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Abstract

Objective: This study aimed at assessing satisfaction with life among elderly
HIV patients attending Mulago HIV Clinic. Methodology: A cross-sectional
study design carried out among elderly people (>50 years old) attending Mu-
lago HIV clinic, as stated by the WHO standard age cut-off of >50 years. A
random selection of 353 elderly HIV patients was made. The study collected
quantitative data to assess patient satisfaction with life, Illness related to dis-
crimination, Barriers to healthcare and social services, and Physical wellbeing,
social support and coping using quantitative data collection techniques. In-
terview discussions were harnessed to obtain patients’ opinions and percep-
tions and then results grouped into themes. EPIDATA and STATA 14.2 sta-
tistical softwares were used for statistical analysis. Results: The study showed
that only variables that were significantly associated at multivariate level are,
disagreeing that other patients are seen before you when you are first to ar-
rive, which had an odds ratio of 2.87, disagreeing that your employer can
never promote you which had an odds ratio of 6.87 compared to agreeing,
not being sure whether friend or family member cannot share room/uten-
sil/clothes with you reduced the odds of being satisfied by 95% when com-
pared to agreeing and disagreeing that friend or family member blames you
for not getting better with an odds ratio of 5.65 compared to agreeing. Con-
clusion: This study unearthed existing gaps in levels of satisfaction. These
shortfalls in the service delivery can be addressed according to the following
recommendations below: Create a quick way for elderly patients to see a cli-
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nician and give them priority, provide more work-related support awareness
programs; Put more efforts towards counselling care takers or family mem-
bers who help them to adhere or socialize with them.
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1. Introduction

Effective antiretroviral therapy (ART) has increased survival in individuals with
HIV, resulting in an increasing number of older individuals living with HIV. In
the United States, among persons living with HIV at year-end 2013, 42% were
aged 50 years or older, 6% were age 65 or older, and trends suggest that these
proportions will increase steadily [1]. Care of patients with HIV increasingly will
involve adults 60 to 80 years of age, a population for which data from clinical
trials or pharmacokinetic (PK) studies are very limited.

At the end of 2014, estimated 428,724 people aged 50 and over were living
with diagnosed HIV in the United States. From 2010 to 2014, HIV diagnoses
among all people aged 50 and over decreased by 10%. In 2014, 40% of people
aged 55 and older had late-stage infection (AIDS) at the time of HIV diagnosis
[1].

According to CDC, the population of older adults living with HIV is increas-
ing for the following reasons: 1) Many people who received an HIV diagnosis at
a younger age are growing older. Life-long treatment with HIV medicines is
helping these people live longer healthier lives. 2) Thousands of older people
become infected with HIV every year.

In Germany, measuring satisfaction has been required since 2005 as an ele-
ment of quality management [2]. Since 2002, the department of Health (DOH)
has launched a national survey program in which all National Health Surveys
(NHS) trusts in England have to survey patient satisfaction on an annual basis
and report the results to their regulators [3]. Therefore, measurement of patient
satisfaction is a legitimate indicator for improving the services and strategic
goals for all healthcare organizations [4].

A study done in South Africa concluded that patient satisfaction is a funda-
mental indicator of equitable quality of care, to ensure customer satisfaction, at-
tention to service quality is considered paramount for the employees at the clin-
ics [5].

Patient satisfaction has been defined as the patient’s “Personal evaluation of
providers’ ability of health care services”. It reflects provider’s ability to success-
fully deliver care that meets patients’ expectations and needs [6]. Patient satis-
faction with health care reflects the quality of services from the patients’ pers-
pective that supplements to traditional indicators such as survival outcomes or

processes of care [7].
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More than 2.5 million HIV positive adults over the age of 50 live in sub-Sa-
haran Africa, accounting for more than half the people infected in this age co-
hort around the globe (UNAIDS, 2014) (HIV/AIDS 2015). Sub-Saharan Africa
experiences the greatest HIV burden yet delay in free access to treatment and a
lower life expectancy leaves a gap in both research attention and knowledge [8].

In Tanzania, a study on patient’s satisfaction at a referral hospital observed a
high level of satisfaction among respondents, mainly because of the hierarchical
health care delivery system, whereby the referral hospital is at the apex with su-
per-specialty services. However, a small proportion of patients were dissatisfied
with long waiting time, high cost of treatment, and investigation charges [9].

Uganda, one of the growing economies in sub-Saharan Africa, has been expe-
riencing a severe HIV/AIDS epidemic since the first Ugandan sera found posi-
tive for HIV-1 antibodies was detected in 1982 [10]. Currently, the prevalence of
HIV infection in Uganda is 6.2% with approximately 1.2 million people aged 15
to 64 living with HIV [11]. Sentinel studies conducted by the Uganda Popula-
tion-Based HIV Impact Assessment has included most sub-populations thought
to be at high-risk for HIV and STIs but has excluded the elderly (>50 years old)
[11]. Recent reports from Africa and elsewhere have demonstrated that the di-
agnosis of HIV infection is recently occurring with increasing frequency in older
people [12].

Unfortunately, high numbers of older people present late during the course of
HIV infection and that most often older people are misdiagnosed as having
age-related illness rather than HIV [13]. To understand satisfaction with life
among elderly, the World Health Organization recommends the use of the In-
novative Care for Chronic Conditions Framework [14] which is described as an
expanded, internationalized adaptation of the earlier Chronic Care Model de-
veloped by Wagner and colleagues’ [14]. The Innovative Care for Chronic Con-
ditions Framework extends the Chronic Care Model by adding micro, meso and
macro levels and incorporates six guiding principles: evidence-based decision
making; population focus; prevention focus; quality focus; integration; flexibility
and adaptability [14]. These levels extend the involvement of community and
describe policies and financing as the drivers at the macro level [15]. Further
studies which explicitly assess the implementation of the Innovative Care for
Chronic Conditions Framework at health system level, have been suggested, how-
ever many components of it had been assessed in the literature that is related to
the Chronic Care Model previously [16].

Survey of patient’s satisfaction is an important tool to get feedback from the
people. Also, it is a means of measuring the effectiveness of health care delivery
in a particular area. [17]. Satisfied patients are more likely to comply with pre-
scribed treatment and advice from the doctors, they are also more likely to re-
turn for additional care especially for those on long term treatment like human
immunodeficiency virus/acquired immune deficiency syndrome [18]. Factors af-

fecting satisfaction might be interlinked to many health-related factors. So, sa-
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tisfaction with life has become an important indicator for implementing HIV

health-related intervention in a chronic illness model of HIV care.

2. Materials and Methods
2.1. Study Design

This was a cross sectional study carried out among elderly people (>50 years old)
attending Mulago HIV clinic, as stated by the WHO standard age cut-off of >50
years.

The design was chosen because it makes it possible to describe such attributes
such as Illness related discrimination, Barriers to healthcare and social services

and Physical wellbeing, social support & coping.

2.2. Study Area

Mulago HIV clinic was launched in 2007 as an Immune Suppressive Syndrome
(ISS) clinic for the treatment and diagnosis of HIV/AIDS. It operates as an
out-patient HIV care center and one of the major referral centers in the country
attending to over 5000 HIV patients, this was considered a good area for the study
since it serves a big population both from the Kampala metropolitan area and
the nearby districts. I therefore expected a representative sample space made of
elderly HIV patients originating from various social and ethnic groups as well as
geographically distinct areas from the vast territory of the Greater Kampala re-

gion of Uganda and other regions.

2.3. Sampling and Definition of Study Subjects

The sample selection was pre-determined and purposive; ie., the purposive
sampling method was based on some pre-determined characteristic where the
researcher selects the sample subjectively based on this characteristic [19]. How-
ever, the sample selection aimed to ensure that the spectrum of respondents is a
representative of the elderly population as possible. The study population in-
cluded averagely about 3778 HIV-infected elderly patients above 50 years cur-
rently receiving ART in the Mulago ISS Clinic and excluded persons with scien-
tifically proven inabilities to give informed consent due to diminished cognitive

abilities.

2.4. Sample Size Determination

Averagely, 25 elderly patients are seen at the clinic monthly and currently there
about 2684 HIV-infected elderly patients above 50 years currently receiving ART
in the Mulago ISS Clinic. The sample size was determined using a recognized
sample size determination formula also called Solvin’s formula shown below

[20]. This is best suited when dealing with finite populations.

n=N/1+[N(e)’ ]

This formula is adopted by Yamane, where 7 = minimum sample size N = to-
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tal number of populations. Since in this study we wanted to achieve a confidence
interval of 95%, this made the error value (alpha level) “€” to be constant at 0.05.
Using the known value of 2684 elderly patients, the study purposively sampled a
minimum of three hundred forty-eight (348) consenting elderly patients utiliz-
ing HIV/AIDS Mulago clinic based on Solvin’s sampling technique modelled

into a formula.

2.5. Data Collection Techniques

Primary quantitative Data was collected using pre-tested interview schedules.
These were administered to eligible clients at the clinic. The Likert scale [21],
was used to collect quantitative data to measure the patients satisfaction with
life, which is the dependent variable in this study, whereas data on the indepen-
dent variables that is, 1) Illness related discrimination; 2) Barriers to healthcare
and social services; 3) Physical wellbeing, social support and coping; were col-
lected using a set of questionnaires to answer questions on client views regarding
the quality of elderly services offered at the HIV/AIDS clinic. Qualitative data
was collected using a focus group discussion approach from elderly patients at-

tending to Mulago HIV clinic.

2.6. Study Variables

2.6.1. Dependent Variable

Patient’s satisfaction is the patient’s perception of care received compared with
the care expected by them. The dependent variable, satisfaction with life was as-
sessed as previously done [22]. The dependent variable (satisfaction with life)

was a binary outcome.

2.6.2. Independent Variable
The following independent variables were measured to assess elderly patient sa-
tisfaction with life;
1) Illness related discrimination
a) Discrimination from friends and family,
b) Discrimination at work,
¢) Discrimination by the healthcare provider.
2) Barriers to healthcare and social services
a) Stigma,
b) Financial barriers,
¢) Geographical barriers,
d) Co-morbidities,
e) Health service provider barriers,
f) Community HIV knowledge barriers,
g) Employment challenges.
3) Physical wellbeing, social support and coping
a) Physical inactivity,

b) Number of chronic illnesses,
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¢) Medication adherence,
d) Emotional support,
e) Institutional support,

f) Community support.

2.7. Data Analysis

Data was double entered into EPIDATA and validated for consistence. This was
then exported to STATA version 14.2 for analysis. All missing data was reported
as missing and ignored in analysis. At descriptive analysis level, findings were
described in terms of frequencies and percentages and results were summarized
in tables and figures where applicable. The dependent outcome, satisfaction with
life was calculated as previously done [22]. Briefly, the Satisfaction with Life
Scale consists of 5 items that relate to global satisfaction with life; 1) In most
ways my life is close to my ideal, 2) The conditions of my life are excellent, 3) I
am satisfied with my life, 4) I have achieved the important things I wanted, and
5) If I could live my life over, I wouldn’t change anything. Each item was scored
on a scale from one to seven points, giving a total score range of 5 - 35 points,
where a high score indicated satisfaction with life. The outcome variable, satis-
faction with life was categorized into satisfied with life (satisfaction with a score
of 20 and above) and not satisfied with life (satisfaction score below 20).

Bivariate associations between the outcome and the independent variables was
got using logistic regression. Variables with a p-value < 0.2 were taken for mul-
tivariate to see which variables were significant after adjusting for other factors.
Variables with p-value < 0.05 at multivariate were considered significant. Par-
ticipants’ opinions about life satisfaction were summarized into percentages and
presented in bar graphs.

Qualitative data collected from focus group discussions was transcribed from
audio recordings. Further analysis was done using coded word-processed text
organized and analyzed using content and factor analysis with Atlas/ti software.
Data was divided into meaningful analytical units and marked with descriptive
words. The codes were merged into larger categories and themes. Content from
each coded group were summarized and illustrated with direct quotes from the

discussion. A 10% back translation was done for quality control.

2.8. Ethical Considerations

This research was carried out in accordance with the ethical principles as stated
in by Angell and Marcia in a journal “the ethics of clinical research in a third
world” [23]; and other applicable regulatory pre-requisites. Prior to commenc-
ing this research, permission and approval was sought from International Health
Sciences University and Mulago HIV Clinic management office. A letter of in-
troduction was obtained from CIU and presented to the office of the Clinic
Manager at Mulago HIV Clinic where the study was conducted.

Patient information and informed consent: Patients were requested to give

informed consent prior to joining the study after being explained clearly in the
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language they could understand the purpose of the study, the expected benefits
and risks thereof. Refusal to participate in the study did not deny the patients
appropriate management for their illness as per hospital protocol. Fundamen-
tally, all patients were at liberty to terminate their participation in the study
without any consequences. All information from patients was strictly confiden-

tial and no personal details were recorded throughout the study.

3. Results
3.1. Response Rate

A total of 353 respondents were sampled and interviewed using a questionnaire
and all the respondents were able to provide answers for all the items in the
questionnaire, giving a response rate of 100%.

Response Rate = Total number of copies of the questionnaire given out/total
number of respondents x 100

=353/353 x 100

=100%.

3.2. Demographic Characteristics

The highest proportion 242/353 (68.6%) of respondents is in the age group of 50
- 59 years, with more than half 198/353 (56.1%) of the respondents being female.
The highest proportion of the respondents153/353 (43.3%) of the respondents
was married. In terms of employment, the highest proportion of respondents
216/353 (61.2%) was employed and slightly more than half 179/353 (50.7%) of
the respondents had primary level of education as the highest level of education
attained (Table 1).

3.2.1. Satisfaction with Life (Dependent Variable)

The highest proportion 126/353 (35.7%) of respondents agreed that their life is
close to ideal. A total of 118/353 (33.4%) of the respondents agreed to the fact
that the conditions in their lives were excellent. The highest proportion 99/353
(28%) of respondents agreed that they were satisfied with health condition. A
total of 97/353 (27.5%) of the respondents were not sure whether they had achieved
important things in life. 91/353 (21.5%) of the respondents slightly disagreed to
the fact that they wouldn’t change anything in their life (Table 2).

Table 1. Demographic characteristics of the respondents.

Variable Frequency (n = 353) Percentage (%)
Age group
Below 50 1 0.3
50 - 59 242 68.6
60 - 69 86 24.4
70 -79 17 4.8
80 and above 7 1.9
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Continued
Sex

Male 155 43.9
Female 198 56.1

Marital status
Single 4 1.1
Married 153 43.3
Separated 47 13.3
Divorced 45 12.7
Widowed 104 29.5

Employment
Employed 216 61.2
Not employed 117 33.1
Retired 20 5.6

Education level

None 42 11.9
Primary 179 50.7
Secondary 92 26.1
Tertiary/University 40 11.3

Source: Primary data from respondents.

Table 2. Responses in relation to satisfaction with life.

Variable Frequency (n = 353) Percentage (%)
Life is close to ideal
Strongly disagree 32 9.1
Disagree 54 15.3
Slightly disagree 13 3.7
Neither agree or disagree 30 8.5
Slightly agree 79 22.4
Agree 126 35.7
Strongly agree 19 5.4
Conditions of life are excellent
Strongly disagree 41 11.6
Disagree 47 13.3
Slightly disagree 20 5.7
Neither agree or disagree 36 10.2
Slightly agree 83 23.5
Agree 118 334
Strongly agree 8 2.3
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Continued
Satisfied with life
Strongly disagree
Disagree
Slightly disagree
Neither agree or disagree
Slightly agree
Agree
Strongly agree
Have important things in life
Strongly disagree
Disagree
Slightly disagree
Neither agree or disagree
Slightly agree
Agree
Strongly agree
Wouldn’t change anything in life
Strongly disagree
Disagree
Slightly disagree
Neither agree or disagree
Slightly agree
Agree

Strongly agree

43

67

10

22

78

99

34

45

53

21

24

97

92

24

40

74

91

66

43

26

13

12.2

19.0

2.8

6.2

22.1

28.0

9.6

12.7

15.0

5.9

6.8

27.5

26.1

5.9

21.0

25.8

18.7

12.2

7.4

3.7

Source: Primary data from respondents.

3.2.2. Dependent Variable (Overall Satisfaction with Life)

To measure the overall satisfaction with life a 5-item scale was designed to
measure respondent’s judgment of one’s life satisfaction (Table 3). Participants
indicated how much they agree or disagree with each of the 5 items using a 7 -
point scale that ranges from 7 strongly agree to 1 strongly disagree. The overall
satisfaction with life was measured as a binary outcome, either satisfied or not
satisfied. After summing up the totals, individuals with total scores above 20
were considered satisfied with life while the individuals with total scores below
20 were considered not to be satisfied with life [22] as illustrated in Figure 1 be-

low; From Figure 1, the highest proportion (60.1%) of respondents were satis-

fied with life.

DOI: 10.4236/wja.2021.114012

160

World Journal of AIDS


https://doi.org/10.4236/wja.2021.114012

F. Kalule et al.

Table 3. Showing satisfaction with life scale (SWLS).

St 1 Slightly  Neither A Slightl Strongl
rongly Agree ightly ei e.zr gree '1g y Disagree ?ong y
Agree Agree or Disagree disagree Disagree
In most ways my life is
. 7 6 5 4 3 2 1
close to my ideal
The conditions of my
. 7 6 5 4 3 2 1
life are excellent
I am satisfied with my life. 7 6 5 4 3 2 1
So far, I have gotten the
. . L. 7 6 5 4 3 2 1
important things I want in life.
If I could live my life over,
7 6 5 4 3 2 1

I would change almost nothing.

Diener, et al. (1985) (sum up scores are 31 - 35 Extremely satisfied, 26 - 30 Satisfied, 21 - 25 Slightly satisfied, 20 Neutral , 15 - 19
Slightly dissatisfied, 10 - 14 Dissatisfied, 5 - 9 Extremely dissatisfied).

Satisfaction with life among respondents with chronic
illness

Figure 1. Satisfaction with life among respondents. Source: primary data from
respondents.

3.2.3. Descriptive Analysis of Independent Variables Described in Terms
of Frequencies and Percentages and the Dependent Outcome of
Satisfaction with Life (Tables 4-6 Figure 2, Figure 3)

63.5%
29.7%
5.7%
JE—
Health worker Agree Disagree Not sure
thinks that you are
a bad patient

Figure 2. Response regarding to health worker thinks you are a bad patient.
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70%
26.1%
. 3.7%
Other patients are Agree Disagree Not sure
seen before you
even when you

Figure 3. Responses regarding to attendance to patients even when they
come early at facility.

Table 4. Responses in relation to illness related discrimination.

Variable Frequency (n = 353) Percentage (%)

Friends or family think you are
responsible for your chronic illness

Agree 53 15.0
Disagree 224 63.5
Not sure 76 21.5

A friend or family member
doesn’t think highly of you

Agree 13 3.7
Disagree 249 70.5
Not sure 90 25.5

A friend or family member
blames you for not getting better

Agree 22 6.2
Disagree 234 66.3
Not sure 92 26.1

A friend or family member cant share
either a room, clothes or utensils with you

Agree 14 4.0
Disagree 276 78.2
Not sure 51 14.4

Someone at work thinks you can’t
fulfill your work responsibilities

Agree 11 3.1
Disagree 153 43.3
Not sure 75 21.2
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Continued

Employer assigns a challenging
job to someone else

Agree 31 8.8
Disagree 102 28.9
Not sure 93 26.3
Your employer can never promote you
Agree 92 26.1
Disagree 122 34.6
Not sure 25 7.1
Health worker blame you
for not getting better
Agree 15 4.2
Disagree 256 72.5
Not sure 73 20.7
Frustrated 11 3.1
Agree 250 70.8
Disagree 91 25.8
Not sure
Health worker gives you poor care
Agree 9 2.5
Disagree 256 72.5
Not sure 81 22.9
Source: Primary data from respondents.
Table 5. Responses in relation to barriers to health care and social services.
Variable Frequency (n = 353) Percentage (%)
Don’t want to be seen visiting an HIV clinic
Agree 92 26.1
Disagree 247 70.2
Not sure 13 3.7
I can’t disclose my HIV status
Agree 43 12.2
Disagree 303 85.8
Not sure 6 1.7
Not considered for community activities
Agree 36 10.2
Disagree 279 79.0
Not sure 38 10.8
DOI: 10.4236/wja.2021.114012 163 World Journal of AIDS
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Continued

It is hard to find a job when
you are HIV positive

Agree 101 28.6
Disagree 167 47.3
Not sure 84 23.8

Not allowed to socialize with members

Agree 16 4.5
Disagree 290 82.2
Not sure 41 11.6

Employed
Yes 228 64.6
No 124 35.1

Payment for HIV services

Access free services 353 100.0

How far is the nearest HIV clinic?

Below 5 km 110 31.2
Above 5 km 243 68.8

Other chronic illnesses other than HIV?

Agree 120 34.0
Disagree 232 65.7
Not sure 1 0.03

Public knowledge on HIV is inadequate

Agree 178 50.4
Disagree 117 33.1
Not sure 54 15.3

No health workers knowledge on HIV

Agree 5 1.4
Disagree 303 85.8
Not sure 38 10.8

Source: Primary data from respondents.

Table 6. Responses to physical wellbeing, social support and coping.

Variable Frequency (n = 353) Percentage (%)
Are you physically unable to perform certain
activities?
Yes 117 33.7
No 230 66.3

DOI: 10.4236/wja.2021.114012 164 World Journal of AIDS


https://doi.org/10.4236/wja.2021.114012

F. Kalule et al.

Continued

Do you suffer from any chronic illness?

Yes 184 52.1
No 162 45.9
Am not sure 7 2
Do you adhere to your medication?
Always 319 90.4
Sometimes 12 3.4
Rarely 22 6.2
Who helps you to adhere
to medication?
Friend/relative 216 61.4
Colleague 14 4
Health worker 45 12.8
Myself 77 21.9
Does your religion help you
in coping with the disease?
Yes 321 92.2
No 27 7.8
I accepted my condition and am okay
Yes 299 86.2
No 48 13.8
Do you find substance use
helpful in coping with the illness?
Yes 165 47.1
No 185 52.9
Do you sometimes blame
yourself for being ill?
Yes 109 31.6
No 236 68.4
Do you sometimes believe
that you may not be sick?
Yes 89 25.2
No 205 58.1
Haven’t thought of it 59 16.7
Do you have people that help
to lift you to a higher ground?
Yes 290 83.1
No 59 16.9
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Continued

For those employed, do you
get any institutional support?

Yes 50 15.4
No 275 84.6

Does your community support
you in anyway in regard to your illness?

Yes 89 25.5
No 260 74.5

Source: Primary data from respondents.

3.3. Factors Associated with Satisfaction with Life

Bivariate associations. (Tables 7-10)

The only variables that were significantly associated at multivariate level are 1)
Disagreeing that other patients are seen before you when you are first to arrive,
which had an odds ratio of 2.87 compared to agreeing, disagreeing that your
employer can never promote you which had an odds ratio of 6.87 compared to
agreeing, not being sure whether friend or family member cannot share room/
utensil/clothes with you with an odds ratio of 0.05 and disagreeing that friend or
family member blames you for not getting better with an odds ratio of 5.65

compared to agreeing.

3.4. Qualitative Data
3.4.1. Describe Your Experience at Mulago HIV Clinic

A total of 10 elderly patients selected from the facility were involved in a focus
group discussion and they had several comments in relation to their experience
at the HIV clinic and how it affects their satisfaction.

“We come very early to the clinic, but we wait for long in the lines when doc-
tors have not arrived, like it is 930 am and no one has attended to us, yet we ar-
rived at 7.00 am, we hear that they are in a meeting but for how long should we
wait’.

“Some of us when they call numbers, we are not sure of the numbers because
we can’'t read them well and when you delay responding they attend to another
patient and you keep waiting’. So, this procedure of calling numbers need to be
addressed and considered for us elderly who can’t read.

“Some health workers can be very rude; and blame us of old age and our ill-
ness that we should be knowing how to take care of ourselves and not fall sick’.
“However, majority are polite, caring and pay attention to our medical needs
and give us a lot of advice.

“Most of the health care workers go for break and lunch for long and leave
our files on the desks, yet we have also just escaped from our work places. So, we

»

fear for our jobs if it is to continue this way”.
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Table 7. Illness related discrimination.

Variable

OR

p value

95% Confidence

Interval
Friend or family member
thinks that you are responsible <0.001
for your chronic illness
Agree Ref
Disagree 6.43 <0.001 3.37,12.29
Not sure 0.84 0.657 0.40, 1.79
Friend or famil b
-amily member <0.001
does not think highly of me
Agree Ref
Disagree 2.19 0.172 0.71, 6.75
Not sure 0.37 0.096 0.11, 1.20
Friend or famil b
¥y member <0.001
blames you for not getting better
Agree Ref
Disagree 4.96 0.001 1.99, 12.41
Not sure 0.85 0.737 0.32,2.24
Friend or family member cant share
. . <0.001
room/utensils/clothes with you
Agree Ref
Disagree 1.38 0.558 0.47, 4.1
Not sure 0.84 0.061 0.09, 1.06
Someone at work thinks that you
Raoel 0.001
cannot fulfill your work responsibilities
Agree Ref
Disagree 5.03 0.021 1.28, 19.76
Not sure 2.1 0.301 0.52, 8.52
Your empl i
‘ p‘oyer assigns a <0.001
challenging project to someone else
Agree Ref
Disagree 2.96 0.01 1.29, 6.80
Not sure 0.67 0.344 0.30, 1.53
Your employer can never
proy <0.001
promote you
Agree Ref
Disagree 8.47 <0.001 4.56, 15.74
Not sure 2.61 0.038 1.06, 6.44
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Continued

Healthcare worker blames you

) <0.001
for not getting better
Agree Ref
Disagree 1.73 0.305 0.61,4.93
Not sure 0.58 0.334 0.19, 1.76
Health ker is frustrated
ealthcare W‘OI' er is frustrate <0.001
with you
Agree Ref
Disagree 3.93 0.033 1.12,13.83
Not sure 1.15 0.838 0.31, 4.20
Healthcare worker gives you
<0.001
poor care
Agree Ref
Disagree 8.77 0.008 1.78, 43.23
Not sure 1.47 0.644 0.29,7.61
Healthcare worker will
. . <0.001
think that you are a bad patient
Agree Ref
Disagree 1.91 0.179 0.74, 4.9
Not sure 0.31 0.018 0.11, 0.82
Other patients are seen before <0.001
you even when you are first to arrive )
Agree Ref
Disagree 6.01 <0.001 3.56, 10.15
Not sure 1.27 0.585 0.53, 3.04
Table 8. Barriers to healthcare and social services.
95% Confidence
Variable OR p value
Interval
Don’t want people to see me
. . <0.001
visiting an HIV clinic
Agree Ref
Disagree 2.79 <0.001 1.70, 4.55
Not sure 2.17 0.201 0.66, 7.16
Can’t disclose my HIV status 0.068
to my family members )
Agree Ref
Disagree 2.12 0.022 1.11, 4.05
Not sure 2.53 0.313 0.42, 15.30
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Continued
Community doesn’t consider me when it 0.008
comes to community activities
Agree Ref
Disagree 3.07 0.02 1.49, 6.32
Not sure 2.71 0.038 1.06, 6.95
It’s hard to find a job when you are 0.373
HIV positive
Agree Ref
Disagree 1.38 0.207 0.84,2.28
Not sure 1.43 0.236 0.79, 2.58
Community eITvi‘ronm‘ent doesn’t allow me to 0.226
socialize with members
Agree Ref
Disagree 0.52 0.271 0.16, 1.66
Not sure 0.35 0.11 0.10, 1.27
Are you employed 0.094
Yes Ref
No 1.47 0.096 0.93, 2.32
How far is the nearest HIV clinic when .
you access services from your residence
Below 5Km Ref
Above 5Km 1.42 0.135 0.90, 2.24
Do )tou have any other chronic <0.001
illness other than HIV
Yes Ref
No 2.39 <0.001 1.52,3.76
Public knowledge on HIV is inadequate <0.001
Agree Ref
Disagree 0.34 <0.001 0.21, 0.56
Not sure 0.29 <0.001 0.15,0.54
HIV healthcare workers are not adequately <0.001
knowledgeable regarding HIV
Agree Ref
Disagree 0.49 0.52 0.05, 4.40
Not sure 0.07 0.022 0.01, 0.68
My HIV treatment facility changes 0.002
its location very often
Agree Ref
Disagree 1.7 0.709 0.11, 27.39
Not sure 0.31 0.439 0.02, 5.96

DOI: 10.4236/wja.2021.114012 169

World Journal of AIDS


https://doi.org/10.4236/wja.2021.114012

F. Kalule et al.

Table 9. Physical wellbeing, social support and coping.

95% Confidence

Variable OR p value Interval
Are you physically unable to perform
certain activities
Yes Ref
No 0.86 0.507 0.54, 1.35
Do you suffer from any chronic illness
Yes Ref
No 6.37 <0.001 3.88,10.48
Do you adhere to your medication 0.838
Always Ref
Sometimes 0.9 0.863 0.28, 2.90
Rarely 0.77 0.562 0.32,1.84
Who helps you adhere to medication <0.001
Friend/relative Ref
Colleague 0.33 0.07 0.10, 1.09
Health worker 0.38 0.005 0.19, 0.74
Myself 63.12 <0.001 8.62,462.17
Does your religion help you in coping
with the disease
Yes Ref
No 0.35 <0.001 1.34,2.10
I accepted my condition and am okay
Yes Ref
No 0.37 <0.001 1.40, 2.10
Do you find substance use helpful in
coping with the illness
Yes Ref
No 4.89 <0.001 3.26,7.35
Do you sometimes blame yourself for
being ill
Yes Ref
No 1.81 0.012 1.14, 2.87
D metim li h m
0 you somet noetsbbeeSiile that you may <0.001
Yes Ref
No 2.07 0.006 1.23,3.47
Am not sure 0.33 0.002 0.16, 0.67
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Continued

Do you have people that help
to lift you to a higher ground

Yes Ref
No 2.37 0.009 1.24,4.51

For those employed, do you get
any institutional support

Yes Ref
No 1.11  0.749 0.59, 2.06

Does your community support
you in anyway, in regard to your illness

Yes Ref

No 2.25 0.001 1.38, 3.67

Table 10. Multivariate analysis of the factors associated with patient satisfaction with life.

Variable Adjusted p value 95% Confidence
OR Interval
Other patients are seen before you
even when you are first to arrive
Agree Ref
Disagree 2.87 0.005 1.37,6.01
Not sure 1.02 0.972 0.26, 3.97
Your employer can never promote you
Agree Ref
Disagree 6.87 <0.001 4,56, 15.74
Not sure 1.92 0.241 1.06, 6.44
Friend or family member can’t share
room/utensils/clothes with you
Agree Ref
Disagree 0.24 0.14 0.04, 1.60
Not sure 0.05 0.005 0.01, 0.42
Friend or family member blames
you for not getting better
Agree Ref
Disagree 5.65 0.018 1.35, 23.64
Not sure 1.35 0.683 0.32,5.71

“So many times, we complain of other illnesses like pressure and diabetes but

we canl’ t get help on medication and instead they tell us to go and buy the drugs

»

when we do not have mone
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3.4.2. What Barriers to Health Care and Socio Services Would You
Recommend to Be Addressed to Increase Patient Satisfaction

Majority of the participants believed that improving on the time of attending to
them at the clinic to reduce on delays would increase patient satisfaction, and
also the need to sensitize community because they can’t socialize freely in com-
munity.

“We really wait for health workers, if they can try coming early and reduce on
the unnecessary movements and talking to each other in their rooms, we wouldir’t
have to sit for long waiting for then’.

“We need support from our family members and relatives, but we can’'t dis-
close to them because when we do they stop coming to visit us, apart from our
own children they keep supporting us but our relatives and community mem-
bers know we are infected they tend to isolate you and stop communication
slowly”.

“We would like to be separated from the young ones (adolescents) at the clinic
if possible, because sometimes you sit in the same corridors with them and they
keep looking at you, probably thinking where you got the infection from. At
least if we could have a separate tent’

“If they can support us with other medication apart from HIV drugs when we
are sick, it will help us other than telling us to go buy them. let the government
support the clinic with other drugs”

3.4.3. When Do You Know You Are Satisfied with Life?
More than a half (8/10) of the participants claimed to be satisfied with life as
noted below;

“When we have access to social services and support in our communities and
from our family members”.

“When we have no wortries, pain or no deformities and have access to our
clinic and HIV medication any time’

When we come here at the clinic and spend less time in the lines and we get
answers to our health questions.

“When we get support from our work places to honor our appointment dates

and also employer support like sick leave and promotions’.

4. Discussion

4.1. Demographic Characteristics in Relation to Satisfaction with
Life

Out of the total number of participants, the highest proportion 242/353(68.6%)
of respondents were in the age group of 50 - 59 years, with more than half
198/353 (56.1%) of the respondents being female. The high number of female
respondents could be explained by the good seeking behavior of females in
comparison to males. Also, the fact that across the sub-Saharan African region,
gender-related norms all too often grant men the power to initiate and dictate

the terms of sex, making it extremely difficult for women to protect themselves
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from either HIV or any other sexually transmitted diseases [24].

In terms of employment, the highest proportion of respondents 216/353 (61.2%)
was employed. This could be explained by the fact that the clinic is in the capital
city of Kampala were most people are employed or run so many forms of busi-

ness.

4.2. Responses to Illness Related Discrimination and Impact on
Satisfaction with Life

All the significant reasons to satisfaction with life at a multivariate analysis came
from responses to illness related discrimination.

In this study, revealed that 70% of Clients who were seen before others were
satisfied with life compared to those 26% who were not seen before even when
they arrived early at the clinic. This had a significant association to satisfaction
with life even at a multivariate analysis, were patients who disagreed others are
seen before you when you are first to arrive, had an odds ratio of 2.87 compared
to agreeing, which can be explained by the fact that since they are elderly pa-
tients they do not want to stay for long hours in the clinic and in the clinic
mostly all were seen on time if they arrived early and this has an impact on their
satisfaction.

In this current study during the focus group discussion, the participants noted
on the effect of waiting for long in the clinic which affects their satisfaction with
life.

5.7% agreed that health care workers think they are bad patients probably that
they are responsible for their illness and this could impact their satisfaction
odds, 63.5% disagreed and believed that health care workers think of them as
good patients and this could positively impact their levels of satisfaction. This is
so because patients psychologically heal by the way health workers relate with
them and that can only be achieved in enhancing good communication skills.
This was in line with a similar study [25] conducted in Tanzania.

Therefore, it is recommended that health workers should have continuous
trainings on how to improve their communication skills especially with clients
since it is evident that it increases patient satisfaction.

4 % of the respondents in this study agreed that a family member would not
share with them room or clothes because of their status. This was different from
the 2002 survey which indicated that 80.8% of participants would not sleep in
the same room as someone who was HIV positive, while 94.5% would not talk to
someone who was HIV positive [26]. In comparison, data from the 2005 survey
indicated that less than half of participants (46.5%) indicated hesitance about
marrying someone with HIV/AIDS, while 46.8% said they would have a problem
having protected sex with a partner who has HIV/AIDS [26].

Such studies where not far from defining our study which at multivariate
analysis, not being sure whether friend or family member cannot share room/
utensil/clothes with you reduced the odds of being satisfied by 95% when com-
pared to agreeing and this probably also could later lead to patients not disclos-
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ing their status because of fear to be discriminated.

In this study, at a multivariate analysis disagreeing that friend or family member
blames you for not getting better was significant with an odds ratio of 5.65 com-
pared to agreeing. This meant that most patients were satisfied that their family
member would not blame them for their not getting better, hence would expect
support from a family member in regard to their illness.

Also disagreeing that your employer can never promote you had an odds ratio
of 6.87 compared to agreeing at multi variate analysis. This meant that majority
of the employed patients believe they can get in better positions at their workplace
and were supported through promotions at work irrespective of their status.
This improved their satisfaction with life. This was different from other studies
in south Africa that shown that one in five of people living with HIV have lost a
job or place to stay because of their positive HIV status whereas more than a
third reported to have had internal feelings of shame or guilt because of their
status [27].

4.3. Responses to Barriers of Health Care and Social Services and
Effect to Satisfaction with Life

50.4% respondents agreed that public knowledge to HIV is inadequate at univa-
riate analysis. A lack of skills, lack of education and limited access to resources
play a significant role in how people cope with HIV/AIDS hence affects their
satisfaction with life. This therefore means that patients need as much informa-
tion as possible about HIV so as to cope with the infection and this in the end
gives them satisfaction with life through control of disease.

There was no significant association between worried to stigmatization with
satisfaction with life among respondents in this study. This was similar to studies
in south Africa which showed that one in five of people living with HIV have
lost a job or place to stay because of their positive HIV status whereas more than
a third reported to have had internal feelings of shame or guilt because of their
status [27]. The sensed stigma or anticipated discrimination has a great influence
on people with HIV/AIDS [28]. Disclosure of one’s seropositivity causes more
anxiety than only fear and uncertainty of other people’s reaction [29]. In this
study, patients disagreed to not being recognized for activities and socializing in
the society with odds of 3.07 and 0.52 at bivariate analysis respectively. However,
the odds of uncertainty or not sure of disclosing to family members was 2.53
compared to agreeing, probably for fear of discrimination or stigmatization. The
more respondents worry about stigmatization by the community and family, the
more their odds of satisfaction with life reduce.

In this study, patients that participated in the focus group discussion also
noted that if community does not involve elderly HIV patients in community
activities, it has statistical significance with their satisfaction with life. When
asked about when do they know they are satisfied with life they responded;
“When we have access to social services and support in our communities and

from our family members”. However, this differs to other studies done, the el-
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derly may refrain from social interaction due to fear of stigmatization, leaving
them isolated and reducing their quality of life [30]. Other studies show that
generally elderly people who are actively involved in society, have positive
moods and attitudes, positive emotions and relationships with friends and fami-
ly; have a less physical and health complications and are more likely to live
longer [31].

The effect that the clinic setting has on adherence should not be underesti-
mated. This study at bivariate analysis shows that the odds of not being sure
about being seen visiting the clinic were 2.17 compared to agreeing. This be due
to so many characteristics, clinic characteristics that impact on adherence and
satisfaction include; proximity to the patient’s home or place of work, the ex-
pense of getting there, lengthy delays between appointments, clinic opening and
closing times, long waiting times, lack of services such as childcare, privacy, con-

fidentiality, and unsympathetic or inconsiderate staff [32] [33].

4.4. Responses to Physical Well-Being, Social Support and Coping
and Its Effect on Satisfaction with Life

Help from others to adhere in this study had a significant association with satis-
faction with life at a bivariate level of analysis. The position of personally helping
themselves to adhere to the medication had 63.12 odds of satisfaction compared
to a friend/relative. This meant that the elderly HIV patients want to solve their
own issues and do not need help from others to adhere to their drugs as this will
predispose them to disclosing hence reducing the level of their satisfaction with
life. This was different compared to other previous studies done, where the el-
derly affected by and with HIV/AIDS tend to decrease their participation in so-
cial activities because they are fearful of possible stigmatization [34].

The stigmatization is perpetuated by negative stereotypes such as irrational
fear of transmission through engagement with these caregivers, or even the no-
tion that people with HIV/AIDS are sexually promiscuous. Other research in
parallel with this study has found that the elderly finds comfort, assurance and
hope in social settings [35] [36]. Social support is a predictor of increased quality
of life, which can be found in participation in social activities such as religion
[37]. Poor social support is one of the significant factors related with psycholog-
ical problems in HIV/AIDS [38].

Other studies show that social support decreases signs and symptoms of dis-
ease and increase the quality of life of HIV patients [39]. Increasing social sup-
port increases the quality of life of HIV/AIDS persons [40]. Social support is sig-
nificant predictor of quality of life [41] [42] [43]. It is significantly associated
with better quality of life, minimizes the depressive symptoms among HIV/AIDS
patients [44].

5. Conclusions

Elderly HIV patient satisfaction with life needs to be addressed holistically if we
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are to contribute to retention in care of this group of patients and prolong their
life. Statistically significant variable was illness related to discrimination that
produced all significant reasons.

Patients who were seen before others especially when they came early at the
clinic were more satisfied with life, compared to those that were not seen before
others. This therefore calls for delivery care models that can target the elderly in
an HIV setting and possibly contribute to good retention in care. In addition to
this, patients considered satisfaction when there was good communication ethics
demonstrated by the health care workers who treated them well and not to label
them as bad patients.

The Mulago HIV clinic and other clinics dealing with HIV care of elderly pa-
tients need to create more time or segregate service delivery models to ensure
the elderly can also be handled in unique ways similar to adolescent HIV clinics
so that they can receive services with ample time and quicker.

Regarding the promotions at workplaces, it was clear that the support given to
these patients at workplaces is key to increasing their satisfaction with life and
needs to be addressed such that equal opportunities are provided to the em-
ployees irrespective of their status.

HIV care centers should also emphasize more on sensitizing the public through
awareness programs that these elderly patients need equal opportunities and
support at workplaces and in community activities

Also, to note is that, the share of the rooms/utensils and clothes with HIV el-
derly patients contributes to satisfaction with life and 95% were not sure if a
family member would share with them, probably because they would fear for
stigmatization. This therefore calls for family support to the elderly and not to
discriminate them or even fail to socialize with them.

Furthermore, regarding the need for support from family or friend and not
putting blame is key to creating satisfaction with life; HIV elderly patients were
more satisfied with life if they did not get blamed for not getting better by family
or friend, meaning that most of these elderly HIV patients want support to
comfort them rather than put blames on them by their family or even friends.

Counselling services targeting care takers of HIV elderly patients need to be
strengthened and not rather just take it for granted that these are adults and they
can easily handle their health but rather be targeted to address issues of stigma-
tization and socio copping in a friendly way. There has to be a strategy through
use of more HIV counselling efforts by the health care workers to ensure the
care takers of the HIV elderly patients understand the advantages of social sup-
port they have to offer.

The government needs to set up more HIV clinics in government health care
facilities closer to the people, equip them with staff and drugs but also put em-
phasis on HIV elderly care.

Further research should be done directly towards HIV elderly patients because

they suffer several challenges which need to be addressed.
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