as the timeframe during which 
HRQoL was studied.

Most of the published studies were carried out in United 
States, South Africa, India, Brazil, China, Uganda, Canada, 
Thailand, England, and Australia.21 No published literature 
could be found on the quality of life of PLWHA in the Arab 
world, except one study from Lebanon conducted by 
Abboud and colleagues in 2010.22

HIV/AIDS Status in Jordan
Jordan, with Amman as its capital, is an Arab country situated 
in the MENA region. Its total population is 10 million.23 In 
terms of epidemiology, Jordan has one of the lowest rates of 
HIV/AIDS, with an anticipated prevalence rate of 0.02% 
among the overall population. As of December 2017, the 
cumulative number of HIV/AIDS cases was 1408, which 
includes 383 Jordanians, of whom 129 have died (34%), this 
indicates that 254 cases were alive in Jordan as of 2017. About 
71% and 6% of registered HIV/AIDS cases get the infection 
through sexual behaviors and drug use, respectively. However, 
these numbers fail to show the real magnitude of the HIV/ 
AIDS problem in Jordan because a reliable surveillance is yet 
to be conducted.24 Since the first case of AIDS was diagnosed 
in Jordan in 1986, the Ministry of Health (MOH) has estab-
lished the Jordan National AIDS Program (NAP) to combat 
AIDS and offer free ART to PLWHA. Additionally, MOH is 
making sturdy efforts to control the HIV/AIDS epidemic in 
collaboration with local and global institutions and partners 
such as community-based organizations (CBOs), non- 
governmental organizations (NGOs), government agencies, 
as well as global organizations.24
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Several studies were conducted to learn more about the 
Jordanians’ knowledge, attitude and practices (KAP) – for 
the general population,25 University students,26,27 

dentists,28 dental college students,29 nurses,30,31 Islamic 
religious leaders,32 men who have sex with men.33 In 
addition, the Department of Statistics (DOS) also conducts 
the recurrent “Jordan Population and Family Health 
Survey,” which offers the most up-to-date statistics about 
HIV/AIDS-related knowledge and attitudes.34 All these 
studies were descriptive, cross-sectional, either quantita-
tive or qualitative, and they reflected a lack of information 
and fear of the disease, in addition to undeniable stigma 
and discriminatory attitudes towards PLWHA. Like many 
other countries in MENA region, the stigma is related to 
the public’s perception of HIV/AIDS as associated with 
marginalized groups such as injecting drug users, prosti-
tutes, and homosexuals.35 However, none of these studies 
assessed actual PLWHA.

Existing conditions of increasing coverage of HIV 
testing and ART treatment for HIV infection in Jordan 
may lead to an increase in the life expectancy in 
PLWHA. Hence, assessment of the quality of life and its 
related factors among PLWHA should become a focus of 
HIV/AIDS care too. Though HRQoL in the PLWHA has 
not been before assessed in Jordan. The current study 
aimed to examine HRQoL among PLWHA residing in 
Jordan, and to evaluate the effect of sociodemographic 
and disease-related factors on quality of life. This primary 
step will facilitate the development of a holistic, evidence- 
based care program for this vulnerable group of people.

Methodology
Since it was the first study to assess the HRQoL among 
PLWHA in Jordan, an exploratory approach with a cross- 
sectional design was applied. The study took place over 
the course of four months in the summer of 2019. Eighteen 
respondents participated from Amman city through 
a nonprofit community base organization “CBO” that pro-
vides unpublicized consultations and supports for 
PLWHA. The study applied a semi-structured face-to- 
face interview followed by the administration of a self- 
reported questionnaire. Each respondent was interviewed 
by one of the researchers and asked a set of open-ended 
questions concerning some matters stated in the literature 
or questioned by the CBO’s staff, as the researchers 
needed to know more about them from the sufferers’ 
point of view.

The first question was about the disclosure of their HIV 
positive status; whether the respondent readily disclosed 
his/her HIV positive status to family and friends; yes or 
no; and why and when. They were also asked about the 
other’s willingness and acceptance of their disease. Further 
questions concerning disclosure were asked irrespective of 
their disclosure statuses, such as their willingness to 
inform the doctors, nursing or medical laboratory staff 
about their HIV serostatus if the condition requires this, 
their willingness to contribute to educational campaigns 
for at-risk groups, if the respondents know other PLWHA, 
and do they want to know other PLWAH. The second 
question explored how the infection affected the respon-
dent regarding relationship with spouse, work, and spiri-
tuality. The third question was about the healthcare team; 
if the respondents found the healthcare team helpful, and if 
they had been treating the respondent with dignity or not. 
The fourth asked what must be done by the government to 
improve PLWAH quality of life. The remaining question 
was about any demanding matters the respondent wants to 
share with the researcher.

In the self-reported questionnaire, respondents were 
asked to judge their HRQoL over the past two weeks 
using WHO’s Quality of Life HIV brief questionnaire 
(WHOQOL-HIV-BREF), that is a multidimensional 
instrument with 31 facets divided into six domains: phy-
sical, psychological, level of independence, social relation-
ships, environment and spirituality/religion/personal 
beliefs. The first two facets in the WHOQOL-HIV-BREF 
examine the HRQoL: question 1 investigates the general 
evaluation of the respondent’s quality of life, and question 
2 evaluates their over-all health perceptions, totaling 31 
items. Of these 31 facets, five are particular to PLWHA: 
symptoms, forgiveness and blame, social inclusion, wor-
ries about the future, as well as death and dying. A Likert 
type scale is used to score the questions where 1 indicates 
low negative perceptions, and 5 indicates high positive 
perceptions. Scores in the 6 negatively phrased questions 
were reversed.36 Domain scores were computed according 
to the instructions of WHOQOL HIV manual. The mean 
score within each domain is used to compute the domain 
score. The researchers then multiplied the mean scores by 
4 to ensure that the results are comparable to the scores for 
the WHO Quality of Life-100. In the end, the scores were 
from 4 (worst) to 20 (best).37

The first portion of WHOQOL-HIV-BREF also 
included questions about sociodemographic and clinical 
variables connected with HRQoL, such as gender, age, 
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marital status, education level, HIV serostatus, ART status 
(adherence or not), the year they were infected, year of 
diagnosis, and the method of infection. For this study, the 
researchers added three questions about employment status 
(either employed or not), income (enough or not), and the 
existence of other medical comorbidities that were quanti-
fied using the Charlson Comorbidity Index (CCI),38 and 
dichotomized either as having or not having comorbidities.

For the purpose of this study, the researchers worked 
with two independent bilingual nursing faculty members 
to translate the WHOQOL-HIV BREF instrument into 
Arabic. Then, it was translated back into English by 
other faculty members who had not seen the original 
survey earlier to ensure the accuracy of the instrument. 
The faculty members compared the original English ver-
sion with the back-translated version to pinpoint differ-
ences and resolve any discrepancies. The Arabic version 
was evaluated by a panel of medical, nursing and psychol-
ogy faculty members for its clarity and appropriateness to 
be used in the Jordanian society.

Ethical Considerations
Written permission was obtained to use the WHOQOL-HIV- 
BREF instrument in the course of this study. Mutah 
University Institution Review Board (IRB) and the selected 
CBO approved the study. The principles of the Declaration of 
Helsinki were followed. Each respondent was asked to sign 
a consent form after a thorough explanation for the study 
purposes and ensuring the privacy, confidentiality of the 
information, and the anonymity of their identities.

Data Analysis
The open-ended questions had been transcribed into the 
English language and analyzed manually. The self-reported 
questionnaires have been analyzed using the Statistical 
Package for Social Sciences (SPSS Version 17.0, Chicago, 
IL, USA). Descriptive statistics were computed for all the 
variables. Median was used as a cutoff point to transform 
continuous variables into dichotomous.39 Bivariate analysis 
was used to scrutinize the associations between sociodemo-
graphic and health-related variables with HRQoL results.

Results
First: The Analysis of the Open-Ended 
Questions
The analysis of the first question revealed that two third 
(66.7%) of the respondents preferred not to tell anyone 

about their HIV diagnosis, except for their treating physi-
cians and their husbands or wives. Six respondents 
restricted the disclosure to one other immediate family 
member. The main reason for the minimal disclosure is 
to protect themselves and their families from stigma, dis-
crimination, and shame. Besides, most of those respon-
dents felt that society at large does not sympathize with 
PLWHA as it does with other illnesses. Most of the 
respondents think that letting others know about their 
diagnosis would result in fear, repulsion, rejection, and 
withdrawal by others. Also, breach of confidentiality is 
a significant reason for not disclosing. Yet, most of those 
who reveal their illness in less than one-year post- 
diagnosis, get a lot of social support and acceptance from 
people they informed. Additionally, the analysis showed 
that most of the respondents are ready to report that they 
have this disease if they consult a doctor, get laboratory 
tests, undergo a surgical operation, experience a traffic 
accident, or when they request for a blood donation. 
However, many respondents are not ready to appear in 
the media to persuade others of the necessary preventive 
means, because of the social stigma towards the patient, 
which often describe them as an immoral person. Besides, 
the respondents do not know other PLWHA even though 
most of them want to know other patients like themselves.

As for the second question, about the effect of the 
disease on marital relations, it was found that all the 9 
married respondents got married before they got the infec-
tion and all their partners knew about their HIV-positive 
status. Most of the married respondents stated that the 
relationship between them and their partners was more 
friendly and supportive in most cases. There was only 
one exception, characterized by hatred as once the respon-
dent’s wife knew that her husband had AIDS, she 
requested a divorce and finalized it soon enough. As for 
the respondents’ work, 3 of them were dismissed from 
their jobs after the routine tests showed that they are 
AIDS positive. One of these cases was for a chef who 
wanted to work abroad, the tests proved that he had the 
disease and the work contract was canceled, the other case 
was for a laboratory technician, and the third case was for 
a technician for medical devices. As for spirituality, the 
respondents reacted quite similarly to the news that they 
were infected. Some of them were surprised and shocked, 
others denied and did not believe the news of the test, but 
in the end, everyone surrendered to God’s judgment and 
destiny. They consider it as a test from God, and they 
believe that God can rid them from this disease. Most of 
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them become more religious and closer to God through 
repenting, praying, and reading the Qur’an.

In regards to the health care teams, the results indicated 
that respondents felt that the government healthcare facil-
ities (NAP clinic) only provided physical treatment (such 
as free ART, measuring viral load and CD4); they feel that 
no enough attention was paid to their psychological, social 
or financial needs. Due to this fact, these respondents 
gained access to the CBO for its precise HIV-related 
psychosocial services. Many respondents reported a good 
relationship with the treating healthcare team at the NAP 
clinic, and they mentioned that the team treats them 
respectfully and humanely. 50% of respondents declared 
that the outsider physicians and nurses are not cooperative 
and not empathetic; sometimes, the healthcare providers 
reject them when they know their HIV status. Respondents 
shared their experiences of refusal from nurses and physi-
cians; one female respondent stated that more than five 
hospitals did not allow her to give birth inside them.

When asked what the government should do to improve 
the quality of life for PLWHA, the respondents agreed that 
they need integrated services in addition to healthcare ser-
vices. These should include psychological and social care, 
financial support, and even spiritual support from religious 
clergy. Moreover, many respondents mentioned that the 
government should defend their right to work anywhere 
they want without any discrimination. Moreover, patients 
demand that the government establish an agency that pro-
vides job opportunities for them and helps them find their 
life partners and spouses. This is important because most 
HIV/AIDS patients are young, and if they do not get married 
on time, it may push towards deviant behavior as they may 
transfer the infection to others.

Regarding the last question about pressing issues they 
may want to discuss, the respondents pointed to the impor-
tance of social sensitization to avoid disgrace and discri-
mination against them.

Second: Analysis of Sociodemographic 
and Clinical Factors
When the results for the self-reported questionnaire were 
analyzed, researchers found that women made up the 
majority of the participants (55.6%). Additionally, it was 
found that 88.9% had high school or lower educational 
levels, 50% were single, and 70% were unemployed. Time 
since their HIV diagnosis went from 8 months to more 
than 14 years. 38.9% of the participants had other 

comorbidities. All of them were receiving ART and were 
asymptomatic. Majority of respondents (72.2%) got the 
infection through sexual relationships.

Third: Analysis of WHOQOL-HIV-BREF
The score distribution for each WHOQOL-HIV-BREF 
domain and individual facets is presented in Table 1. The 
summary of domain scores were: 12.10 (SD 3.14) for 
environmental health, 12.67 (SD 3.71) for the level of 
independence, 12.89 (SD 3.40) for social relationships, 
13.89 (3.74) for physical health, 14.00 (SD 3.24) for 
psychological health and 14.39 (SD 4.19) for spirituality, 
religion, and personal beliefs. The lowest scores in indivi-
dual facets were financial resources (mean 2.11 [SD 0.68] 
and participation in leisure activities (mean 2.50, SD 1.25) 
in the environmental health domain).

In line with previous work;40 the mean scores of the 
first two facets were employed as a measure of HRQoL 
and considered as a dichotomous variable. Herein partici-
pants with mean ratings of >3.0 were considered to have 
a good quality HRQoL while others with mean ratings of 
≤3.0 had a poor HRQoL. The mean scores for HRQoL 
score 3.19 (SD 1.11). The results showed that about half 
(50%) of PLWHA in Jordan rated their HRQoL as good 
and 50% rated it as bad. The bivariate analysis revealed 
that people who were single, unemployed, from low- 
income strata and had comorbidities displayed reduced 
level of HRQoL compared to their counterparts, as 
shown in Table 2.

Discussion
An HIV diagnosis can harm the individual and may affect 
their HRQoL. The results of this study showed that 50% of 
PLWHA in this study manage positively with their HIV 
infection. This result could be explained by the relatively 
younger age and asymptomatic serostatus of the respon-
dents, as well as their strict adherence to ARV treatment. 
Overall, the scores for total HRQoL in our study are 
generally consistent with data obtained by other research-
ers from Iran,41 Brazil,42 and China.12,14 The HRQoL 
scores for PLWHA in Jordan are to some extent lower 
than other countries such as Finland,43 Kazakhstan,44 and 
Ghana,45 but higher compared to Nigeria46 and Lebanon.22

The study showed that spirituality was highest rated 
among quality of life domains. In contrast, the environ-
mental domain ranked lowest, notably for question about 
financial resources. This was confirmed when we added 
a question about income and found that inadequate income 
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was correlated with poor quality of life, as will be dis-
cussed later. It seems that many of the respondents use 
religion to help them cope with their condition and help 
them find the purpose and acceptance of their diagnosis. 
Islam encourages followers to seek forgiveness and accept 
the path Allah has chosen for them (AL-Ghadar).47 Daily 
prayers and recitation of the Qur’an often help people 

rebuild their relationship with Allah. This is important 
because many patients often believe that their diagnosis 
as HIV/AIDS positive was a punishment for straying from 
the path that Allah has decreed for every Muslim.48 Other 
cultures also showed similar behaviors where individuals 
with HIV/AIDS became more devout after being 
diagnosed.49–51

Table 1 Descriptive Statistics of the WHOHIV-BREF Domains and Facets (n = 18)

Mean SD Median Range

HRQoL# 3.19 1.11 3.25 2–5
● 1. How would you rate your QoL? 3.11 1.18 3.00 2–5
● 2. How satisfied are you with your health? 3.28 1.23 3.00 2–5

Physical health 13.89 3.74 13.00 8–20
● 3. Pain and discomfort * 3.67 1.41 4.00 2–5
● 4. Symptoms of HIV * 3.44 1.46 3.00 2–5
● 14. Energy and fatigue 4.00 1.19 4.50 2–5
● 21. Sleep and rest 3.28 1.27 3.00 1–5

Psychological health 14.00 3.24 14.00 8–19
● 6. Positive feelings 3.22 1.40 2.50 2–5
● 11. Concentration ability 3.00 1.14 2.50 2–5
● 15. Bodily image self-acceptance 3.83 1.54 5.00 2–5
● 24. Self-satisfaction 3.78 1.40 4.50 2–5
● 31. Negative feelings * 2.67 0.69 3.00 2–4

Level of independence 12.67 3.71 13.00 8–19
● 5. Dependence on medication * 3.44 1.10 4.00 2–5
● 20. Mobility 2.78 0.81 3.00 2–4
● 22. Activities of daily living 3.50 1.30 3.50 2–5
● 23. Work capacity 3.44 1.38 4.00 2–5

Social relations 12.89 3.40 14.00 7–20
● 17. Social inclusion 3.22 1.21 3.50 2–5
● 25. Personal relationships 3.67 1.38 4.00 2–5
● 26. Sexual satisfaction 3.22 1.17 3.00 2–5
● 27. Social support 3.06 1.21 3.00 1–5

Environmental health 12.10 3.14 11.75 8–19
● 12. Physical safety and security 3.83 1.04 4.00 2–5
● 13. Physical environment 3.33 0.91 3.00 2–5
● 16. Financial resources 2.11 0.68 2.00 1–4
● 18. Information for daily living 3.50 1.10 3.50 2–5
● 19. Participation in leisure activities 2.50 1.25 2.00 1–5
● 28. Home environment 2.61 1.20 2.00 1–5
● 29. Accessibility of health services 2.89 1.41 3.00 1–5
● 30. Transport 2.89 1.41 2.00 1–5

Spirituality/personal beliefs 14.39 4.19 4.90 8–20
● 7. Personal life meaning 3.83 1.30 4.50 2–5
● 8. Forgiveness and blame * 3.72 1.49 5.00 2–5
● 9. Concerns about the future * 3.66 1.41 4.00 2–5
● 10. Death and dying * 3.33 1.57 2.50 1–5

Notes: #HRQoL: is computed as the mean of question 1 and question 2. *Reversely scored. The bold values are the statistics for the subscales.
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Table 2 Socio-Demographic and Clinical Variables for a Sample of 18 Respondents with Good or Poor HRQoL

Variable Mean SD Median Range

Age in years 36.0 5.49 37 25–45
Time since diagnosis (years) 4.83 3.89 3 1–14

Variable Total Good HRQoL Poor HRQoL p X2

n % n % n %

Age

Less or equal 37 10 55.6 6 60 4 40 0.34 0.90
More than 37 8 44.4 3 37.5 5 62.5

Time since diagnosis in years
Equal or less to 3 years 8 44.4 4 50 4 50 1.00 0.0

More than 3 years 10 55.6 5 50 5 50

Sex

Male 8 44.4 5 62.5 3 37.5 0.34 0.90

Female 10 55.6 4 40 6 60

Education

Secondary school or less 15 83.3 7 46.7 8 53.3 0.53 0.40
College or more 3 16.7 2 66.7 1 33.3

Income
Inadequate 12 66.7 4 33.3 8 66.7 0.04 4.00

Adequate 6 33.3 5 83.3 1 16.7

Employment

Unemployed 12 66.7 4 33.3 8 66.7 0.04 4.00
Employed 6 33.3 5 83.3 1 16.7

Marital status
Single (single, divorced, widow) 9 50 2 22.2 7 77.8 0.02 5.55

Married 9 50 7 77.8 2 22.2

Disclosure status

Not to any one excluding physician/partner 12 66.7 4 33.3 8 66.7

Expand disclosure to family member 6 33.3 5 83.3 1 16.7 0.04 4.00

Route of Transmission, n (%)

Sexual contact 13 72.2 7 53.8 6 46.2 60 0.59 0.27
Others 5 27.8 2 40 3

Comorbidity
Have comorbidity 7 38.9 1 14.3 6 85.7 0.016 5.84

Do not have comorbidity 11 61.1 8 72.7 3 33.3

HIV serostatus

HIV Positive – Asymptomatic 18 100

HIV positive – symptomatic 0 0
AIDS 0 0

ART status
Receiving ARV treatment 18 100

Not on ARV treatment 0 0
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In this study, the results exhibited that unemployment, 
low income, non-disclosure status, single status (separated, 
divorced, or widowed), and having comorbidities related 
to poor HRQoL.

It is not surprising that PLWHA who are unemployed or 
had low income reported a low quality of life. Research 
papers from other countries showed similar findings.17,20,45 

Having a job and adequate income can enhance their socio-
economic status and facilitate for them social integration at 
the same time it gives them better opportunities for health 
protection and promotion.52 Therefore, respondents said 
that they want protection from law for their right to work 
in Jordan, where 90% of women and 87% of men openly 
discriminate against PLWHA. A recent survey by the DOS 
revealed that 82% of women and 80% of men refused to buy 
fresh vegetables if they found out that the vendor is HIV 
positive.34

Respondents who disclosed their HIV positive status 
had better HRQoL scores as compared to those who had 
not disclosed their disease to anyone other than their 
treating physicians and spouses. This could be explained 
by the unconditional love, support, and acceptance they 
received from family, which can help make life better. 
According to literature, PLWHA should be prepared and 
supported by health care professionals before they choose 
to disclose or not.17 This is key to confronting and redu-
cing the stigma and discrimination they face at each step 
of life.

Additionally, it was found that singlehood is also asso-
ciated with low HRQoL. This result is consistent with 
other studies which shows that a steady marital life, 
where the couple lives together as a family, can lead to 
higher HRQoL.10,43 That is because a stable family life 
provides the necessary emotional and social backing to 
PLWHA.53 Nonetheless, there have also been conflicting 
reports where patients who are living with a spouse or 
partner had a much poorer HRQoL than those who 
remained single.54,55 However, our research found that 
intimate relationships are essential for a better quality of 
life. The separated, divorced, and widowed participants in 
our study scored far worse for general HRQoL as com-
pared to the married participants. Consequently, the single 
respondents asked for protection for their right to get 
married and build a family. For example, one participant 
had even asked his treating physician and CBO staff to 
help him find a wife.

The result unveiled a negative association between 
comorbidities and a good quality of life. These findings 

are in line with other studies carried among HIV 
patients,17,43,56 and also consistent with another research 
from Jordan showed that the quality of life for patients in 
medical-surgical wards with severe comorbidity had been 
affected negatively as compared to quality of life for 
patients with no comorbidity and patients with mild 
comorbidity.57

These conclusions fortify preceding discussions about 
concentrating on health outcomes that are often beyond the 
viral suppression for PLWHA. The significant issues dis-
covered here should be taken into consideration when 
formulating policy for improving both quantity and quality 
of HIV/AIDS services. Similarly, healthcare providers and 
students must get holistic training that helps them 
empathize with the patients so they can provide care in 
a stigma-free environment. This important; particularly in 
light of previous studies that showed negative attitudes and 
limited willingness by healthcare providers to care for 
HIV-infected persons,28,30 in addition to low level of 
empathy in general.58

Conclusion
The study found the HRQoL to be moderate at best. 
However, it was found to be poor among respondents 
who did not have a job, had inadequate income, did not 
disclose their illness, were single, and had other comor-
bidities. It was revealed that PLWHA need more than just 
antiretroviral therapy to restart their lives. PLWHA require 
financial and social assistance so they can get used to the 
new “normal” life. It is also essential to set up community 
outreach programs to benefit others like the people who 
participated in this study.

Implications and Recommendations
Assessing the quality of life as part of the routine clinical 
assessment can help categorize patients with poor quality 
of life for appropriate interventions. Nurses can be very 
supportive in this process by identifying patient needs and 
referring them to suitable solutions in clinical and com-
munity settings. It is also essential to train physicians, 
nurses, social workers, psychologists, and religious cle-
rics to deal with the physical, mental, social and spiritual 
needs of PLWHA holistically. Establishing a club or 
association that PLWHA can use to communicate with 
each other and with the community at large. This way, 
they can integrate into society to alleviate the social 
stigma of this disease. Finally, get legislators and policy-
makers to create special laws to promise the rights of 
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PLWHA so they can have employment, a decent living. 
The laws should prevent them from being arbitrarily dis-
missed because of their illness, and guaranteeing them the 
right to study, get married, and have families and chil-
dren. At the same time, it should describe their duties 
towards society, such as practicing caution not to transmit 
infection.

Limitations
This paper has not been able to provide a comprehensive 
view of QoL among the PLWHA of Jordan due to the 
practical constraints of the study, such as the inadequate 
number of participants. It was not possible to have 
a conversation with PLWHA who had not registered with 
the chosen community-based organization. It is also 
imperative that we consider the sensitive nature of this 
study and the associated stigma that PLWHA face 
every day. It can explain why they may not have been 
able to speak freely to us during the interviews, offering 
only socially desirable responses that they think people 
would want to hear. Further research is needed to include 
more PLWHA and take into account other variables 
include concurrent psychological morbidities, HIV stigma, 
and clinical symptoms such as pain and mental function. 
This should be an essential part of other future studies 
because these factors do seem to have an impact on the 
quality of life. To ensure that the studies are conclusive, 
there should be a comparison with the non-infected popu-
lation across the country.
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