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ABSTRACT

Objective: Antiretroviral therapy (ART) affords longevity to patients infected with the human
immune deficiency virus (HIV). Since little is known about the health-related quality of life
(HRQoL) of persons who have been on ART for at least five years, the present study investigated
the HRQoL of these patients in Botswana.

Method: Medical records, structured interviews, and the World Health Organization Quality
of Life–BREF (WHOQoL–HIV–BREF) instrument were employed to obtain information from
456 respondents.

Results: Univariate and multivariate regression analyses showed that respondents’ highest
scores were in the “physical” domain (mean ¼ 15.8, SD ¼ 3.5), while the lowest scores were in
the “environment” domain (mean ¼ 12.9, SD ¼ 2.5). Thus, the physical domain had the greatest
impact on patients’ overall HRQoL. Self-education about HIV-related issues was significantly
correlated with all domains of HRQoL scores: physical (r ¼ –2.32, CI95% ¼ –3.02, –1.61);
psychological (r ¼ –2.26, CI95% ¼ –2.87, –1.65); independence (r ¼ –1.81, CI95% ¼ –2.54,
–1.06); social relationships (r ¼ –1.40, CI95% ¼ –2.13, –0.67); environment (r ¼ –1.58,
CI95% ¼ –2.13, –1.04); and spirituality (r ¼ –1.70, CI95% ¼ –82.27, –1.13).

Significance of results: HRQoL assessments can identify and address patients’ needs, and it is
important that guidelines be developed that will yield improved care to ART patients in
Botswana.

KEYWORDS: Antiretroviral therapy, Health-related quality of life, HRQoL, HIV/AIDS,
WHOQoL–HIV–Bref, Botswana

INTRODUCTION

During 2014, an estimated 36.9 million people world-
wide were infected with HIV, 69.9% of whom lived in
Sub-Saharan Africa (United Nations Joint Pro-
gramme on HIV/AIDS, 2016). AIDS-related deaths
have declined by an estimated 42% since the 2004
peak, but the disease burden continues to increase
as antiretroviral therapy (ART) enables many pa-

tients to live decades longer than they could have
without it.

In Botswana, the rate of vertical HIV transmission
has declined from 30% before the implementation of
preventative ART programs to 3.9% in 2008 and to
2.1% in 2013 (National AIDS Coordinating Agency,
2014). The national prevalence rate for the general
population of Botswana was 18.5% during 2013 (Na-
tional AIDS Coordinating Agency, 2014), when an es-
timated 320,000 people were living with HIV and
213,953 were on ART (Farahani et al., 2014; National
AIDS Coordinating Agency, 2014).
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During 2011, according to Botswana’s Ministry of
Health (Ministry of Health, 2011), a total of 165,701
patients were on highly active antiretroviral treat-
ment (HAART) in the public and private healthcare
sectors. The government implemented several
programs to address the HIV epidemic, including be-
havior change information and communication,
prevention of vertical HIV transmission, routine
HIV counseling and testing, multiple concurrent
partnership (MCP) counseling, safe male circumci-
sion, home-based care programs, and antiretroviral
treatment (ART). According to the World Health
Organization (1998), quality of life (QoL) refers to
an individual’s perception of his/her position within
the context of the culture and value system in which
he/she lives in relation to the individual’s goals, ex-
pectations, standards, and concerns. The impact of
HIV/AIDS on the dimensions of HRQoL has become
an important issue for people living with HIV/AIDS
(PLWHA). Degroote et al. (2014) indicated that
HRQoL among PLWHA is influenced by several
determinants that impact on a person’s perceived
HRQoL.

ART has improved survival rates, enabling
PLWHA to live 20 to 35 years after commencement
of treatment, and it has decreased the number of op-
portunistic infections (e.g., tuberculosis). Adherence
to an ART regimen is essential to derive the full ben-
efits of treatment (Sarna et al., 2008; Ndubuka & Eh-
lers, 2011). Frequent treatment adherence
counseling and using adherence partners/treatment
supporters have been associated with good ART ad-
herence levels among 116 HAART Botswanan pa-
tients (Ndubuka & Ehlers, 2011). ART adherence
levels have been correlated with patients’ CD4 cell
counts and with viral loads. The known factors that
have an impact on ART patients’ HRQoL can be
grouped into three broad interrelated categories—so-
ciodemographic, clinical, and psychological (Tsevat,
2006; Reda & Biadgilign, 2012; Degroote et al., 2014).

ART patients face many challenges, including
stigmatization, adherence to ART, treatment side ef-
fects, disclosure-related issues, socioeconomic hard-
ships, feelings of being rejected by society, and the
temptation to engage in behaviors that increase the
risk of HIV reinfection (Cloete et al., 2010; Senda-
gala, 2010; Stutterheim et al., 2011). ART patients
need to develop strategies to cope with these daily
challenges. Coping mediates social support, and
ART adherence affects a person’s HRQoL. Identified
coping strategies used by ART patients include focus-
ing on other persons and being actively involved in
spiritual activities (Ogbuji & Oke, 2010; Hodge &
Roby, 2010; Chaudoir et al., 2012), as well as focusing
on present/current issues rather than on past occur-
rences or future possibilities (Vyavaharkar et al.,

2007). The major benefits of ART include stopping
and even reversing disease progression and thereby
prolonging life. However, this treatment regimen
can produce serious side effects that can adversely af-
fect patients’ HRQoL (Burgoyne & Tan, 2008), which
can be even more burdensome since ART implies life-
long treatment adherence. There is limited informa-
tion available on Botswanan patients who have
undergone ART for five years or longer. Our study at-
tempted to assess the HRQoL of patients who had
had ART for at least five years in Botswana’s public
healthcare system and to identify the factors associ-
ated with their HRQoL scores.

METHODS

Ethical Considerations

The Health Research and Development Committee of
the Botswanan Ministry of Health granted permis-
sion for this study (ref. no. PPME-13/18/1 Vol VII
318). The managers of the six participating health fa-
cilities offered their approval. Ethical clearance was
granted by the Higher Degrees Committee of the De-
partment of Health Studies of the University of
South Africa (ref. no. HSHDC/7/2012). Written in-
formed consent was obtained from each respondent
before being interviewed. Participation was volun-
tary, and respondents could stop an interview at
any point without incurring negative consequences.
Unique code numbers were employed instead of
names, ensuring the anonymity of respondents, and
information entered into a computer was protected
by a secure password on a system to which only the
researchers and statisticians had access.

Study Setting and Population

Interviews were conducted at six ART clinics in
southeastern Botswana. During April of 2012,
when data collection commenced, a total of 11,003 pa-
tients (Ministry of Health, 2011) were receiving
HAART at these six sites, who comprised the popula-
tion for our study. We approached a total of 545 eligi-
ble ART patients for interviews. Out of this number,
13.6% ( f ¼ 74) refused to consent or did not respond.
Some 15 (2.8%) eligible respondents’ interview
schedules were incomplete and could not be used
for data analysis. We discarded all incomplete inter-
view schedules. A total of 456 (83.7%) of the 545 eli-
gible respondents completed the interviews at the
six study sites.

Study Design and Participant Recruitment

We employed multistage sampling to select the six
public ART clinics that participated in our study.
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The calculated sample size was based on the estimat-
ed proportion of patients on ART for at least five years
at each site. Eligible patients were selected by using
systematic random sampling and were requested to
consider being interviewed during their clinic visits
or at another time and place acceptable to them.
The sample included 456 adult ART patients who
had been on ART for at least 5 years and who were
at least 21 years old (in order to be able to provide le-
gal consent for participating in the study).

Measures and Instruments

Eligible respondents were interviewed by using a 59-
item structured interview schedule and the WHO-
QoL–HIV–BREF instrument. Both data-collection
instruments were translated into the local language
(Setswana) and then back-translated into English.
The translations were approved by an English–Set-
swana translator.

Structured Interview Schedule

The interview schedule’s five sections attempted to
obtain information about respondents’ sociodemo-
graphic and clinical characteristics. The sociodemo-
graphic characteristics included age, gender,
marital status, number of children, educational level,
religion, and employment status. The clinical infor-
mation included most recent CD4 cell count and viral
load, year when ARTwas commenced, year of HIV di-
agnosis, HIV status disclosure, duration of ART, and
recorded opportunistic infections. Respondents’ cop-
ing mechanisms and self-reported ART adherence
were also recorded. Clinical data were obtained
from respondents’ medical records. The Cronbach’s
a coefficient for this instrument was 0.87.

WHO Quality of Life Questionnaire

The WHOQoL–HIV–BREF, a shortened version of
the WHOQoL-100 instrument, was developed by
the World Health Organization’s Quality of Life–
HIV Group for crosscultural application to PLWHA.
The WHOQoL–HIV–BREF includes 31 items that
address 6 domains: physical (4 items), psychological
(5 items), level of independence (4 items), social rela-
tionships (4 items), environment (8 items), and spiri-
tuality (4 items), and two additional items (overall
HRQoL and general health) (WHOQoL HIV Group,
2004; Skevington et al., 2010). All items were rated
on a 5-point Likert-type scale, with “1” indicating
the lowest negative feelings or perceptions and “5”
the highest level of positive feelings or perceptions.
This instrument contained questions about “how sat-
isfied, how much, how completely, how bothered” re-

spondents felt about specific aspects of their lives
during the previous two weeks.

We calculated the domain and overall quality-of-
life scores based on the WHOQoL–HIV–BREF scor-
ing and coding methodology (World Health Organi-
zation, 2002). Items were scored through
summative scaling, and each item contributed equal-
ly to the domain score. We conducted individual in-
terviews in private rooms at the six participating
ARTclinics in either English or Setswana, depending
on the respondent’s preference. The structured inter-
view schedule was pretested on 10 ART patients who
met the eligibility criteria. Patients could respond to
all items, and no changes were required. The results
of these 10 preliminary interviews were not utilized
during data analysis in the actual study.

Statistical Analysis

The data were analyzed using Statistical Analysis Sys-
temsoftware(SAS,v.9.2).Descriptivestatistics (means,
standard deviations, ranges, frequency distributions,
contingency tables, and percentages) were generated
todescribethedemographicsandhealthcharacteristics
of respondents. Chi-square and Fisher’s exact tests
were utilized for categorical data, and independent t
tests were employed for continuous variables.

Means with standard deviations of the HRQoL
outcome variables (physical, psychological, level of
independence, social relationships, environment,
and spirituality) were reported. Spearman’s correla-
tion coefficient (r) was utilized to assess the relation-
ships between specific variables. In order to
understand the factors associated with study out-
comes, a series of bivariate associations was per-
formed, selecting key variables related to
respondents’ demographic and clinical characteris-
tics, coping with the challenges of HIV, ART adher-
ence, and the healthcare system. All the
independent covariates were first tested for a rela-
tionship with each HRQoL outcome and with total
QoL scores. All significant independent covariates,
at univariate regression analyses, were included in
subsequent multivariate regression models. A step-
wise forward model-building strategy was applied,
and interactions between factors in the multivariate
models were examined. The level of statistical signif-
icance was set at p , 0.05.

RESULTS

Sociodemographic and Clinical
Characteristics of Respondents

Table 1 presents respondents’ sociodemographic and
clinical characteristics. Out of the 456 respondents,
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310 (68.0%) were females and 146 (32.0%) males, and
the mean age was 43.9 years (SD ¼ 9.8). The demo-
graphic characteristics of our study population
are consistent with the results of Botswana’s AIDS

Impact Survey’s findings that females continue to
be disproportionately affected by HIV. Botswana
has a gender ratio of 95.5 males to 100 females
(Government of Botswana, 2014), but females have a
higher reported HIV prevalence rate of 19.2%, com-
pared to 14.1% for males (Republic of Botswana,
2013).

With respect to age groupings, the results from the
Botswana AIDS Impact Survey IV indicate that the
national HIV prevalence is highest among the 35–39
age group at 43.7%. Botswana’s national age pattern
of HIV prevalence is high among the 30–34 years
age group (33.9%) but reaches a maximum of 43.7%
in the 35–39 years range, 41.8% in the 40–44 years
range, and 42% in the 45–49 years range, respectively
(Republic of Botswana, 2013).

Concerning respondents’ marital status, 259
(56.8%) were single, 80 (17.5%) were married, and
79 (17.3%) were cohabiting. Some 180 (39.5%) re-
spondents had a primary school education, 19
(4.2%) had progressed to senior secondary education,
and 6 (1.3%) had fulfilled tertiary education qualifi-
cations. All respondents had disclosed their HIV-pos-
itive status to at least one other person. With respect
to respondents’ clinical situations, 345 (77.7%) had
CD4 counts exceeding 350 cells per mm3, 432
(98.2%) had full viral suppression, and 24 (5.3%)
were suffering from AIDS. Tuberculosis was the
most frequently recorded opportunistic infection
(72.4%). Respondents’ other characteristics are sum-
marized in Table 1.

Health-Related Quality-of-Life Scores of
Respondents

Table 2 provides respondents’ mean HRQoL scores
with standard deviations. Moderate scores were ob-
tained across six HRQoL domains: physical, psycho-
logical, level of independence, social relationships,
environment, and spirituality. The highest mean
score was observed in the physical domain (mean ¼
15.8, SD ¼ 3.5) and the lowest in the environment do-
main (mean ¼ 12.9, SD ¼ 2.5).

Coping with the Challenges of HIV/AIDS

Table 3 summarizes respondents’ coping strategies.
Half of our respondents (n ¼ 229) reportedly had pre-
viously overcome challenges other than being HIV-
positive. The vast majority (97.8%, n ¼ 444) felt
that life was worth living, and 80.0% (n ¼ 363) had
educated themselves about HIVand AIDS. Although
most respondents (92.0%) did not belong to any com-
munity support groups, only 39.5% (n ¼ 134) were
not stressed as a result of ART. The most commonly
utilized coping strategy was to contact a family mem-
ber when facing HIV-related difficulties.

Table 1. Sociodemographic and disease-related
characteristics of respondents (n ¼ 456)

Characteristic n %

Age
15–25 6 1.3
26–35 82 18
36–45 188 41.2
46–55 112 24.6
≥56 68 14.9

Gender
Male 146 32
Female 310 68

Marital status
Single 259 56.8
Married 80 17.5
Cohabitating 79 17.3
Widowed 29 6.4
Divorced 5 1.1
Separated 4 0.9

Education
None 80 17.5
Primary school 180 39.5
Junior secondary 151 33.1
Junior secondary with additional training 13 2.9
Senior secondary 19 4.2
College or vocational training 7 1.5
University 6 1.3

Religion
Christian 356 78.1
Muslim 4 0.9
Traditional 61 13.4
Others 35 7.7

Employment
Employed 205 45
Unemployed 191 41.9
Self employed 45 9.9
Volunteer 15 3.3

Monthly income (BWP)
No income 234 51.8
1–999 97 21.5
1000–1999 74 16.4
2000–2999 22 4.9
≥3000 25 5.5

CD4 cell count
,350 99 22.3
≥350 345 77.7

Viral load suppression
Yes 432 98.2
No 8 1.8

AIDS diagnosis
Yes 24 5.3
No 419 92.7
Uncertain 9 2

Opportunistic infections
Tuberculosis 142 72.4
Pneumocystis pneumonia 26 13.3
Esophageal candidiasis 10 5.1
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Association Between Respondents’
Characteristics and HRQoL Domains

Table 4 presents the associations between respon-
dents’ characteristics and HRQoL domain scores.
Self-education about HIV was significantly associated
with physical HRQoL scores (r ¼ –2.3, CI95% ¼ –3.0,
–1.6) after controlling for other significant factors.
Poor health status showed a 2.1 � lower likelihood of
being associated with physical HRQoL scores
(CI95% ¼ –2.77, –1.43) after controlling for other

significant factors. Among coping factors, respondents
with previous coping experiences had a 1.5 � higher
physical HRQoL score compared to those without
any previous coping experiences (r ¼ 1.5; CI95% ¼

0.8, 2.1). Respondents who indicated that life was
not worth living and had no HIV self-education
showed lower physical HRQoL scores than their coun-
terparts (–5.0 and –4.0, respectively).

Respondents who had poor health status scored
1.8 points lower on the psychological HRQoL domain
(CI95% ¼ –2.31, –1.15). With respect to the HRQoL
independence domain, older respondents had lower
scores compared to younger ones. Respondents who
missed clinic appointments during the previous 12
months had a 0.9-point lower independence QoL
score compared to respondents who had not done so
after controlling for other significant factors
(CI95% ¼ –1.67, –0.16). Compared to single persons,
married respondents had 0.95-point lower social
HRQoL scores after controlling for other significant
factors (CI95% ¼ –1.51, –0.40). In relation to the spi-
rituality domain, the factors of age, employment sta-
tus, perceived health status, previous coping
experiences, coping with life’s challenges, and under-
standing circumcision for prevention of HIV were

Table 3. Coping with the challenges of HIV

Variables n %

Coping experience Yes 229 50.3
No 226 49.7

Coping with life Call friends 44 9.8
Contact family 177 39.3
Person with ART 30 6.7
Counseling 42 9.3
Church 49 10.9
Do nothing 109 24

Considering life worth living Yes 444 97.8
No 10 2.2

Self-education about HIV Yes 363 80
No 91 20

Household members taking ART None 180 39.6
1–2 152 33.5
,2 98 21.6
Don’t know 24 5.3

Counseling during last month None 264 58.3
Once 125 27.6
.1 64 14.1

Member of support group Yes 36 8.1
No 411 91.9

Other family member with HIV Yes 222 49.1
No 230 50.9

Discuss HIV with family member Yes 231 50.9
No 223 49.1

ART stress relief measures Talking 110 24.2
Praying 70 15.4
Nothing 140 30.8
Not stressed 134 29.5

Table 2. Respondents’ mean HRQoL scores with
standard deviations

HRQoL domains Mean of raw score (+SD.)a

Physical 15.8 (+3.5)
Psychological 15.3 (+2.9)
Level of Independence 15.1 (+3.3)
Social relationships 14.7 (+3.2)
Environment 12.9 (+2.5)
Spirituality 13.0 (+2.7)
Total HRQoLb 86.8 (+14.9)

a Total HRQoL ¼ sum of all six outcomes.
b Higher scores indicate better quality of life.

Ndubuka et al.218

https://doi.org/10.1017/S1478951516000638 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951516000638


Table 4. Factors associated with respondents’ HRQoL (n ¼ 456)

Variable Value Physical Psychological Independence Social relationships Environment Spirituality
r (CI95%) r (CI95%) r (CI95%) r (CI95%) r (CI95%) r (CI95%)

Intercept 12.8 (12.4, 13.2) 12.8 (12.3, 13.2) 12.8 (12.3, 13.3) 12.4 (11.9, 12.9) 11.3 (11.0, 11.7) 11.1 (10.7, 11.4)
Age (ref a: age ,36) 36–45 20.85 (–1.47, –0.23) 20.97 (–1.63, –0.32) 20.54 (–1.04, –0.04) 20.77 (–1.25, –0.29)

.45 20.31 (–1.06. –0.45) 20.20 (–1.01, 0.62) 0.01 (–0.60, 0.62) 0.27 (–0.32, 0.86)
Marital status (ref:

single)
Married/other 20.67 (–1.18, –0.16) 20.95 (–1.51, –0.40)

Employment No 20.80 (–1.31, –0.29) 20.55 (–0.99, –0.10) 20.49 (–0.90, –0.07) 20.62 (–1.02, –0.22)
Health status Poor 22.10 (–2.77, –1.43) 21.73 (–2.31, –1.15) 21.84 (–2.53, –1.15) 21.35 (–2.08, –0.63) 21.17 (–1.72, –0.63) 21.58 (–2.10, –1.06)
Coping experience No 0.83 (0.30, 1.37) 0.68 (0.27, 1.09)
Coping with life (ref:

contact family/
friends)

Person with ART 21.03 (–1.87, –0.20)

Counseling 20.30 (–0.99, 0.39)
Church 20.11 (–0.77, 0.55)
Do nothing 21.13 (–1.65, –0.62)

Self-education on HIV No 22.32 (–3.02, –1.61) 22.26 (–2.87, –1.65) 21.81 (–2.54, –1.06) 21.40 (–2.13, –0.67) 21.58 (–2.13, –1.04) 21.70 (–2.27, –1.13)
Appointments missed

last year
Once or more 20.87 (–1.62, –0.12) 20.91 (–1.67, –0.16) 21.16 (–1.94, –0.37)

Missed ART in last 2
days

Once or more 21.24 (–1.90, –0.59) 21.11 (–1.76, –0.46)

Understand
circumcision

Not prevent HIV 21.45 (–2.09, –0.81) 20.98 (–1.63, –0.34) 20.74 (–1.40, –0.08) 20.94 (–1.45, –0.43) 21.00 (–1.49, –0.50)

Aware of MCP
program

No 21.81 (–2.66, –0.96) 21.34 (–2.07, –0.62) 21.39 (–2.26, –0.52)

Sex with more than 1
partner in previous
12 months

Yes 20.84 (–1.59, –0.10) 21.02 (–1.67, –0.38) 21.22 (–1.80, –0.65)

Discuss condom with
sex partner (ref: yes)

No 21.59 (–2.39, –0.79)

No partner 21.71 (–2.59, –0.84)

a ref ¼ reference group.
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significantly associated with HRQoL scores (adjusted
R2 ¼ 0.40).

DISCUSSION

Our study demonstrated that, overall, ART patients’
HRQoL scores were moderate across six HRQoL do-
mains, with the physical domain (measuring pain
and discomfort, energy and fatigue, and sleep and
rest) showing the highest mean QoL scores, while
the lowest scores were obtained in the environment
domain (measuring physical safety and security,
home environment, financial resources, quality and
accessibility of health and social care, freedom, op-
portunities for acquiring new information and skills,
and participation in recreation/leisure activities).

Self-education about HIV-related issues was sig-
nificantly associated with HRQoL physical scores.
This finding has potential public health implications
because ART programs should develop educational
interventions at regular intervals to assist ART pa-
tients to maintain positive behaviors that enhance
their physical well-being. Boateng et al. (2013) and
Campbell et al. (2011) reported that knowledge about
HIV/AIDS (including the benefits of ART adherence
and the serious negative consequences of not adher-
ing to one’s ART regimen) encouraged patients’ posi-
tive behaviors and decreased ART default rates.

Most of our respondents were satisfied with their
physical health, were adjusted psychologically to
their life on ART, and could cope with their work
and daily activities. McInerney et al. (2008) also re-
ported the highest mean QoL scores for the physical
domain (mean ¼ 98, SD ¼ 10.01) among respondents
in KwaZulu–Natal, South Africa. Similarly, a study
of 150 HIV-positive patients in Nigeria (Folasire
et al., 2012) reported that mean QoL scores were
high in both the physical (71.60+13.90) and psycho-
logical domains (71.60+18.4).

The high psychological domain scores that we
found could be attributed to the fact that all respon-
dents had been on ART for at least five years, provid-
ing sufficient time for ART-related psychological
adjustments. The finding that HIV-related self-edu-
cation significantly improved psychological domain
scores implies that more knowledge improved re-
spondents’ coping abilities. Employment apparently
helped to improve scores in the psychological domain
of the HRQoL, as employed respondents had higher
scores than unemployed ones.

Our respondents scored poorly in the social rela-
tionships, environment, and spirituality domains.
The social relationships of respondents included so-
cial support, personal relationships, and satisfaction
with sexual relations, as well as participation in
social activities/events. The lower HRQoL social

domain scores might indicate that PLWHA experi-
enced stigma and/or discrimination. We assessed
the spirituality domain by addressing respondents’
personal religious beliefs, future concerns, blame,
and forgiveness. The low environmental and spiritu-
al HRQoL domain scores might indicate a lack of
family support, more severe insecurity, poor living
conditions, and belief systems that are too weak to
support respondents. Other QoL studies, conducted
on PLWHA in Nigeria and Brazil, also reported lower
environmental and social relationship QoL scores
(Folasire et al., 2012; Fatiregun et al., 2009; Morandi
dos Santos et al., 2007). However, our findings appar-
ently do not support those of other researchers, as
Tran (2012) reported high environmental domain
scores (13.8+2.8) and Sekabira et al. (2012) report-
ed high social relationships domain scores (12.71+
3.67).

Our younger respondents (aged ,36 years) had
higher scores than older respondents in all of the
QoL domains. This result is similar to those of other
studies that reported an association between age of
ART patients and QoL (Abasiubong et al., 2010;
Munsawaengsub et al., 2012).

Employment was an important factor associated
with overall HRQoL scores in our respondents. Their
educational levels were not associated with their
HRQoL scores, similar to the findings reported by
Figuero et al. (2011), who found an absence of any
significant relationship between HRQoL and educa-
tional status in a cohort of patients in Spain.

The respondents in our study adopted various
HIV-related coping strategies: attending counseling
sessions, contacting other ART patients, talking to
friends and significant others, and going to church
and praying. Based on multivariate regression anal-
yses, participants’ self-education about HIV-related
issues was significantly associated with high scores
in all HRQoL domains. Thus, respondents sought
HIV-related information to make informed decisions
and to manage their stress levels. Utilization of sim-
ilar coping strategies by PLWHA were reported by
other researchers (Hodge & Roby, 2010; Ogbuji &
Oke, 2010; Chaudoir et al., 2012).

LIMITATIONS OF THE STUDY

As we adopted a cross-sectional design, temporal re-
lationships among the variables of interest and mea-
sured HRQoL scores could not be ascertained. Our
conclusions are therefore based on associations and
not on causality. Respondents’ self-reported ART ad-
herence levels might have been subject to recall bias.

Our study was conducted at six healthcare facili-
ties, so that the results might not be generalizable
to the whole of Botswana without conducting further
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similar studies at randomly selected ART facilities
throughout the country.

The WHOQoL–BREF instrument, which relies on
self-reported HRQoL during the two weeks prior to
the interview, might have introduced recall bias.

RECOMMENDATIONS

Qualitative studies should be conducted to explore
the perspectives of Botswana’s ART patients regard-
ing their HRQoL in order to improve our understand-
ing of ART patients’ lived experiences and thus
enhance the development of a holistic ART program
for PLWHA in Botswana.

Ongoing longitudinal HRQoL studies should be
conducted at randomly selected study sites throughout
the country so that temporal relationships and poten-
tial causality can be ascertained. These findings would
also enable healthcare professionals to identify and ad-
dress individual ART patients’ unique needs.

CONCLUSIONS

Moderate HRQoL scores across all six domains were
obtained by ART patients in Botswana. Respondents
who acquired knowledge of HIV-related issues through
self-education perceived their health status as being
good. ART patients utilized such different coping strat-
egies during stressful situations as contacting family
members, friends, and significant others.
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