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Abstract

Background: Children living with the human immunodeficiency virus (CLHIV) now survive well into adolescence
and adulthood due to the efficacy of antiretroviral therapy. Hence, health outcomes of interest now include their
quality of life and factors that may affect it.

Objectives: To determine the relationship between HRQOL of children with HIV and socio-demographic/clinical
factors. To identify the association between psychological distress in the caregiver and caregiver’s reported HRQOL
of the children.

Methods: A descriptive cross-sectional study. One hundred CLHIV and their caregivers were studied. A general
questionnaire was used to obtain information on social demographics and medical history. Participants’ HRQOL
was determined using the PedsQL inventory version 4.0. The General Health Questionnaire (GHQ) was used to
screen for the presence of psychological distress in caregivers.

Results: Age and sex did not significantly affect the HRQOL, however, socioeconomic class significantly affected
the HRQOL as children of caregivers in the upper socioeconomic class (I-IIT) had higher mean composite HRQOL
scores compared to those in the lower socioeconomic class (IV-V) for the parent report. (88.08+11.65 v
78.71+£23.69; p value <0.017). Being an Orphan significantly affected the HRQOL of the children for the parent
report as the parent reported a lower HRQOL for these children (81.79+17.73 v 88.20+12.68; p-value 0.046).
Psychological distress was present in 23% of the caregivers. However, the HRQOL score was similar between
children whose parents had reported psychological distress and those who did not.

Conclusion: Socioeconomic class and orphan status were significantly associated with the HRQOL of CLHIV.

Keywords:  Children living with HIV, HRQOL, PedsQL inventory, Psychologic distress.
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Introduction

More Children Living with the Human
Immunodeficiency Virus (CLHIV) now
survive into adolescence and adulthood.!!]
This is due to the introduction of
Antiretroviral Therapy (ART), which has
significantly revolutionised the treatment of
HIV infection, thereby increasing the life
expectancy of children living with HIV
(CLHIV). Hence, more children who
acquired HIV via the mother-to-child route
now survive into adolescence and
adulthood.*'With this higher life
expectancy, health outcomes of interest are
no longer limited to survival but now
include Quality of Life (QOL).BILiving with
HIV can limit the capacity of these children
and invariably affect their health-related
quality of life adversely.[*-6]

Acquiring the infection through the mother-
to-child route can also mean that they may
be living with an infected parent/caregiver.
Living with HIV and caring for a child
living with HIV may bring about some form
of  psychological  distress in  the
parent/caregiver. "1 Several factors are
associated with the HRQOL of persons
living with HIV. 12 However, few studies
have identified these factors in these
children.

This research aimed to determine the
relationship between the HRQOL of
children living with HIV and the following
variables: child’s socio-demographic factors,
orphan status, adherence to combination
antiretroviral therapy, disclosure status,
WHO clinical stage, presence of known
current co-morbidities such as tuberculosis,
and hospitalisation in the prior 12 months.

We also identified the association between
psychological distress in the caregiver and
caregiver’s reported HRQOL of children
with HIV.

Methods

Study location

The study was carried out at the paediatric
HIV clinic of the Lagos University Teaching
Hospital. The clinic runs every Tuesday,
providing comprehensive HIV care to
children exposed to or living with the virus.

Study design: It was a cross-sectional study.

Study population

The minimum calculated sample was 96.
One hundred Children living with HIV and
their caregivers who gave written informed
consent/ assent where applicable were
recruited using a stratified sampling method.
Children who had been on ART for less than
8 weeks, children/caregivers who could not
converse in English language and children
living with HIV who had lived with their
parent/caregiver for less than 12 months
before the study were excluded from the
study.

Recruited study participants were grouped
into different categories using their age i.e.
5-7years, 8-12years, and 13-17 years. This
was based on the design of the study
questionnaire (PedsQL inventory). Samples
were allotted to each age group based on the
total number of children living with HIV in
that age group, wusing proportionate
allocation method. Ages 5-7 had a total
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number of 227 children enrolled in the
clinic, 567 children and 340 children for the
8-12 years and 13-17 years, respectively.
Within each group, the number of allotted
children was selected consecutively. This
method was repeated on each clinic day
until the desired sample size for every group
was achieved. So, 20 children were recruited
for the 5-7years group, 50 children and 30
children for the 8-12years and 13-17years
groups, respectively.

Data Collection

On each clinic day, the participants were
approached and the study was explained to
them, thereafter, informed consent /assent
was obtained from those who met the
inclusion criteria. A general questionnaire
was administered to all the study
participants. Information obtained with the
questionnaire included social demographics
and medical history. This included date of
birth, gender, family size, orphan status and
socioeconomic class of parent/caregivers
using the method proposed by Oyedeji,
which uses the parent/caregiver’s level of
education and occupation to calculate SEC.
The participants were sub-classified into
upper and lower socioeconomic classes.
Upper class was represented by social
classes 1, 2, 3, while lower social class was
represented by social classes 4 and 5. Other
information included the number of
hospitalisations in the prior one-year, the
presence of HIV infection in other family
members and adherence to ART using a 3
day recall. Being an orphan in this study
referred to children who have lost at least
one parent. Information on WHO clinical
stage and duration on ART was obtained

from the case notes. Disclosure information
was  specifically asked from  the
parent/caregiver.

The HRQOL of the participants was
determined using the PedsQL inventory
version 4.0. The measurement tool was used
with permission from the Mapi Research
Trust, 69003, Lyon, France. The PedsQL
inventory has been validated for academic
use in Nigeria.l'*'"*The questionnaire was
filled via an interviewer method. The
PedsQL generic core scale questionnaire
was administered to the parent/care giver
and the child in three age categories. The
three age categories include young child (5-
7 years), child (8-12 years) and teen (13-
17years). Each category has both child and
parent reports. The questionnaire has 23
items and is robust in measuring physical
functioning (8 items), social functioning (5
items), emotional functioning (5 items) and
school functioning (5 items). Each item has
a 3-point Likert scale of 0-2-4 for young
child self-report and a 5-point Likert scale
from 0 to 4 for all others. Zero represents
never and 4, almost always. Each participant
was questioned in the English language
version of the PedsQL tool. The General
Health Questionnaire (GHQ) was
administered to the parents/caregivers to
screen for the presence of psychological
distress in caregivers. The GHQ-12 is an
ideal screening device for identifying minor
psychiatric  disorders in the general
population. It focuses on inability to carry
out normal functions and appearance of new
and distressing phenomena in the short term.
It contains 12 items and participants were
scored using the binary scoring method. A
score of 3 and above was regarded as a
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positive screen of distress based on cut-off
score established in Nigerian studies.

Data analysis

Data obtained was inputted into Microsoft
Excel 2013. Data was then imported into
and analysed using IBM SPSS Statistics for
Windows, Version 23.0 (Armonk, NY: IBM
Corp). The information obtained from the
PedsQL  questionnaire analysed
according to the scoring protocol of the
PedsQL. The Likert scale was reversed
scored and linearly transformed to a 0-100
scale as follows: 0=100, 1=75, 2=50, 3=25,
and 4=0.

Categorical variables such as gender and
socioeconomic class were presented as
absolute

was

numbers and  percentages.
tested for
normality using the Kolmogorov-Smirnov

test. Normally distributed variables such as

Continuous variables were

the composite HRQOL were represented as
mean and standard deviation while skewed
data such as the age at HIV diagnosis were
summarised using median and interquartile
range. Associations between categorical data
were tested using Chi Square test. Test of
significance  of distributed
variables was done using the student’s t test

normally

or analysis of variance as appropriate.
Statistical significance was accepted at p
values < 0.05.

Results

A total number of 100 children living with
HIV (CLHIV) and their caregivers were
studied over a period of 6 months. The
of the
study participants are as shown in Table I.

socio-demographic characteristics

Table I: Demographics of children studied and socioeconomic class of the caregivers

Characteristics Children living with HIV P value
Yes, n=100 (%) No, n=100 (%))

Age groups (years) 0.987

5-7 20 (20) 20 (20)

8-12 50 (50) 51(51)

13-17 30 (30) 29 (29)

Gender 1.00

Male 50 50

Female 50 50

Socioeconomic class 1.00

Upper (I-11T) 84% 84%

Lower (IV-V) 16% 16%

Age and sex did not affect the HRQOL.
Children aged 5-7years had the highest
mean composite HRQOL score for both

child (88.42+6.88) and parent report

(89.72+10.52) while children aged 13-17
years had the lowest scores for both child
and parent report, but the difference did not
reach statistical significance. Socioeconomic
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class significantly affected the HRQOL, as
children of caregivers in the upper
socioeconomic class (I-IIT) had higher mean
composite HRQOL scores compared to
those in the lower socioeconomic class(IV-
V) for the parent report. Being an orphan
significantly affected the HRQOL of the

children for the parent report, as the
parent/caregiver reported a lower mean
composite HRQOL for these children
(81.79+17.73 v 88.20+12.68). However, for
the child report, there was no difference in
the mean composite HRQOL score. (Table
1)

Table I1: Relationship between HRQOL and demographic characteristics of the children living with HIV

Variable Composite HRQOL score Composite HRQOL score
Child report P value Parent report P value
Mean score (SD) Mean score (SD)
Age group, Years 0.312 0.561
5-7 88.42+ 6.88 89.72+ 10.52
8-12 84.72+ 14.39 85.90+15.75
13-17 82.48+ 14.83 85.62+14.80
Gender 0.757 0.964
Male 85.20+13.41 86.52+14.87
Female 84.36+13.58 86.65+14.29
Socioeconomic class 0.158 0.017
Upper (I-1IT) 85.61x11.24 88.08+11.65
Lower (IV-V) 80.44+21.61 78.71£23.69
School days missed 0.545 0.627
0 (n=2) 93.44+9.28 94.38+7.95
1-3 (n=85) 84.94+12.66 86.77+13.29
>4 (n=13) 82.46+18.42 84.16+21.91

The WHO clinical stage of the CLHIV did
not significantly affect the HRQOL,
however, CLHIV in WHO clinical stage 1
had the highest mean composite HRQOL
score while CLHIV in stage IV had the
lowest mean composite HRQOL score for
both child and parent report as shown in
Table III. Children living in families where
no other person had HIV had a higher mean
composite HRQOL score compared to
children in families with at least one family
member with HIV for both child and parent
report but the difference was not significant.
The 16% of the CLHIV who were aware of
their HIV status had higher mean composite
HRQOL score compared with children

unaware of their status but the difference
was not significant.

Only 25% of the CLHIV were hospitalized
for illness in the prior 12 months and they
had a lower mean composite HRQOL score
compared to those who were not
hospitalized for both child and parent report
(Table III). Only one of the children had
tuberculosis and was on treatment with anti-
Koch’s. The small number of patients with
tuberculosis did not permit further analysis.
Table IV shows the relationship between
psychological distress in caregiver and
composite HRQOL score of CLHIV.
Psychological distress was present in 23% of
caregivers of children living with HIV. The
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child reported (86.72+14.53 and 84.21+
13.13, p value 0.464) and parent reported
(87.75£12.43 and 86.23+15.14, p value
0.629) mean composite HRQOL scores were

similar between children whose parents had
reported psychological distress and those
who did not report psychological distress.

Table I1I: Relationship between HRQOL and Disease-related characteristics of the children living with HIV

Characteristic Composite P value Composite P value
HRQOL score HRQOL score
(child report) (parent report)
WHO clinical stage of HIV 0.448 0.150
I (n=44) 86.77+10.74 90.08+10.30
I (n=35) 82.26+15.63 84.14+16.23
II(n=18) 84.32+15.47 82.63+18.87
IV(n=3) 79.31+2.81 81.67+6.03
HIV in other family members 0.052 0.538
Yes(n=87) 83.99+13.80 86.31+15.05 0.488
No (n=13) 90.15+9.36 88.40+10.54
Child’s self-awareness of HIV status 0.528
Yes(n=16) 86.74+11.82 88.91+6.73
No (n=84) 84.41+13.75 86.14+15.55
HIV drug Adherence 0.345 0.515
Yes(n=92) 84.41+13.73 86.86+14.54
No (n=8) 89.11+8.70 83.35+14.78
Duration on ART
<Syears (n=25) 0.136 0.239
>Syears (n=75) 87.93+£11.20 89.26+12.11
Hospitalization for illness 83.74+14.00 85.70£15.20
No (n=75) 82.72+17.76 80.52+19.84
85.48+11.71 88.61+11.74

Table IV: Relationship between psychological distress in caregiver and composite HRQOL score of CLHIV

Parameter Distressed (GHQ >3) Not distressed (GHQ<3) p value
n= 23 (%) n=77 (%)

Child-reported composite HRQOL 86.72(14.53) 84.21(13.13) 0.464

Parent-reported composite HRQOL 87.75(12.43) 86.23(15.14) 0.629

Discussion

The age of the child did not significantly
impact the child’s HRQOL; however,
CLHIV in the 5-7-year age group had the
highest mean composite HRQOL score,
while those in the 13-17-year age group
scored lowest. This finding was similar to
that reported by Raj et al who reported

higher HRQOL scores in younger children
compared to older children.!'>IThis is
possibly due to the effect of ART, which is
commenced once diagnosis of infection is
made. Antiretroviral therapy reduces viral
load to undetectable levels and increases
CD4 count, which corresponds to an
increase in immunity level and may
consequently increase HRQOL. The present
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treatment guideline of commencing ART
once diagnosis is made, irrespective of
clinical or immunologic stage, was
commenced in 2015, and the younger
children would have benefitted from this
policy hence explaining why they are more
likely to be healthy and relatively unaffected
by the disease. In this study, sex did not
affect the HRQOL of CLHIV. This may be
due to the fact that ART is available and free
for all children living with HIV. This
corroborated the findings of Gupta ef a/ and
Aurpibul.'®!71A large number of the study
participants’ caregivers were of the upper
socioeconomic class (84%), and this
significantly affected their HRQOL as the
mean composite HRQOL score was higher
in those with upper socioeconomic class
compared to the lower for the parent report.
This finding was similar to that reported by
Gopakumaret a/ who found a higher
HRQOL in CLHIV with increasing
educational level of caregiver.'” Socio
economic class is a function of level of
education and occupation of the caregiver.
Caregivers of CLHIV in the upper
socioeconomic class are likely to have better
decision-making capabilities, health seeking
behaviour/choices, income, standard of
living which can indirectly impact on their
perspective on HRQOL. Being an orphan
did not have any impact on the HRQOL of
the CLHIV in the perspective of the children
as there was no difference in the HRQOL
reported by children who were orphans and
those who were not. This finding is similar
to report by Salako et al, who found no
relationship between the HRQOL and
orphan status of  the children
studied./"®'However, for the parent/caregiver

report, there was a statistically significant
difference in their view of the children’s
HRQOL as parent/caregivers of children
who were orphans reported a lower HRQOL
of those children. The reason for this finding
is not immediately obvious, but may be
related to differences between caregiver and
children’s perceptions.

The WHO clinical stage at the time of study
did not significantly affect the HRQOL
although children in WHO clinical stage I
had the highest mean composite HRQOL
and lowest scores were in those with stage
IV disease. This finding is similar to studies
of Cohen et al and Gopakumar et al that
reported that clinical stage did not affect
HRQOL.!"!2IThis is likely to be due to the
fact that these children have been on ART
since diagnosis in infancy which has been
shown to reduce viral load, increase CD4
counts and overall immunity. This was not
unexpected as clinical stage is an indication
of severity and immunity. Disclosure did not
significantly affect the HRQOL however
CLHIV who were aware of their status had
higher HRQOL scores compared to those
unaware both for child and parent report.
This finding differs from reports by Sabine
et al, Bulaliet al and Butleret al who
reported a positive correlation between
disclosure and health outcomes.[?*?!]
Disclosure may have led to better HRQOL
scores because with disclosure,
improvement is expected in adherence
which in turn affects viral load(reduction),
immunity (CD4 count) and consequently
HRQOL. This was however not up to a level
of statistical significance. The association
between HRQOL and disclosure may not
have been significant due to the low number
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of children who had had disclosure as the
low number may not be powered enough to
detect a difference. Also, the low disclosure
rate needs further investigation.

This study revealed prior hospitalization for
illness in the previous 12months in 25% of
CLHIV. This did not significantly impact
their HRQOL though a lower mean
composite HRQOL score was reported for
those who were hospitalized for illness for
both the child and parent report. The lack of
an association may be due to a sample size
not powered enough to detect any difference
between hospitalization in the prior 12
months and HRQOL.

In this study, the presence of psychological
distress in caregiver of CLHIV did not affect
the parent report of the child’s HRQOL.
Even though there are few studies on this
variable, however Webster et al reported
that presence of psychologic distress in
caregiver was significantly associated with a
lower HRQOL in the child as reported by
the caregiver.® This difference may have
been due to the different tools used in
assessing psychological distress in these
parents. In this index study, the effect of
frequent counselling on HIV related issues-
treatment, adherence, disclosure etc. which
the parents receive periodically may have
led to this outcome. Also, the fact that ART
is available and free for all CLHIV may
have helped to relieve financial burden in
caregivers such that the distress does not
affect the care-givers perception of the
child’s HRQOL. The presence or absence of
psychological distress in caregiver of a child
living with HIV is important as it may
impact on the ability of such caregiver to
positively care for the child.”??! This means

that parent report on HRQOL of CLHIV
may be relied wupon irrespective of
psychological distress in parent.

Limitations: Exclusion of
participants/caregivers who are unable to
converse in English language due to non -
availability of validated local dialect
translations of the PedsQL inventory may
limit the generalizability of the findings of
this study.

Conclusion

Socioeconomic class of parents/caregivers
and orphan status of CLHIV significantly
affects the HRQOL of CLHIV. Hence
interventions geared towards improvement
of socioeconomic class may improve the
HRQOL of CLHIV.

Ethical considerations: Approval for the study was
obtained from the Human Research and Ethics
Committee of LUTH before commencement of the
study. (ADM/DCST/HREC/APP/2632)  Written
informed consent was also obtained from the parents
or caregivers and assent from children greater than 7
years. Participation in the study was voluntary and
free. Confidentiality of all participants was
maintained, and participants were given the freedom
to withdraw from the study at any time.

Acknowledgements: The authors are grateful to the
children and parents/caregivers who participated in
this study.

Author’s contributions: AEA, AMA and ECI
conceived the study. AEA and ECI wrote the
literature review. AEA, AMA, OEE drafted the
manuscript. All the authors revised the manuscript
draft for intellectual content and approved the final
version of the manuscript.

Conflict of interest: All the authors have no conflict
of interest to disclose.

Source of Funding: No funding was received for
this research.

Publication history: Submitted 11 September 2025,
Accepted 14 February 2026

©Annals of Health Research. Volume 12, Issue No. 1, 2026 73




HRQOL in children with HIV

References

UNAIDS. Fact sheet - Latest statistics on the
status of the AIDS epidemic 2025. Available
from:http://www.unaids.org/en/resources/fac
t-sheet]. [Accessed 10 August 2024]

Patel K, Hernan MA, Williams PL, Seeger
JD, McIntosh K, Dyke RBV, et al. Long-
term effectiveness of highly active
antiretroviral therapy on the survival of
children and adolescents with HIV infection:
a 10-year follow-up study. Clin Infect Dis.
2008;46(4):507-515.DOL:
https://doi.org/10.1086/526524

WHO. The World Health Organization
quality of life assessment:Position paper
from the World Health Organization
WHOQOL  group. Soc Sci Med.
1995;41(10):1403-1409.DOLI:
https://doi.org/10.1016/0277-
9536(95)00112-K

Enimil A, Nugent N, Amoah C, Norman B,
Antwi S, Ocran J, et al. Quality of life
among Ghanaian adolescents living with
perinatally acquired HIV: a mixed methods
study. AIDS care. 2016;28(4):460-464.
DOL:https://doi.org/10.1080/09540121.2015.
1114997

Bomba M, Nacinovich R, Oggiano S,
Cassani M, Baushi L, Bertulli C, et al. Poor
health-related quality of life and abnormal
psychosocial adjustment in Italian children
with perinatal HIV infection receiving
highly active antiretroviral treatment. AIDS
care. 2010;22(7):858-865.
DOTI:https://doi.org/10.1080/0954012090348
3018

Das A, Detels R, Afifi AA, Javanbakht M,
Sorvillo FJ, Panda S. Health-related quality
of life (HRQoL) and its correlates among
community-recruited children living with
HIV and uninfected children born to HIV-
infected parents in West Bengal, India. Qual
Life Res. 2017;26(8):2171-2180.DOI:
https://doi.org/10.1007/s11136-017-1557-x
Igwe MN, Ndukuba AC, Olose EO, Obayi
NO, Ajayi NA, Odo A, et al. Psychological
distress and quality of life of people living
with HIV/AIDS in a Nigerian teaching
hospital. Mental Health, Religion & Culture.
2016;19(9):961-971. DOI:
https://doi.org/10.1080/13674676.2017.1287
166

Webster KD, de Bruyn MM, Zalwango SK,
Sikorskii A, Barkin JL, Familiar-Lopez I, et

10.

11.

12.

13.

14.

15.

16.

al. Caregiver socioemotional health as a
determinant of child well-being in
school-aged and adolescent Ugandan
children with and without perinatal HIV
exposure. Trop Med Int  Health.
2019;24(5):608-619. DOI:
https://doi.org/10.1111/tmi.13221

Oladejo TS, Myezwa H, Ajidahun AT,
Ibeneme S. Health-related quality of life and
associated factors among people living with
HIV/AIDS in Lagos, Nigeria. Afr J Prim
Health Care Fam Med. 2024 Aug
30;16(1):e1-e8. DOLI:
https://doi.org/10.4102/phcfm.v16i1.4519
Salako A. Parental Perception of Health-
Related Quality of Life of Children [8-12
Years] Living with HIV. CEJoP. 2021 Mar
24;17(1):8-15.DOI:https://10.5457/p2005-
114.281

Ogbonna-Nwosu CG, Iloh KK, Onu JU,
Nwosu IF, Ibeziako N, Onyire N, et al
Health-Related Quality of Life Among HIV-
Infected Children and Its Association With
Socio-Demographic, Clinical and
Nutritional ~Variables: A  Comparative
Approach. Cureus. 2022 May
22;14(5):e25222.
DOI:10.7759/cureus.25222

Gopakumar K, Bhat KG, Joseph N, Shetty
AK. Health-Related Quality of Life in
Children with HIV Infection—A Cross-
Sectional Study from South India. Journal of
Pediatric Infectious Diseases.
2017;12(02):104-109.DOI:10.1055/5-0037-
1598181

Varni JW, Burwinkle TM, Seid M. The
PedsQL TM 4.0 as a school population
health measure: feasibility, reliability, and
validity. Qual Life Res. 2006;15(2):203-15.
DOI:  https://doi.org/10.1007/s11136-005-
1388-z

Atilola O, Stevanovi¢ D. PedsQL™ 4.0
Generic Core Scales for adolescents in the
Yoruba language: Translation and general
psychometric properties. Clin Child Psychol
Psychiatry. 2014 Apr;19(2):286-298. DOI:
https://doi.org/10.1177/1359104513488375
Raj M, Sudhakar A, Roy R, Champaneri B,
Joy TM, Kumar RK. Health-related quality
of life in Indian children. Indian Journal of
Medical Research. 2017 Apr;145(4):521-
529. DOI:10.4103/ijmr.IIMR _447 16

Gupta M, Nanda S, Kaushik JS. Quality of
life in symptomatic HIV infected children.
Indian Pediatr. 2013 Dec;50(12):1145-1157.

©Annals of Health Research. Volume 12, Issue No. 1, 2026 74



http://www.unaids.org/en/resources/fact-sheet%5d
http://www.unaids.org/en/resources/fact-sheet%5d
https://doi.org/10.1086/526524
https://doi.org/10.1016/0277-9536(95)00112-K
https://doi.org/10.1016/0277-9536(95)00112-K
https://doi.org/10.1080/09540121.2015.1114997
https://doi.org/10.1080/09540121.2015.1114997
https://doi.org/10.1080/09540120903483018
https://doi.org/10.1080/09540120903483018
https://doi.org/10.1080/13674676.2017.1287166
https://doi.org/10.1080/13674676.2017.1287166
https://doi.org/10.1111/tmi.13221
https://doi.org/10.4102/phcfm.v16i1.4519

Alakaloko AE, et al.

17.

18.

19.

20.

DOI:  https://doi.org/10.1007/s13312-013-
0300-0

Aurpibul L, Oberdorfer P, Choeyprasert W,
Louthrenoo O. Health-related quality of life
of perinatally HIV-infected adolescents.
Current Pediatric Research. 2016;20(2).
Salako AO, David AN, Opaneye BA,
Osuolale KA, Odubela OO,Ezemelue PN, et
al. Health-related quality of life of children
and adolescents living with HIV in Lagos,
Nigeria: a cross-sectional study. Pan Afr
Med J. 2022;41(344). DOI:
10.11604/pam;j.2022.41.344.23664

Cohen S, ter Stege JA, Weijsenfeld AM, van
der Plas A, Kuijpers TW, Reiss P, et al.
Health-related quality of life in perinatally
HIV-infected children in the Netherlands.
AIDS care. 2015;27(10):1279-1288. DOI:
https://doi.org/10.1080/09540121.2015.1050
986

Bulali RE, Kibusi SM, Mpondo BCT.
Factors Associated with HIV  Status
Disclosure and Its Effect on Treatment
Adherence and Quality of Life among

21.

22.

Children 6-17 Years on Antiretroviral
Therapy in Southern Highlands Zone,
Tanzania: Unmatched Case Control Study.
International Journal of Pediatrics. 2018 Jun
26;2018:1-10. DOI:
https://doi.org/10.1155/2018/8058291

Butler AM, Williams PL, Howland LC,
Storm D, Hutton N, Seage GR. Impact of
Disclosure of HIV Infection on Health-
Related Quality of Life Among Children and
Adolescents With HIV Infection. Pediatrics.
2009  Mar  1;123(3):935-943.  DOI:
https://doi.org/10.1542/peds.2008-1290
Chauhan R, Rai S, Kant S, Lodha R, Kumar
N, Singh N. Burden among caregivers of
children living with human
immunodeficiency virus in North India.
North Am J Med Sci. 2016;8(3):129.
DOI: 10.4103/1947-2714.179117

This open-access document is licensed for distribution under the terms and conditions of the Creative

L@M Commons Attribution License (http://creativecommons.org/licenses/by-nc/4.0). This permits

source is adequately cited and credited.

unrestricted, non-commercial use, reproduction and distribution in any medium provided the original

©Annals of Health Research. Volume 12, Issue No. 1, 2026 75



https://doi.org/10.1080/09540121.2015.1050986
https://doi.org/10.1080/09540121.2015.1050986
https://doi.org/10.1155/2018/8058291
https://doi.org/10.1542/peds.2008-1290
https://doi.org/10.4103/1947-2714.179117
http://creativecommons.org/licenses/by-nc/4.0

	Page 4

