LO)
1
-
QN
LL
O
al
=
O
-

Universidade de Coimbra
Faculdade de Psicologia e de Ciéncias da Educacéo

Quality of life and psychological distress of middl e-
aged and older adults living with HIV

Fabiana Garcia Monteiro (e-mail: fgmonteiro.91@gmail.com)

Dissertacdo de Mestrado Integrado em Psicologia Clinica e
da Saude, Subarea de Especializacdo em Intervencées
Cognitivo-Comportamentais nas Perturbagdes Psicoldgicas
da Saude

Sob a orientacdo da Professora Doutora Maria Cristina
Canavarro e do Doutor Marco Daniel Pereira

Coimbra, 2015



Quality of life and psychological distress of middl e-aged and older
adults living with HIV

Abstract

The general aim of this dissertation was to astessgjuality of life (QoL)
and psychological distress of middle-aged and gid#ients living with HIV
infection. To address this general aim, two studiese conducted. The aims
of the first study were to examine the age-relat#férences in QoL and
depressive symptoms of patients with HIV as wellheesssociodemographic,
HIV-related and psychological factors associatetth \joL domains. In the
second study, the aims were to examine the pres@lend correlates of
psychological distress among older women livinghwitlV, in comparison
to their male counterparts and younger women, amdidentify the
sociodemographic and disease-related factors assdawith psychological
distress.

The sample consisted of HIV-infected patients whevenrecruited within a
wider research project about quality of life andntaé health of patients
living with HIV in Portugal. The assessment protoawluded the QoL
measure WHOQOL-HIV-Bref, the Beck Depression Ineent(BDI) and
the Brief Symptom Inventory (BSI).

In the first study, middle-aged and older patigafsorted significantly lower
QoL in the physical, independence and social @iahips domains.
Overall, among middle-aged and older patients, drighducation, being
employed, a shorter time since HIV diagnosis, Usantiretroviral therapy,
and fewer depressive symptoms were significantsoeated with higher
QoL ratings. Among younger patients, the factorsaramnsistently related
to better QoL were higher education, being employed having other co-
infections and reporting fewer depressive symptoimghe second study,
younger women reported significantly higher psyolbatal distress than
middle-aged and older men. A greater proportioryainger women met
caseness for interpersonal sensitivity, hostilityl gparanoid ideation than
older men. Younger women were 2.67 (95% CI. 1.32htimes more
likely to report psychological distress than olden. Middle-aged and older
women did not differ substantially from younger wemmand middle-aged
and older men in psychological distress.

Because an important feature of healthy ageingdmtaining QoL, these
data may provide useful information for tailoringyeaappropriate and
effective interventions to improve the mental healbhd to promote the QoL
across multiple domains of middle-aged and olddiepts with HIV. Our
findings also reinforce the need of mental heattieriventions that reflect
individuals’ circumstances as well as developmentaitexts. Moreover,
they draw attention to the importance of examiniggjlience characteristics
in older adults to understand the mechanisms betsndcessful aging”
while living with HIV.

Key Words: HIV infection; Quality of life; Psychological diess; Middle-
aged and older adults



Qualidade de vida e distress psicoldgico de adultos com mais de 50
anos que vivem com o VIH

Resumo

O objetivo geral desta dissertacdo consistiu erlizava qualidade de vida
(QdV) edistresspsicologico de doentes de meia-idade e idososviyea
com o VIH. Neste sentido, foram realizados doisidest. O primeiro teve
como objetivos analisar as diferencas relacionadas a idade na QdV e
sintomas depressivos de doentes com o VIH, assino @s fatores socio-
demograéficos, clinicos (relacionados com o VIH)se@ldgicos associados
aos dominios da QdV. Os objetivos do segundo estodon analisar a
prevaléncia e correlatos destresspsicologico em mulheres com mais de 50
anos com o VIH, comparativamente aos homens do mgsapo etario e a
mulheres mais novas, assim como identificar ogdateociodemograficos e
relacionados com a doenca associados cdisti@sspsicologico.

A amostra foi composta por doentes recrutados noitmde um projeto
mais amplo acerca da QdV e saude mental de daefeesdos por VIH em
Portugal. O protocolo de avaliacdo incluiu a medidaQdV, WHOQOL-
HIV-Bref, o Inventario de Depressao de Beck (BDloelnventario de
Sintomas Psicopatoldgicos (BSI).

No primeiro estudo, os doentes mais velhos remortarma QdV significa-
tivamente mais baixa nos dominios fisico, niveindiependéncia e relacdes
sociais. De forma geral, quando considerando ostdsenais velhos, ter um
nivel de educacdo mais elevado, estar empregadsjdi@ diagnosticado
com VIH ha menos tempo, estar em terapéutica &otieal e ter menos
sintomas depressivos estava associado, de formdicitva, com uma
melhor QdV. No que respeita aos doentes com men@® @nos, os fatores
associados a melhor QdV foram uma melhor educagstar empregado,
ndo ter outras co-infecbes e reportar menos sirodepressivos. No
segundo estudo, as mulheres mais velhas reportaredistresspsicologico
significativamente maior que os homens mais velbosa maior proporcao
de mulheres mais novas apresertasenesgara sensibilidade interpessoal,
hostilidade e ideagdo parandide que os homens vakies. Os resultados
mostraram que as mulheres mais novas tinham urbalptidlade 2.67 (95%
Cl: 1.22-5.84) maior de reportaistresspsicologico que os homens mais
velhos. As mulheres com mais de 50 anos nédo difergignificativamente
dos restantes dois grupos em termodigieesspsicoldgico.

Uma vez que um aspeto importante do envelhecingntdavel se relaciona
com a manutencao da QdV, estes resultados podeectarinformacao util
para o desenvolvimento de intervencdes eficazesquadlas a idade, de
forma a melhorar a saude mental e promover a Qdvddentes de meia-
idade e idosos em multiplos dominios. Os nossastagl®s reforcam ainda
a necessidade das intervencdes direcionadas aada mental refletirem
as circunstancias individuais, assim como os ctogede desenvolvimento.
Para além disso, chamam a atencdo para a imparta@leci examinar
caracteristicas de resiliéncia em adultos maisoggfior forma a entender os
mecanismos subjacentes ao “envelhecimento bemisiete@nquanto
doentes infetados com o VIH.

Palavras chave: Infecdo por VIH; Qualidade de VidBistresspsicoldgico;
Adultos de meia-idade e idosos



Agradecimentos

Esta tese de mestrado simboliza o término de um ciclo que nao
teria sido tdo especial sem o contributo de varias pessoas, a
quem estou profundamente grata.

A Professora Maria Cristina Canavarro, pelo exemplo de
exceléncia e profissionalismo. Foi sem divida uma
impulsionadora de desafios e um marco no meu percurso
académico, estimulando o meu desejo de querer sempre saber
mais e a vontade constante de querer fazer melhor. Obrigada por
acreditar em mim.

Ao Doutor Marco Pereira, pelas aprendizagens, pela paciéncia e
pela motivacdo dada. A palavra disponibilidade ndo faz jus ao
olhar sempre proximo e a constante atencao e orientacéo dada a
este trabalho. Obrigado pela compreensao e por todas as
palavras de incentivo.

Ao Seabra e ao Diogo, meus companheiros de curso e amigos
para o que a vida trouxer, pela alegria que me proporcionam
sempre que estamos juntos e por todos o0s incentivos e
empurrées que deram as minhas aventuras. Obrigado por
estarem sempre a minha espera.

A Fatima, pela presenca e amizade. E um orgulho enorme poder
assistir a tua evolugdo enquanto profissional e pessoa
maravilhosa que és.

Ao Diogo e ao Coimbra, os bros que Coimbra me deu e que
ninguém pode tirar. Obrigado pelas gargalhadas, pelos
momentos de diversé@o e por serem os melhores amigos que
poderia pedir.

Ao Tiago, pelo companheirismo e pela partilha de toda esta longa
jornada. Nestes momentos, as palavras fogem... Obrigado por
me incentivares sempre a superar-me a mim mesma. Obrigado
pelos sonhos concretizados e por tantos que temos em lista de
espera. Obrigado por tornares os momentos aborrecidos em
sorrisos. Especialmente, obrigado me fazeres tao feliz.

He said one thing and | said another and the next thing | knew |
wanted to spend the rest of my life in the middle of that
conversation.



indice

Introducéo
Estudo 1
Estudo 2
Conclusotes

Bibliografia geral

26
41
43



Introducéo

De acordo com estimativas recentes, cerca de 3®esiide pessoas em
todo o mundo estéo infetadas com o Virus da Imuiméecia Humana (VIH)
(UNAIDS, 2014). Em Portugal, de acordo com os dadass recentes coligidos
pela Direcdo-Geral da Saude (DGS, 2014), no fine2@L3 existiam um total de
48657 casos notificados em todos os estadios dedof Apesar de desde o0 ano
2000 se ter registado uma diminui¢do no numeragesndiagnosticos, a infegéo
por VIH continua a ser de extrema importancia @asaude publica, sendo que
Portugal apresentou em 2012 uma das taxas mass rat&uropa ao nivel de
casos de SIDA (DGS, 2014). Por outro lado, no geer@speito aos de meia-
idade e idosos (considerados como aqueles com 3fa@ianos)as taxas de
infec@o por VIH estdo também a aumentar progressinate. Estima-se que cerca
de 4.2 milhGes de pessoas em todo o0 mundo saoagessm 50 ou mais anos
(UNAIDS, 2013). Quando considerando o caso de Baltwa populagdo com
idade superior a 50 anos representava, em 2018%lde todos os casos da
infecdo, com aproximadamente 26% de novas infeg@esrrer nesta populacéo.
Por sua vez, no que diz respeito ao género, estn@ie cerca de metade de
todos os infetados com VIH no mundo serdo mulh@®AIDS, 2014). Em
Portugal, de acordo com os dados mais atuais, Heras representam cerca de
25% dos casos registados de infecdo por VIH. Temda@onta o critério idade,
cerca de 15% dos casos de VIH no sexo femininceitesp a faixa etaria de 50
ou mais anos (DGS, 2014).

Em 2012, oHIV and Aging Working Grouplesenvolveu um documento
intitulado HIV and Aging: State of Knowledge and Areas ofi€itNeed for
Researchgue estimou que em 2015 metade das pessoas afetath VIH nos
Estados Unidos da América (EUA) seriam pessoasabou mais anos (High et
al.,, 2012). Uma outra projecdo sugeriu que no & 2aproximadamente 70%
das pessoas com VIH nos EUA serdo pessoas de daei@-e idosas (Senate
Special Committee on Aging, 2013). Apesar de neogmis nao existirem (ou
ndo termos conhecimento) de projecdes disponiveistea respeito, é plausivel
considerar que estas estimativas poderdo ser samesh principalmente dada a
tendéncia para um aumento registada desde 199foafiédal de 2013 (DGS,
2014).

Embora os individuos com mais de 50 anos constituamgrupo em
progressivo crescimento dos casos de VIH/SIDA, s&to dada pouca atengéo as
suas caracteristicas e necessidades especliioasnelhor entendimento deste
grupo especific@ fundamental uma vez que viver com VIH/SIDA pode m
processo diferente para a populacdo mais velhalk{Ma©ry, 2003), e essas
diferencas podem afetar a qualidade de vida e desaéntal de forma distinta.
Adicionalmente, e considerando o género, para deemas mais velhas existe
evidéncia que suporta que ao sexo feminino estSociaglas vulnerabilidades
especificas (Durvasula, 2014), que podem contripaige prejuizos ao nivel do
bem-estar e da saude mental. A predominancia ddasstentrados em amostras
mais novas e compostas maioritariamente por homefsgca a necessidade de
atender na investigacéo e pratica a esta poputspieifica.

Quality of life and psychological distress of middle-aged and older adults living with HIV
Fabiana Garcia Monteiro (e-mail: fgmonteiro.91@gmail.com) 2015



De acordo com o programa da Organizagdo das Ndg¢delms para a
infecdo VIH/SIDA (UNAIDS, 2013), o aumento de castesVIH na populagéo
mais velha deve-se sobretudo ao facto de a teaafitaetroviral (TAR) ter vindo
a demonstrar sucesso no prolongamento da vida e=sogs infetadas. Desta
forma, o VIH evoluiu de uma doenca fatal para umadgdo cronica de mais
facil gestdo. No entanto, este aumento parece tande&¢er-se aos novos casos
identificados neste grupo etério (associados and&tgo tardios) (Ellman et al.,
2014), ainda pouco reconhecido como um grupo de.riBe forma relevante, é
importante assinalar que a proépria populacdo malisavndo se considera em
risco (Maes & Louis, 2003; Sankar, Nevedal, NeyfBlerry, & Luborsky, 2010).
Isto acontece de igual forma com os profissionaisaide que, por isso, ndo
consideram o diagnostico de VIH, podendo atribsisimtomas existentes a um
envelhecimento “normal” (UNAIDS, 2013). De factdguns sintomas do VIH
podem sobrepor-se a aspetos relacionados com @ eadrem incorretamente
atribuidos a outras condicdes de saude, adiandte deodo, o diagndstico e
consequente tratamento da infecdo (Pratt, Gasc@urmingham, & Tunbridge,
2010). Para além disso, os programas existent@sgpaducacdo da populagdo
acerca do VIH ndo estdo direcionados para a pdjulatais velha, o que se
reflete na escassez de estratégias de prevencécifess e eficazes para este
grupo etario. Adicionalmente, apesar dos variosreétipos, diversas pessoas
mais velhas tém uma vida sexual ativa (Lovejoy.eR808), porém, apresentam-
se também como mais relutantes a préaticas sexegisas, designadamente em
usar preservativos (Wutoh et al., 2005). Nesteecdof as mulheres mais velhas
podem estar particularmente em maior risco devidaracteristicas bioldgicas
especificas deste grupo, que podem ampliar o decvansmisséo do VIH por
via sexual, tais como mudancas fisicas que ocomenante a menopausa
(Organizacdo Mundial de Saude [OMS], 2003). Por, fixiste ainda um maior
estigma nesta populacdo, que pode levar estesedogmvitar serem testados ou
a esconderem o seu diagnostico. Estes aspetas)g@poez, podem conduzir a um
menor apoio social o que, consequentemente aunseigalamento social e a
solidao(Siegel, Schrimshaw, Brown-Bradley, & Lekas, 2010).

Estas diversas questbes psicossociais (emboraengsgetando nestas),
assim como as de saude fisica e mental associadgsvelhecimento, reforcam a
ideia do VIH em idades mais avancadas como uma&u@suito preocupante
(Onen & Overton, 2009). Envelhecer com o VIH imalidrequentemente,
comorbidade com outras condicBes cronicas, pregfegade salde mental e
polifarmacologia (High et al., 2012). Adicionalmenguando considerando os
novos casos, a infe¢do por VIH torna-se ainda m@ecupante, na medida em
gue tem sido reportado que os individuos mais geim maior probabilidade de
serem diagnosticados com o VIH numa fase mais adangda doenca,
comparativamente a individuos mais novos (CentersDisease Control and
Prevention [CDC], 2013). Um diagnéstico tardio pambatribuir para um pior
prognastico, um maior risco de desenvolver SIDAjrassomo para mortalidade
a curto prazo (Smith, Delpech, Brown, & Rice, 201€gste sentido, surge a
necessidade de a investigacao, a pratica (clieia® politicas se adaptarem ao
“envelhecimento” do VIH.

A infec@o por VIH ndo afeta apenas o bem-estacdisie um individuo
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mas também a sua qualidade de vida (QdV). Tal c@nfpi mencionado,
atualmente a infe¢do por VIH é encarada como umdic@o de saude crénica
devido aos avancos da TAR, que reduziu signifieatiente tanto a morbilidade
como a mortalidade no contexto desta infegdo. Clestaa, o principal objetivo
passa por maximizar o bem-estar dos pacientes inaliaea-dia (Murri et al.,
2003), sendo, por isso, fundamental ir para alésnadpetos clinicos da doenca e
do seu tratamento e considerar a interagdo entréves sociodemograficas,
clinicas e psicologicas para a QdV das pessoasviggen com VIH. Com o
envelhecimento da populagéo infetada, a QdV degimento torna-se portanto
de importéancia central. Porém, a investigacdo rasta é ainda escassa, sendo
gue a grande maioria dos estudos existentes seefseacialmente em amostras
de grupos etarios mais novos, com uma sobre repees® de homens. De igual
modo, poucos destes estudos utilizaram os 50 ams o critério para definir a
populacdo mais velha, apesar de este ter vindo g@regressivamente mais
utilizado e aceite na epidemiologia do VIH mundiaite.

A OMS define a QdV como percecédo do individuo sobre a sua posigao
na vida, dentro do contexto dos sistemas de culéuralores nos quais esta
inserido e em relacdo aos seus objetivos, expamtipadrdes e preocupacdes
(WHOQOL Group, 1994, p.28). Deste modo, é real@désdo da QdV como
subjetiva e multidimensional, sendo colocada como aonceito amplo que
incorpora componentes relativos a saude fisicastmlo psicologico, ao nivel de
independéncia, a relacdo com o ambiente e as eslagdciais do individuo.
Neste sentido, a avaliagdo da QdV nos doentes chinapgresenta-se como
essencial para um maior entendimento da forma @ohoenca afeta a vida dos
individuos infetados. Esta avaliagdo pode auxipesfissionais de saude no
planeamento de intervencgdes para subgrupos ond#VapQssa constituir um
problema (e em que seja importante promové-la),ocpodera ser o caso da
populacdo com mais de 50 anos.

Para além da QdV, a avaliacdo da salude mental gegie apresenta-se
também como de extrema relevancia, uma vez qudheree com VIH pode
aumentar a vulnerabilidade para ideagéo suicideeaghs do foro psicolégico,
como a depresséo ou ansiedade (Heckman, Kochm&ikk&ma, 2002; Vance,
Moneyham, & Farr, 2008). Fatores como um maiorges, maior isolamento,
medo da morte, alteracdes neurolégicas ou problefimmceiros podem
aumentar o risco e a vulnerabilidade para uma doerental deste segmento da
populacdo com VIH (e.g., Emlet, 2006; Shippy & Kakp 2005). O caso das
mulheres é particularmente relevante neste contawia vez que indmeros
estudos tém demonstrado que diversos sintomdssttesspsicologico sédo mais
prevalentes no sexo feminino comparativamente aoghs (e.g., Gordillo et al.,
2009; Pereira & Canavarro, 2011; Robertson et24114; Wisniewski et al.,
2005).

Face ao exposto, e considerando a escassez desesguue se focam na
QdV e saude mental da populacdo mais velha infetaateVIH, esta dissertacéo
propde-se a colmatar as lacunas existentes ndigagio nesta area, propondo-
se a realizar dois estudos cujos objetivos serdcegeida explicitados. No
primeiro estudo, sdo examinadas diferencas reladasy com a idade nos
diversos dominios e facetas especificas da QdVimassemo nos sintomas
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depressivos (cognitivo-afetivos e somaticos), coanpdo um grupo de doentes
com VIH com 50 ou mais anos com um grupo mais nBaoa além disso, ainda
neste estudo, sdo avaliados os fatores que infarang QdV dos doentes com
mais de 50 anos, nomeadamente a contribuicdo deve@r sociodemograficas e
clinicas (relacionadas com o VIH), assim como dotosias depressivos nos
diferentes dominios da QdV. O segundo estudo tewabjectivo analisar a
prevaléncia e correlatos dahstresspsicolégico em mulheres com mais de 50
anos infetadas com o VIH, comparativamente aos hsni® mesmo grupo
etario, assim como a um grupo de mulheres com malws50 anos.
Posteriormente, procurou-se também examinar osefateociodemogréficos e
clinicos associados astresspsicolégico nestes grupos.
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ESTUDO 1

Factors associated with quality of life in middle-a ged and older
patients living with HIV !

Abstract

Purpose: The aims of this study were to examine the agated|differences in
QoL and depressive symptoms of younger and midgkelaand older patients
with HIV as well as the sociodemographic, HIV-rethtind psychological factors
associated with QoL domains.

Methods. The sample consisted of 1194 HIV-infected patiewtso were
recruited from 10 Portuguese hospitals. QoL dataewmpllected using the
WHOQOL-HIV-Bref questionnaire. Patients also congdithe Beck Depression
Inventory (BDI).

Results: Of the 1194 patients, 185 (15.5%) were over 50syeld. Middle-aged
and older patients reported significantly lower Qolthe physical, independence
and social relationships domains. Regarding theipdacets of QoL, middle-
aged and older patients reported significantly loseores in 7 of the 29 facets
and higher scores in one facet (financial resodré@gerall, among middle-aged
and older patients, higher education, being emplogeshorter time since HIV
diagnosis, use of combination antiretroviral thgrapnd fewer depressive
symptoms were significantly associated with higQeL ratings. Among younger
patients, the factors more consistently relatedbé&tter QoL were higher
education, being employed, not having other coeitdas and reporting fewer
depressive symptoms.

Conclusions: Our findings suggest that depressive symptoms wetcdor
significant variability in QoL scores in youngerwsll as middle-aged and older
patients. Because an important feature of healtiging is maintaining QoL,
these data may provide useful information for taig age-appropriate and
effective interventions to improve the mental healbhd QoL of middle-aged and
older patients living with HIV.

Keywords: Depression; HIV infection; Middle-aged and oldeulis; Quality of
life.

1 O presente estudo encontra-se formatado de acmmioas normas da revista
Quality of Life Resear¢hna qual se encontra submetido.
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INTRODUCTION

In recent years, the incidence of HIV infection aganiddle-aged and
older adults (defined as those aged 50 years amer)ohas grown steadily
worldwide as well as in Portugal. According to meicdata, approximately 4.2
million people worldwide [1] are people living witdIV/AIDS (PLWHA) aged
50 years or older. As indicated by the latest Rprdge report on HIV/AIDS [2],
middle-aged and older adults represent 14.4% of HINV cases, with
approximately 26% of new infections occurring imsthopulation. The HIV and
Aging Working Group estimated that by 2015, halbdfPLWHA in the United
States (US) will be aged 50 years or over [3]. Aen@cent projection suggested
that by 2020, approximately 70% of those livinghwitlV disease in the US will
be over the age of 50 [4]. To our knowledge, thenmo available information in
Portugal about projections. However, given the eaasing trend from 1990 to
2014 [2], it is plausible to consider that thesenestions may be similar. The
increasing incidence of HIV cases in this populatie largely because of the
success of combination anti-retroviral therapy (@GAR extending the lives of
PLWHA along with evidence of a growing incidencer@wly diagnosed HIV
infections in older individuals [4]. Although midelged and older adults
represent an ever-growing proportion of HIV cas$te attention has been given
to the characteristics and needs of this populafidnis issue is particularly
relevant as the ageing of the HIV population isdieg to increasing costs in
health care [5].

HIV infection affects not only the physical wellibg of individuals but
also the overall QoL of those infected. CART hagiceably reduced both
morbidity and mortality related to HIV. As a resuhe of the crucial goals is to
maximise the well-being of PLWHA in their everydife. Acknowledging the
emphasis beyond the clinical aspects of the illaeskits treatments, it is crucial
to address the synergistic effect of sociodemodcagtinical, and psychological
variables on QoL in the context of HIV. With theeagg of the HIV population,
QoL in older ages is of indisputable relevance bsediving with HIV may be a
different process for adults aged 50 years andrdile and those differences
might impact QoL differently. However, despite tinereasing numbers in this
population, relatively little is known about th&)oL as most existing research
focuses mainly on younger samples. Therefore, sisgpfQoL is central to
understanding how people’s lives are affected by.Hf age-related differences
exist, then health professionals and policy makesig need to consider age as a
significant variable in developing programmes foe tinique needs of middle-
aged and older persons living with HIV.

Across multiple cultural settings, the literatumr@ydes some evidence of
age-related differences in the QoL of PLWHA. Howgwube existing research
has not been consistent. Some studies have indith# QoL is decreased in
higher-age groups [7-9] and that the decrease istlynoelated to physical
functioning [10, 11]. Other studies, however, handicated that younger adults
have lower QoL scores when compared with oldertad@P, 13] or have found
no differences between younger and older PLWHA B}, For example, Razavi
et al. [9] found that patients older than 35 yeaagorted lower QoL in the
domains of social relationships and spiritualityveasll as in overall QoL and
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general health. Kovavi¢ et al. [7] found that younger persons reportechéig

scores in the psychological domain of QoL than iojgrsons did (> 45 years). In
the field test of the WHOQOL-HIV [11], older peop(e 34 years) showed
poorer scores in physical and independence QoL reslseyounger people
reported lower scores in the domains of environraek spirituality. A study by

Pereira and Canavarro [8] found that patients @Zeyears old reported lower
scores in physical and independence QoL, but amlgamparison to patients
below 34 years. In a recent study, Skevington [d8hd that sleep, fatigue and
sex life were poorer areas of QoL for older adwith HIV (> 40 years) than for

their younger counterparts. However, older aduits WIV reported better QoL

than initially predicted on 11 dimensions, incluglinegative feelings, social
inclusion and several facets of the environment apitituality domains,

highlighting the extent of poor QoL in younger adul

The fact that these studies have used differenbfts for defining age
groups may have contributed to these mixed findilngdeed, within the limited
research that has examined the age-related diffeseof QoL of PLWHA, few
have considered age 50 as the cut-off between wwuagd older adults.
Although the age of 50 is not generally used taniife “elderly” patients, this
cut-off is often used in the context of HIV by t@enters for Disease Control and
Prevention (CDC) and has been increasingly adoptttiwide. However, it is
important to note that among the studies that usdésl cut-off, either no
significant differences were identified between iyger and older patients [14] or
the only significant findings were greater physidahitations and more
comorbidities among older individuals [10].

Research has also examined the influence of sexwiodraphic, disease-
related and psychological variables on QoL. Idgmig the determinants of QoL
among PLWHA is vital to identifying ways to maximaisthe everyday
functioning and QoL of older PLWHA. Many studiesvhaexamined the factors
that determine the QoL of PLWHA [16]. However, foost factors, the results
are not entrely consistent. Moreover, to the bektour knowledge, the
association of these factors with different QoL dam has not been examined
among middle-aged and older adults with HIV. In thesting literature, there
seems to be a consensus that socioeconomic varigibtd as employment and
higher education have a positive impact on sewdwalains of QoL [15, 17-21].
Gender has not been associated with differenc€¥oin[22]. When differences
have been found, the results indicated that womestlynreported lower QoL
than men did [8, 23, 24]. Relationship variablesoateem to be particularly
relevant, and there is evidence that being in blesteelationship is associated
with better QoL [25-27]. Regarding the HIV-relatedriables, the results have
also been mixed. A longer time since HIV diagndss been related to both
lower [28] and higher mental QoL [21]. The link \ween the presence of other
comorbidities and lower QoL, particularly with redato physical health, has
been supported by prior studies [29]. Additionallige presence of other co-
infections, such as hepatitis C, has been assdorte decreased QoL [30, 31]
or no differences in QoL [18, 32]. Other variablssch as higher CD4+ T-cell
counts [15, 34] and less advanced HIV stage [1,#4/e also been shown to be
important clinical indicators of better QoL, butaenagain the findings have been
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inconsistent.

Mental health is well established as a key dimensibQoL. Numerous
studies have reported a significant associatiomwdx increased psychological
distress in PLWHA and decreased QoL [26, 34, 35heW considering age
differences, there is evidence of decreased mbatdth among older individuals
with HIV [36], although a recent literature reviemggested that mental health
outcomes are less age dependent [16]. In this xiprdepression is especially
relevant because it has been shown that PLWHA taaehagh risk of depression
[37, 38] and that depressive symptoms may sigmifigampact the lives of older
PLWHA [39]. Although some studies have suggesteat $lounger and older
PLWHA report comparable rates of depressive symptd®, 40], these
symptoms in older adults may present somewhat rdiitey than in younger
adults. Indeed, it has been suggested that olddtsaare less likely to endorse
cognitive-affective symptoms of depression thanngmr adults are [41]. In
addition, sleep disturbance, fatigue, psychomotetardation, subjective
complaints of poor memory and concentration maynbee prevalent in late-life
depression than in depression in younger adultp R2garding the association
between depressive symptoms and QoL, there is msédeof a negative
association [26, 34]. Moreover, studies have rege#hat depressive symptoms
were significantly related to QoL over and abovdéeotvariables, such as
demographic and clinical characteristics [43]. Hegre there is a lack of studies
that examine whether this association differs atiogr to different subsets of
depressive symptoms.

Considering the dearth of studies focusing on Qud.the mental health of
PLWHA aged 50 years and older, the first aim o$ ttudy was to examine the
age-related differences in QoL domains and speddicets as well as in
depressive symptoms (cognitive-affective and sahdiy comparing patients
aged 50 years and older with a younger group of HBWA second aim was to
assess the factors that influence the QoL of middkd and older patients with
HIV, particularly the combined contribution of sodemographic, clinical (HIV-
related), and depressive symptoms to different dosraf QoL.

METHODS

Participants and procedure

This cross-sectional study was part of a wider aese project on the
quality of life and mental health of Portuguese Hit¥ected patients. The study
sample consisted of 1194 HIV patients attending mi&n departments of
Infectious Diseases of Portuguese Hospitals (d @itd0 institutions). Of the
total sample, 185 patients (15.5%) were aged 5@syaad older. The general
inclusion criteria were age over 18 years, diaghasi HIV infection and
appropriate knowledge of Portuguese to complete sihie of questionnaires.
Trained researchers (mainly psychologists) werdlabla to provide assistance
in completing questionnaires when needed.

Patients were invited to participate in the redeg@moject while attending a
consultation with their infectious disease spesialData were gathered from
September 2007 to July 2008. A total of 1251 pé#diemere consecutively
recruited by convenience sampling. Patients who raitl complete the set of
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guestionnaires (more than 20% of missing data;54) or did not report age €

2) were excluded from the analyses. One participa® excluded because (s)he
self-identified as transgender. After a full ex@ton of the aims of the study,
written informed consent was obtained from all ipgraints. Ethical approval was
obtained from the Ethics Committee of all the instons involved.

Measures

Sociodemographic and HIV-related information

Sociodemographic and HIV-related data were obtabmedelf-report, and
the latter were confirmed by medical records. De¢ae gathered regarding sex,
age, marital status, education, employment statosle of HIV acquisition, HIV
stage, CD4+ T-cell count, year of HIV diagnosis atdRT.

Quality of life

The European Portuguese version of the WHOQOL-Higtg44] was
used to assess QoL. This is a self-reported questice comprising 31 items that
yield a multidimensional profile of scores acrossmdins and specific facets
[45]. The WHOQOL-HIV-Bref is organised into six daims: physical,
psychological, level of independence, social retethips, environment, and
spirituality. These domains cover 29 specific faceft one question each. Five
facets are specific to PLWHA: symptoms of PLWHA,cisb inclusion,
forgiveness, fear of the future, and death andglydne additional facet (two
items) concerns global QoL and general health.it@ihs are rated on a 5-point
scale on which 1 indicates low (a negative peroaptand 5 indicates high (a
positive perception of QoL). All domain scores weansformed on a scale from
0 to 100 (a higher score corresponds to a bettdr).Qa this study, the
Cronbach’sa ranged from 0.60 (spirituality for younger pat@nto 0.86
(independence for middle-aged and older patients).

Depressive symptoms

The Beck Depression Inventory (BDI) [46] was usedissess depressive
symptoms. Respondents are required to rate afl®l gymptoms according to
how they felt during the previous two weeks. Eaelmiis scored from 0 to 3,
with O representing the absence of a symptom ameghi@senting intense severity
of the symptom, yielding a total score ranging froro 63. The BDI focuses on
both cognitive-affective (e.g., sadness and pessinand somatic symptoms of
depression (e.g., changes in sleeping patternslagdges in appetite). Internal
consistency in this study was 0.92 for youngerguai and 0.94 for middle-aged
and older patients.

Data analysis

The data were analysed using the Statistical PackagSocial Sciences
(IBM SPSS 20.0; Armonk, NY). Descriptive statistigere calculated to explore
the sample’s characteristics.yAanalysis and Student’s t-test were conducted to
compare the two groups on categorical and contisu@uriables, respectively.
The main analyses were a multivariate analysisosagance (MANCOVA) and
hierarchical multiple regression (HMR). The MANCOWAas used to assess

Quality of life and psychological distress of middle-aged and older adults living with HIV
Fabiana Garcia Monteiro (e-mail: fgmonteiro.91@gmail.com) 2015



10

differences in QoL and depressive symptoms amoagsthdy groups. Because
the two groups showed differences in the sociodeapdgc and HIV-related

variables, multivariate analyses were performedhwihese variables as
covariates. The contribution of sociodemographi&/-kelated and psychological

variables on the QoL domains were assessed sdgdmtgounger and middle-

aged and older patients using HMR analyses. Allabdgs were examined for
multicollinearity.

The effect sizes were calculated using Cram&t’or the y° tests,
Cohen’sd for Student'd tests, the partial eta square;gzx for the ANOVAs, and
Cohen's f2 for the multiple regression. The effsiees are presented for all
analyses (small effects: Cohems> 0.20, Cramer’'sy > .01, and Cohen'€ >
0.02; medium effects: Cohends> 0.50, Cramer's/ > .03, and Cohen’€ > 0.15;
large effects: Cohen’d > 0.80, Cramer’s/ > .05, and Cohen’§ > 0.35) [47].
The level of significance for all of the tests veas$ at 0.05.

RESULTS

Participant characteristics

The demographic and HIV-related characteristicthef1194 participants
are shown in Table 1. The mean age of the parttspavas 40.74 yearSD =
9.69; range: 18-81). Most patients were male (67,506 lower education
(76.1%) and employed (50.2%). Regarding HIV-relatadables, the majority of
patients were asymptomatic (61.5%), reported HAAgmission through sexual
contact (62.2%) and were on cART (75.5%). The amslpy age showed that
were significant differences with respect to mari#atus, employment status,
education, mode of transmission, the presence h#rato-infections, and time
since HIV diagnosis (cf. Table 1). Overall, middiged and older patients were
more likely to be married/cohabiting or retired b unemployed or not currently
working, to be less educated, to be more recendgnbsed with HIV and to
report sexual transmission. No significant differes were found regarding
gender, HIV stage, CD4+ T-cell count and cART.

Table 1. Sociodemographic and HIV-related character istics of participants listed in percent

< 50 years

Total <50years =50years vs. 2 50 years Cramer's
(N=1194) (n=1009) (n =185) \%
p value

Gender 0.442 .02
Male 67.5 68.0 64.9
Female 325 32.0 35.1

Marital status <0.001 .27
Single 445 49.9 15.1
Married/co-habiting 33.5 30.3 50.8
Separated/divorced 18.1 16.9 24.3
Widowed 4.0 29 9.7

Employment status 0.008 .08
Employed 50.2 51.8 411
Not currently working 49.8 48.2 58.9

Mode of transmission <0.001 .25
Sexual intercourse with man 35.0 34.5 38.0
Sexual intercourse with woman 27.2 24.2 43.5
IV Drug use 324 36.9 8.2
Blood products 3.0 2.2 7.1
Unknown 24 2.2 3.3
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HIV stage 0.088 .07
Asymptomatic 61.5 60.9 64.7
Symptomatic 12.7 12.0 16.3
AIDS 20.4 21.4 14.7
Unknwon 55 5.7 4.3
CD4+ count® 0.667 .03
< 200 cells/mm? 235 24.0 20.9
201 e 499 cells/mm?® 41.9 41.5 44.2
> 500 cells/mm?® 34.6 345 35.0
CART 0.112 .05
Yes 75.5 76.4 70.6
No 24.5 23.6 29.4
Other co-infections <0.001 .15
Yes 28.1 31.0 11.9
No 71.9 69.0 88.1
M (SD) M (SD) M (SD) Coze“ S
Education 7.89 (4.11) 8.08(3.99) 6.80 (4.58) <0.001 0.30

Time since HIV diagnosis 8.06 (5.18) 8.37(5.11) 6.34 (5.20) <0.001 0.39

4 CD4+ T-cell count was stratified into three groups based on clinically meaningful cut-off points: < 200
cells/mm?®, 201-499 cells/mm?, and > 500 cells/mm®.

Quality of life and depressive symptoms

Table 2 displays the mean and 95% confidence iakei(\Cl) for the study
groups in relation to QoL domains and depressivapsgms. Regarding QoL,
there was a significant multivariate effect of graiwilks’ Lambda = 0.99F(7,
1148) = 2.20p = 0.032,;7p2 = 0.013). Subsequent univariate tests indicatatl th
compared to their younger counterparts, middle-ayetiolder patients reported
significantly lower scores in the physicg@ £ 0.005), independence € 0.010)
and social relationshipp € 0.028) QoL domains.

In relation to depressive symptoms, the results midicated a significant
multivariate effect of group (Wilks’ Lambda = 0.98(2, 1153) = 14.67p <
0.001,;1p2 = 0.025). Follow-up tests revealed that middleeaged older patients
reported significantly more somatic symptormqps=(0.001) than did younger HIV-
infected patients.

Table 2. Descriptive statistics on QoL domains and
for covariates) *

psychopathological symptoms (adjusted

< 50 years 2 50 years
(n =1009) (n =185) E Ny
Mean (95% CI) Mean (95% ClI)

Quality of life
Physical 63.90 (62.58-65.22) 58.85 (55.67-62.04) 8.04** .007
Psychological 59.99 (58.82-61.16) 57.73 (54.90-60.55) 2.07 .002
Level of Independence 65.19 (63.88-66.49) 60.66 (57.51-63.81) 6.63* .006
Social Relationships 61.27 (60.03-62.51) 57.55 (54.57-60.59) 4.84* .004
Environment 56.49 (55.58-57.39) 56.21 (54.03-58.38) 0.05 .000
Spirituality 59.62 (58.22-61.02) 58.32 (54.95-61.69) 0.48 .000
Overall QoL 53.54 (52.30-54.77) 51.63 (48.64-54.62) 1.31 .001
Depressive symptoms
Depression - cognitive 8.25 (7.78-8.72) 7.89 (6.75-9.03) 0.32 .000
Depression - somatic 5.77 (5.48-6.06) 7.05 (6.36-7.75) 10.90** .009

@ Multivariate analysis of variance (MANOVA) adjusted for education, marital status, employment
status, mode of HIV transmission, time since HIV diagnosis and presence of other co-infections.
*p<.05 *p<.01
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Regarding the specific facets of QoL, significaiftetliences were found in
eight out of 29 facets. The results showed thatngeu patients reported
significantly better QoL in the following seven sjje facets: pain and
discomfort p = .006), energy and fatigup € .011), body image and appearance
(p = .016), mobility p = .003), activities of daily livingg= .035), dependence on
medication and treatmenp € 0.35) and sexual activityp (< .001). In contrast,
middle-aged and older adults showed significanigghér scores in the specific
facet of financial resourcep = .007). The complete results are displayed in
Table 3.

Table 3. Descriptive statistics on specific facets of the WHOQOL-HIV-Bref (adjusted for

covariates) *

< 50 years 2 50 years

(n = 1009) (n = 185) F Ny

M (95% ClI) M (95% ClI)
Domain 1 — Physical
Pain and discomfort 3.97 (3.89-4.04)  3.69 (3.52-3.87) 7.69* .007
Energy and fatigue 3.38 (3.32-3.44)  3.17 (3.02-3.32) 6.53* .006
Sleep and rest 3.21(3.13-3.28)  3.08 (2.90-3.26) 1.46 .001
Symptoms of PLWHAs"® 3.67 (3.59-3.75)  3.47 (3.27-3.67) 3.28 .003
Domain 2 — Psychological
Positive feelings 3.80 (3.74-3.86)  3.67 (3.52-3.83) 2.30 .002
Cognitions 3.26 (3.20-3.32)  3.29 (3.15-3.44) 0.19 .000
Body image and appearance 3.56 (3.49-3.63)  3.34 (3.18-3.51) 5.84* .005
Self-esteem 3.46 (3.39-3.52)  3.31(3.14-3.47) 2.68 .002
Negative feelings 2.92 (2.86-2.99)  2.93 (2.77-3.09) 0.01 .000
Domain 3 — Level of Independence
Mobility 3.83(3.77-3.89)  3.58 (3.42-3.73) 8.90** .008
Activities of daily living 3.51(3.44-3.57) 3.33(3.18-3.48) 4.47* .004
Dependence on medication or treatment ~ 3.75 (3.67-3.83)  3.53 (3.33-3.72) 4.47* .004
Work capacity 3.35(3.28-3.41)  3.29(3.12-3.43) 0.61 .001
Domain 4 — Social Relationships
Personal relationships 3.56 (3.50-3.62)  3.43 (3.28-3.58) 2.33 .002
Social support 3.50 (3.44-3.56)  3.43(3.28-3.58) 0.71 .001
Sexual activity 3.11 (3.04-3.18)  2.74 (2.57-2.90) 16.18*** .014
Social inclusion” 3.63(3.57-3.70)  3.62(3.47-3.77) 0.03 .000
Domain 5 — Environment
Physical safety and security 3.24 (3.18-3.30)  3.24 (3.10-3.38) 0.00 .000
Home environment 3.55 (3.49-3.62)  3.54 (3.39-3.69) 0.02 .000
Health and social care 3.67 (3.61-3.73)  3.60 (3.46-3.75) 0.63 .000
Financial resources 2.44 (2.38-2.51)  2.67 (2.52-2.81) 7.32** .006
New information or skills 3.33(3.27-3.39)  3.22 (3.08-3.36) 2.04 .002
Recreation and leisure 2.89 (2.82-2.95)  2.85(2.69-3.01) 0.14 .000
Physical environments 3.37 (3.32-3.43)  3.34 (3.21-3.47) 0.18 .000
Transport 3.58 (3.53-3.64)  3.53(3.38-3.67) 0.52 .000
Domain 6 — Spirituality
Spirituality, Religion, Personal beliefs 3.55 (3.49-3.62)  3.43 (3.27-3.59) 1.67 .002
Forgiveness” 3.65 (3.57-3.74)  3.65(3.44-3.85) 0.08 .000
Fear of the future® 2.97 (2.88-3.05)  2.95(2.75-3.15) 0.16 .000
Death and dying” 3.36 (3.27-3.46)  3.31 (3.09-3.52) 0.40 .000

#Multivariate analysis of variance (MANOVA) adjusted for education, marital status, employment status,
mode of HIV transmission, time since HIV diagnosis and presence of other co-infections; ® ltems from the
HIV module; © PLWHA: People living with HIV/AIDS

*p <.05; * p < .01; ** p < .001

Quality of life and psychological distress of middle-aged and older adults living with HIV
Fabiana Garcia Monteiro (e-mail: fgmonteiro.91@gmail.com) 2015



13

Factors associated with quality of life domains

To assess the contribution of sociodemographic, -tldted
characteristics and depressive symptoms on the dgwhains, HMR analyses
were conducted separately for younger and middéelaond older patients. Each
model consisted of two blocks. Block 1 included sbeiodemographic and HIV-
related variables. In Block 2, the contribution pfychological variables was
examined by adding the cognitive-affective and domdepressive symptoms.
No multicollinearity problems were detected in thgression models.

Patients aged 50 years or older

The models for the patients aged 50 years and aldedisplayed in Table
4. Overall, the most variance in the QoL domains waplained by depression
symptoms (more consistently, the symptoms of thgnitive-affective domain).
The explained variances ranged from 30.4% (spliif)a to 52.2%
(psychological). The effect sizes attributable tee taddition of depressive
symptoms [Cohen’€] ranged from 0.30 (spirituality) to 0.79 (psychgikcal).

For thePhysicaldomain, the results showed that having fewer sanaeil
cognitive-affective depressive symptoms was sigaiftly associated with
increased physical QoL. Higher scores on ®®ychological domain were
significantly associated with more education, skotime since HIV diagnosis,
being on cART, and having fewer cognitive-affectidepressive symptoms.
Having a higher level of education, being on cARimd areporting fewer
cognitive-affective and somatic symptoms of deposssvere associated with
higher scores in thdndependencedomain of QoL. Regarding th&ocial
relationshipsdomain, being employed, having other co-infectiand reporting
less cognitive-affective depressive symptoms wegrifecantly associated with
increased social QoL. Being employed and reportawer cognitive-affective
depressive symptoms were associated with bettaresda the Environment
domain. Finally, significant associations were fdubetween marital status,
cognitive-affective symptoms of depression andSpeituality domain. Overall,
living with a partner and experiencing fewer coiyeiaffective symptoms of
depression were significantly related to incregsateption of spiritual QoL.

Patients younger than 50 years

Similar to middle-aged and older patients, depoessymptoms were the
main variables significantly associated with theLQ@pmains. The explained
variances ranged from 24.7% (spirituality) to 448éychological). The Cohen’s
> associated with the addition of depressive symptomnged from 0.25
(environment) to 0.69 (psychological). The finaldets for the patients younger
than 50 years are presented in Table 5.

Regarding theéPhysicaldomain, being employed, having more education
and having fewer somatic and cognitive-affectivgprdesive symptoms were
associated with increased physical QoL. For Bsychologicaldomain, being
male, living with a partner, having more educatibeing employed, not having
other co-infections and having fewer cognitive-afifiee symptoms of depression
were associated with higher scores.
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Table 4. Hierarchical multiple regression analysis of the variables associated with QoL domains among middle-aged and older patients

Physical Psychological Independence Social relationships Environment Spirituality
B(p) BP) B(p) B(p) B(p) BP)
Gender .06 (.456) .07 (.387) -.06 (.431) -.01 (.927) .10 (.211) .10 (.222)
Marital status .00 (.986) 11 (.171) .04 (.607) .14 (.091) .14 (.080) .17 (.041)
Education .10 (.285) .21 (.015) .17 (.045) .06 (.469) .16 (.057) .12 (.163)
Employment .07 (.441) .09 (.280) 12 (.172) .17 (.049) .18 (.033) .06 (.518)
Mode of transmission -.09 (.316) -.08 (.335) -.05 (.542) -.01 (.878) -.05 (.530) -.07 (.419)
Time since HIV diagnosis -.15 (.095) -.15 (.074) -.13 (.124) -.13 (.137) -.09 (.302) -.12 (.169)
HIV stage -.09 (.341) -.02 (.795) -.15 (.078) .06 (.459) .05 (.542) .01 (.876)
CD4+ T cell count .09 (.318) .05 (.562) .09 (.294) .11 (.203) .03 (.707) -.01 (.879)
CART .12 (.202) .20 (.025) .25 (.005) .17 (.054) .16 (.061) .10 (.285)
Other co-infections .07 (.438) .16 (.051) 11 (.174) .17 (.041) -.04 (.668) .14 (.095)
R*=.075 R*=.145 R*=.155 R*=.127 R*=.150 R*=.093
Depression — cognitive-affective -.28 (.006) -.60 (< .001) -.40 (< .001) -.48 (< .001) -.43 (< .001) -.37 (< .001)
Depression - somatic -.33 (.002) -.05 (.601) -.20 (.041) -.16 (.097) -.15 (.117) -.14 (.211)
AR® = .283 AR® = .377 AR’ = .289 AR’ =340 AR = 276 AR® = 211

Note: Gender [0 = Female; 1 = Male]; Marital status [0 = Living alone; 1 = Living with partner]; Employment status [0 = Unemployed or not currently working; 1 = Employed]; HIV stage [0 =

Asymptomatic; 1 = Symptomatic/AIDS]; Mode of transmission [0 = Sexual; 1 = Other]; cART [0 = No; 1 = Yes]; Other co-infections [0 = No; 1 = Yes].
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Table 5. Hierarchical multiple regression analysis

of the variables associated with QoL domains among

patients with less than 50 years

15

Physical Psychological Independence Social relationships Environment Spirituality
B(p) BP) BP) B(p) BP) B(p)

Gender .02 (.669) .07 (.046) -.05 (.125) .01 (.803) .05 (.193) .13 (< .001)
Marital status .00 (.997) .08 (.032) .07 (.046) .14 (< .001) .06 (.092) .02 (.593)
Education .05 (.132) .09 (.019) .14 (< .001) .08 (.031) .26 (<.001) -.04 (.266)
Employment .08 (.020) .08 (.024) .16 (<.001) .06 (.132) .08 (.018) -.02 (686)
Mode of transmission -.02 (.543) .02 (.574) -.04 (.308) .04 (.287) -.04 (.344) .04 (.290)
Time since HIV diagnosis -.05 (.165) -.03 (.470) -.03 (.324) -.04 (.297) -.05 (.153) .00 (.290)
HIV stage -.13 (.001) -.05 (.196) -.10 (.006) .00 (.918) -.07 (.051) -.07 (.098)
CD4+ T cell count .03 (.397) .04 (.365) .14 (< .001) .06 (.141) .05 (.183) -.03 (.542)
CART .06 (.076) .07 (.057) .02 (.575) .05 (.158) 0.7 (.050) .06 (.110)
Other co-infections -.15 (< .001) -.10 (.008) -.12 (.001) -.12 (.002) -.14 (.000) -.04 (.333)
R*=.072 R?=.051 R*=.162 R*=.054 R®=.143 R*=.032

Depression — cognitive-affective -.09 (.027) -.48 (< .001) -.13 (.003) -.36 (< .001) -.26 (< .001) -.46 (< .001)
Depression - somatic -.48 (< .001) -.20 (< .001) -.37 (< .001) -.15 (.001) -.20 (< .001) -.02 (.625)
AR’ = .280 AR’ = .389 AR® =.198 AR® = 215 AR® =171 AR® = 215

Note: Gender [0 = Female; 1 = Male]; Marital status [0 = Living alone; 1 = Living with partner]; Employment status [0 = Unemployed or not currently working; 1 = Employed]; HIV stage [0 =

Asymptomatic; 1 = Symptomatic/AIDS]; Mode of transmission [0 = Sexual; 1 = Other]; cART [0 = No; 1 = Yes]; Other co-infections [0 = No; 1 = Yes].
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Having more education, being employed, being asymatic, having a
higher CD4+ T cell count, not having other co-infees and reporting fewer
somatic and cognitive-affective symptoms of depogsswere significantly
associated with increased scores in the Indepeedg@ot domain. Regarding the
Social relationshipsiomain, the results revealed that living with atiper, not
having other co-infections and reporting less ctiggraffective and somatic
depressive symptoms were significantly associatéd & better perception of
social QoL. Regarding theEnvironment domain, the highest regression
coefficients were observed for education, employmehRT and the presence of
other co-infections. Specifically, having more ealimn, being employed, being
on cART, not having other co-infections and expwrieg less cognitive-
affective and somatic symptoms of depression wesedated with better scores
in environmental QoL. Finally, for theSpirituality domain, significant
associations were observed for gender and depeesgmptoms. In addition to
having fewer cognitive-affective depressive symmpnbeing male was
significantly related to better spiritual QoL.

DISCUSSION

The present study analysed the age-related diffesenin QoL and
depressive symptoms as well as the combined catitibof demographic, HIV-
related variables and depressive symptoms to Qomaidts separately for
younger and middle-aged and older PLWHA. The madifgs of this study
demonstrate age-related differences in QoL andedspre symptoms as well as
both similarities and differences regarding thedesthat influence QoL domains
in the different age groups. Middle-aged and olaldults report decreased QoL
when compared to younger PLWHA. Consistent witloipevidence [7, 10, 11],
the differences are most marked in the physicallependence and social
relationships domains. These findings differ fromadges that did not find
significant differences in QoL between older andunyger patients [14] and
studies that found that younger patients had deete®olL when compared to
older PLWHA [12, 13]. A possible explanation foigtdivergence may be the
differences in the characteristics of the sampecifically the diversity of age
cut-offs used. As the cut-off of 50 years is ineiegly used in HIV research,
further studies are needed to confirm our findings.

Middle-aged and older patients show significantiwér QoL in seven of
the 29 specific facets of the WHOQOL-HIV-Bref. ThEongest differences are
observed on items such as pain and discomfort aedyg and fatigue (physical),
body image and appearance (psychological), mob#itfivities of daily living
and dependence on medication and treatment (indepea), and sexual activity
(social relationships). These results, along with mmagnitude of the observed
differences, may help to explain why adults ageg&drs and older report lower
QoL in the above-mentioned domains. The lower scéoe pain and discomfort
and for energy and fatigue in the older group amsistent with earlier findings
[10], and the increased prevalence of comorbid itiemd associated with the
ageing process may also account for these resudtsed, as among older adults
without HIV, the presence of comorbidities seembéa risk factor for a greater
decline in physical function with ageing [48]. & noteworthy that among older
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HIV patients, these comorbid conditions appear éoabsociated with an even
more significant decline in physical functionin@@]4Because symptoms such as
pain, discomfort and fatigue are likely to conttibuo further impairments in
individuals’ lives, it is possible that the lowercses on the independence QoL
may also reflect the presence of these potentiidigbling symptoms. The lower
scores for dependence on medication and treatra@rfbrce these findings and
are consistent with prior results [13]. These seaaee also in line with the
evidence suggesting an association between older aagl more medical
comorbidities as well as greater prescription ofvVHind non-HIV-related
medications, which results in frequent polypharmacyong these individuals
[29, 50, 51].

The lower scores in social relationships seem ma@stbociated with the
lower scores of the sexual activity facet, whicltagsistent with prior evidence
showing decreased sexual function among patiers &Q years and older [14].
Indeed, it has been shown that the prevalencexafasactivity decreases with
ageing [52], which also seems to be the case foemga with HIV [53, 54]. In
this context, it is possible that as HIV progressese rapidly among older adults
than their younger counterparts, the physical spmptrelated to the disease may
impact sexual desire and ability [55]. Furthermatrés likely that older patients
choose to reduce or end sexual activity in resptmslee HIV diagnosis, mainly
because of fear of rejection, stigma and discritionaor even HIV re-infection
[56]. In contrast, middle-aged and older adultsoregignificantly higher scores
in the specific facet of financial resources. Ti@sult is only partially consistent
with the study of Skevington [13], who found a tletowards higher scores on
financial resources among older adults (the diffeee was not significant,
however). A possible explanation for our finding ynae related to the
participants’ employment status. Although middieégnd older patients were
less likely to be employed (41.1% vs. 58.1%), ttveye more likely to be retired
(35.3% vs. 10.9%), and they may have had fixedrmmedrom retirement. As a
result, the higher proportion of middle-aged andeoladults with a permanent
income (76.4% vs. 69%) may account for this finding

This study also shows that the presence of sormatiptoms of depression
is significantly increased among middle-aged andkolpatients. This may be
related to evidence suggesting that depressiorider age presents differently
than in younger adults [41]. Studies have shown khgher rates of somatic
symptoms such as fatigue, sleep disturbance or meocooplaints [42, 57] and
lower rates of certain cognitive-affective symptoarse more prevalent in older
adults [58]. These findings are consistent with lthweer scores observed in the
specific facets of the physical domain and highlighe importance of
considering a differentiated screening processdigpression in younger and
middle-aged and older PLWHA. It is also importamtniote that many of these
somatic symptoms can overlap with HIV [59]. Therefoconsidering these
different clusters of symptoms seems to be ess$é¢atiaprove the recognition of
depressive symptoms in older PLWHA to consider rtipaitentially different
impact on QoL and, consequently, to deliver evigenased interventions to this
specific subgroup of HIV patients.

This study also finds that for both age groups vidmgance in QoL domains
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explained by sociodemographic and HIV-related \@es is relatively small.
Among middle-aged and older patients, the variand®oL domains explained
by these variables ranged from 7.5% to 15.5%, vaseagnong younger patients,
the explained variances ranged from 3.2% to 16.266.both age groups, the
cognitive-affective and somatic symptoms of depogsaccounted for the most
variance in the QoL domains. The strongest and roossistent predictor of
impaired QoL was cognitive depressive symptoms asdexpected, the most
affected domain was the psychological domain. Thiesitngs can be explained
by the well-known psychosocial burden of living lwiHIV and the associated
stigma, which play an important role in the devetept of depression [60].
These findings corroborate the link between depyrsand impaired QoL among
PLHWA that has been widely documented [26, 34, &{en this association,
these findings also underline the importance ohicdl management and
psychological interventions focused on both cogetaffective and somatic
depressive symptoms, which might improve the QolLPbfWHA. This is of
major relevance as extensive research has showddpeession in HIV patients
may result in negative treatment outcomes, suchdged medication adherence
[61, 62], higher risk of medical comorbidities [68] even aggravation of HIV
progression [38].

As noted, among middle-aged and older patients,edoscores for
cognitive-affective depressive symptoms were coesily related to higher QoL
in all six domains. In addition, higher educationdabeing on cART were
associated with higher scores for psychological iaddpendence QoL, whereas
being employed was related to higher scores insthgal relationships and
environment domains. In contrast, for younger pigiebeing employed, having a
higher level of education, not reporting other ofections and reporting lower
depressive symptoms were more consistently relédedhiigher QoL in the
majority of the domains. In both age groups, thesoestion between
socioeconomic variables and QoL was expected, wisicin line with earlier
studies [17, 19-21, 25] and suggests that thedablas are relevant across age
groups. Indeed, regardless of age, these findinggpast the notion that
employment influences overall health and QoL [19, dnd might provide more
than simply financial benefits by offering stru@ua social support network, role
identity and meaning [64].

However, some differences were also found betwéentivo groups.
Being on cART was significantly associated with Hég psychological and
independence QoL, but only for middle-aged and rojoltients. Despite the
presence of more co-morbidities and a higher likeld of polypharmacy, it has
been shown that older adults have a reduced risbmfadherence to cCART when
compared to younger adults [65]. These findings imadjcate that middle-aged
and older adults are more motivated to receivetrtreat and adhere more
consistently to cART, which ultimately is reflectéd better QoL outcomes.
Among younger patients, the presence of other fazfions (in this study, the
most frequent co-infection was Hepatitis C) wasststently related to poorer
QoL, which is in line with previous findings [30,1B Interestingly, among
middle-aged and older adults, the presence of atvénfections was associated
with enhanced social QoL (and was marginally sigaift in relation to
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psychological QoL). This result may be explainedtbg prevailing modes of
HIV acquisition of our study sample. Indeed, thepartion of middle-aged and
older patients with intravenous drug use (IDU) asi@de of transmission was
significantly lower than that of younger patier8s2%6 vs. 36.9%). The observed
association, along with this sample characteristtain therefore some support
in the evidence suggesting that younger IDUs regotbwer emotional well-
being, social functioning and more fragile socigbgort indicators [66], even in
comparison to those aged 50 years and older witer ohodes of transmission.
An alternate explanation is provided by prior résindicating that patients with
more comorbidities and physical strain show grelatezls of social support [67].
Future studies should be conducted to clarify dlssociation.

This study has important strengths to acknowledfkeese findings
contribute to substantiating the literature on @ohong PLWHA, particularly in
higher age groups, by providing evidence that Qold #s correlates differ
between younger and middle-aged and older patieBis. differentiating
cognitive-affective from somatic symptoms of depres, as previously
suggested [59], we may have removed the potentiacte of overlapping
symptoms of HIV disease and somatic depressiontar@fore contributed to a
clearer association between the different clustérdepressive symptoms and
QoL. Finally, the questionnaires that have beerduseassess QoL in some
studies do not always cover the spectrum of doreaidsfacets that are reflected
in the WHOQOL-HIV-Bref, or these studies may haweited their analyses to
physical and mental summary scores. The use of thidtidimensional
instrument (with widespread use in HIV research)thisrefore noteworthy.
Furthermore, the WHOQOL-HIV-Bref offers an importampproach to
dimensions related to spirituality, which are chgawverlooked in most QoL
measures.

Despite these strengths, some limitations shoulddbed. First, the cross-
sectional design and the non-probabilistic sametpiire caution in interpreting
and generalising these findings to the HIV popatatiAll participants were
recruited from health settings and were activelgaged in health care. Because
of the cross-sectional design, any causal relatipesare precluded; therefore,
future longitudinal studies should be conductedltrify the directions of the
associations reported in this study. Second, tbhdysconsisted of a re-analysis of
data from a wider research project. Specific vaembelated to older PLWHA
(e.g., number and type of medical comorbiditiegt twere not collected may
have explained additional variance in QoL. Althoubk study sample was of a
considerable size, the number of patients agedea®syand older was much
smaller than the younger group. Additionally, tlanple comprised a relevant
proportion of middle-aged patients rather thanelerly (adults aged 65 years
and older, as conventionally defined by the WHQ)tuFe studies with larger
subgroups of the older HIV population are warranted

In sum, this study highlights the importance ofe@eping age-appropriate
interventions that meet the unique characterisiied needs of older PLWHA.
Additionally, because depression negatively imp&a& and our findings reveal
significantly greater somatic symptoms of depressaamong middle-aged and
older HIV patients, it might be important to inceeaawareness among this
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population of the different forms in which depressmay present (or, at least, to
clearly examine whether these are somatic symptdrdepression or symptoms
caused by HIV infection or its treatments) so tti@ignosis and mental health
interventions can be implemented in an earlierestéfighe disease. To maximise
the well-being of PLWHA, individual differences siid be accounted for and
age stereotypes should be precluded (e.g., stpenf older adults as sexually
inactive). Future research that specifically fosus®m the older population is

crucial to understand how policies and intervergishould specifically address
middle-aged and older PLWHA. There is no doubt aliba relevance of this

issue as this segment of the population is likelpe most prevalent in the years
to come.
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ESTUDO 2

Prevalence and correlates of psychological distress of middle-
aged and older women living with HIV 2

Abstract

Objectives: The aims of this study were to examine the pexvad and correlates
of psychological distress among older women livivigh HIV in comparison to
their male counterparts and younger women andaatiiy the sociodemographic
and disease-related factors associated with psygital distress.

Method: The sample consisted of 508 HIV-infected patig6ts older women,
323 women aged below 50 years, and 120 older meajuited from 10
Portuguese hospitals. Data regarding psychologiisaless were collected using
the Brief Symptom Inventory (BSI).

Results: Seven older women (10.8%), eight older men (6,783 61 younger
women (18.9%) reported a T-score 63 for global severity index (GSI),
indicative of a need for further psychological esdion. Overall, younger
women reported significantly higher psychologicatiess than older men. The
odds of having clinically significant psychologicalistress score were
significantly lower for older women reporting sekueansmission, while for
younger women, having other co-infections was aiaant correlate of higher
psychological distress. Younger women were 2.67%00@b 1.22-5.84) times
more likely to report psychological distress thagrevolder men. The odds were
not significantly different from older women.

Conclusion: This study shows that older women do not difigostantially from
younger women and older men in terms of psycho#dgilistress. The results
reinforce, however, that mental health interverdgishould be tailored to reflect
individuals’ circumstances as well as developmentaitexts. Moreover, they
draw attention to the importance of examining resde characteristics in older
adults to understand the mechanisms behind “suctesgeing” while living
with HIV.

Keywords. Psychological distress; HIV infection; Middle-alyand older women.

2 O presente estudo encontra-se formatado de acmmoas normas da revista
Aging & Mental Health, na qual se encontra subneetid
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INTRODUCTION

HIV infection is increasingly affecting adults ovére age of 50 years
worldwide. Recent estimates of the Joint United icdet Programme on
HIV/AIDS (UNAIDS, 2014) have indicated that thereea4.2 million people
living with HIV/AIDS (PLWHA) aged 50 years and olden Portugal, adults
aged 50 years and older represent 14.4% of all ¢ises, with approximately
26% of new HIV infections occurring in this segmeaitthe HIV population
(Directorate-General of Health [DGH], 2014). Regagdyender, half of all HIV-
infected individuals worldwide are women (UNAIDS)12). In Portugal, women
represent approximately 25% of the registered caSe8V/AIDS. Although the
HIV epidemic affects all people, its impact on wamend particularly on
middle-aged and older (hereafter older for shodjnen, is often overlooked. A
deeper understanding of this specific group isesmély important, as older
women may experience singular types of psychosaoi@dlpsychological burdens
(for a review, see Durvasula, 2014) that may insgetheir vulnerability and
accordingly contribute to further impairments ireithwell-being and mental
health.

The interest on mental health among individuals¢jwith HIV has been
evidenced in the literature since the beginningtd AIDS epidemic (e.g.,
Chuang, Jason, Pajurkova, & Gill, 1992; Collins,IrHan, Freeman, & Patel,
2006). However, most mental health research indhésm has relied largely on
samples of younger individuals, with an overrepnésgon of men.
Consequently, little is known about the mental theaéeds and the psychological
distress, as well as the factors contributing # ghychological distress of older
PLWHA, patrticularly of older women. This is somewlparadoxical because it
has been recognized that female gender is one efnihin predictors of
psychological distress in HIV patients (e.g., Keshneskurnick, Foley, & Louria,
1995; Nacher et al., 2010) and that older womemh WiV are challenged with
differing physical and psychosocial burdens (Dumas2014). Older women
with HIV are often stigmatized because of myths wbageing or sexuality
(Vanable, Carey, Blair, & Littlewood, 2006) and kawe added burden of being
a caregiver while living with a chronic medical duron (Hackl, Somlai, Kelly,
& Kalichman, 1997). These aspects may compounditthefor mental health
problems (Major & O’Brien, 2005), as these expare&nmay serve as additional
stressors and contribute to increased difficulilrespsychological adjustment
(Heckman et al., 2004). Because past evidencerttisated that mental health
problems compromise patients’ quality of life amdhe@rence to antiretroviral
treatment (Gonzalez, Batchelder, Psaros, & Saf2éi]l; Sherr et al., 2008;
Sumari-de BoerSprangers, Prins, & NieuwkerR012), increase complexity to
treatment planning (Baillargeon et al., 2008) oereworsen the progression of
HIV (Nanni, Caruso, Mitchell, Meggiolaro, & Grass2015), it is crucial to
address mental health issues among older PLWHApartitularly among older
women.

The presence of psychological distress has beemmgmted with both
men and women living with HIV (Kagee & Martin, 2Q18hacham, Reece,
Ong’or, & Basta, 2010). Nonetheless, prior literatinas also suggested that
psychological stressors are a key factor in the grdmexperiences of the illness
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and that symptoms of psychological distress (paletity depressive and anxiety
symptoms) are more prevalent among HIV-infected onwhen compared to
men (e.g., Gordillo et al., 2009; Pereira & CanavaR011; Robertson et al.,
2014; Wisniewski et al., 2005) or to uninfected vemr(Morrison et al., 2002).
Regarding age differences, past research has séxdence of decreased mental
health among older HIV patients (Grov, Golub, PassdBrennan, & Karpiak,
2010; Heckman et al., 2002; Kasl-Godley, Gatz, &kEj 1998; Murri et al.,
2003). Despite these findings, a recent literateneew suggested that mental
health outcomes are less age-dependent (Degroatgelaérs, & Vandijck,
2014). Among older women with HIV, to our knowleddgieere has been limited
research specifically addressing the prevalencesgthological distress. In a
report cited by Durvasula (2014), this author fodingt 67% of older women in
her dataset reported an Axis | diagnosis when comtb# younger women
(50%). Given this dearth of research, additionadigs are clearly needed.

Research has also examined the sociodemographicdisrdse-related
variables influencing mental health across multgdenples of PLWHA. Overall,
studies have reported mixed findings. Nevertheldheye has been some
consistency showing an association between bettettahhealth and having a
stable partner (Protopopescu et al., 2007), beingeeducated (Benoit et al.,
2014; Murri et al., 2003), being employed (BlalodkcDaniel, & Farber, 2002;
Rueda et al., 2011) and having a higher income gHdyal., 2000). Regarding
HIV-related variables, research has also providegdnfindings. A lower CD4+
T-cell count was associated with decreased meatdth(Armon & Lichtenstein,
2012; Protopopescu et al., 2007), a longer timeesinllV diagnosis was
associated with both poorer (Zinkernagel et alQ120and better mental health
(Rueda et al., 2011), and disruption of combinatémi-retroviral treatment
(cART) was associated with poorer mental healtlt@ues (Liu et al., 2006). As
noted, these findings have been reported acrosspieusamples, most notably
among younger PLWHA. Thus, it is possible that sat#mographic and
disease-related variables may contribute diffeyetatithe psychological distress
of older women, a focus that, to the best of ounvidedge, has not been the
subject of any past research.

In this study, the objective was to examine therglence and correlates of
psychological distress among older women livinghwktlV, compared to their
male counterparts and to women less than 50 yéageo A secondary objective
was to identify the sociodemographic and disealsget factors associated with
psychological distress within these groups. ThisWedge is critical, as it may
enable mental health professionals to develop amglement more targeted
prevention and intervention programmes for womeingdj with HIV.

METHODS

Participants and procedure

This prospective and cross-sectional study was qaet wider research
project on the quality of life and mental healthRafrtuguese patients living with
HIV. The study sample consisted of 508 HIV-infecpadients attending the main
departments of Infectious Diseases of Portuguespitéds (a total of 10 health
institutions). After a detailed explanation of tlsudy objectives, written
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informed consent was obtained from all participarEshical approval was
obtained from the Ethics Committee of all the itugidns involved.

Patients were invited to participate in the redeg@moject while attending a
consultation with their infectious disease spesiallhe sample was recruited by
convenience between September 2007 and July 20@8retruitment procedures
have been described with more detail elsewhereeifdef Canavarro, 2011). A
total of 1,251 patients were consecutively rectlitBarticipants who did not
complete the set of questionnaires (over 20% osimisdatan = 54) or did not
report their agen(= 2) were excluded from the analyses. One paditipvas
excluded because (s)he self-identified as transge@iven the aim of this study,
686 participants (men aged below 50 years) were abscluded from the
analyses. In total, 65 older women (12.8%), 323 awraged below 50 years
(63.6%) and 120 older men (23.6%) were includetthénstudy.

Measures

Sociodemographic and HIV-related variables

Sociodemographic and HIV-related data were obtabmedelf-report, and
the latter were confirmed from medical records.eDakre collected regarding
sex, age, marital status, education, employmentusstamode of HIV
transmission, HIV stage, CD4+ T-cell count, yearHd¥/ diagnosis, other co-
infections, and combination anti-retroviral therdppRT).

Psychological distress

Psychological distress was assessed with the B8-Beief Symptom
Inventory (BSI; Derogatis, 1993). Respondents vasied to rate the extent to
which each identified problem had caused disconifothe past week on a 5-
point scale, ranging from “Never” (0) to “Very ofte(4). The BSI assesses nine
symptom dimensions (somatisation, obsessions-caigms, interpersonal
sensitivity, depression, anxiety, hostility, pholioxiety, paranoid ideation and
psychoticism) and three global indices. Raw scarese converted to T-scores
with a mean value of 50 and a standard deviati) 6f 10. The Global Severity
Index (GSI), a summary index of psychological diss;, was used as the primary
outcome measure. According to Derogatis, parti¢gpavith subscale or GSI T-
scores> 63 were defined as having clinically significarstyphological distress.
Therefore, a dummy variable was created to categi@miividuals into one group
if they had a T-score < 63 and into a second gitibtpey had a T-score 63
(“caseness”). The Cronbachésranged from 0.67 (paranoid ideation for older
women) to 0.89 (depression for women aged beloweas).

Data analysis

The data were analysed using the Statistical PackagSocial Sciences
(IBM SPSS 22.0; Armonk, NY). Descriptive statistwere calculated to examine
the sample’s characteristics. A contingency tajpfi dnd univariate analysis of
variance (ANOVA) were conducted to compare thedhyeoups on categorical
and continuous variables, respectivelyy?&nalysis was also conducted to assess
whether the study groups had different proportioingeople above the threshold
of the BSI (T-score> 63) for being considered “caseness”. Multivariatelysis
of covariance (MANCOVA) was used to test for grodpferences in the
symptoms of psychological distress. A multiple &tigi regression analysis was
used to identify factors associated with psychalaldistress. Covariates in the

Quality of life and psychological distress of middle-aged and older adults living with HIV
Fabiana Garcia Monteiro (e-mail: fgmonteiro.91@gmail.com) 2015



30

univariate analysis with a significandevel < .10 were included in the
multivariate model and displayed as odds ratios )(@Rd 95% Confidence
Intervals (Cls). Ap-value of 0.05 was set as the cut-off point of istiagl
significance.

RESULTS

Participant characteristics

The sociodemographic and HIV-related charactesstice displayed in
Table 1. Overall, older women were less educategtevwmore likely to be
widowed and to be diagnosed with HIV for a shofitexe. In addition, they were
less likely to be single and to report HIV transsios through intravenous drug
use (IDU). No significant differences were foundjasding employment status,
HIV stage, CD4+ T-cell count, cCART or the presentether co-infections.

Table 1. Sociodemographic and HIV-related character istics of the study groups (N = 508)

Women 2 50 Women < 50 2
years years Men = 50 years Fixd ne /!
(n =120) Cramer's V
(n =65) (n=323)
Age (years) 57.58 + 6.07 36.56 £6.73 57.98 +7.17
Education (years) 5.83 +3.56 8.32+3.99 7.34£4.98 10.35%** .04
Time since HIV diagnosis (years) 5.52 +4.87 7.85 %+ 5.09 6.79 £5.33 6.29** .03
Marital status 35.26*** .19
Single 4.6 334 20.8
Married/co-habiting 49.2 42.2 51.7
Separated/divorced 27.7 17.8 22.5
Widowed 18.5 6.6 5
Employment status 5.95 A1
Employed 29.2 43.0 47.5
Not currently working 70.8 57.0 52.5
Mode of transmission 336.44*+* .58
Sexual intercourse with man 86.2 71.2 11.8
Sexual intercourse with woman 0.0 0.3 67.2
IV Drug use 3.1 22.3 10.9
Blood products 7.7 2.2 6.7
Unknown 3.1 4.1 3.4
HIV stage 5.48 .07
Asymptomatic 60.0 64.4 67.2
Symptomatic 16.9 11.2 16.0
AIDS 16.9 17.2 13.4
Unknwon 6.2 7.2 3.4
CD4+ T-cell count 4.19 .07
< 200 cells/mm® 23.2 18.6 19.6
201 e 499 cells/mm® 33.9 43.9 49.5
> 500 cells/mm® 42.9 37.5 30.8
CART 3.68 .09
Yes 61.4 68.3 75.5
No 38.6 31.7 245
Other co-infections 3.98 .09
Yes 10.8 18.6 125
No 89.2 81.4 87.5

Note: Continuous variables presented as mean * standard deviation; categorical variables are presented as
percentage (%).
*p <0.05; **p <0.01; **p <0.001
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Results of the MANCOVA comparing the study groups the nine
dimensions of the BSI indicated a significant nualtiate effect (Wilks’ lambda
=.93,F(18, 952) = 1.83p = .018,;1p2= .03). Follow-up univariate tests indicated
differences in four dimensions, with younger womeith HIV reporting
significantly higher scores than older men in thtelipersonal sensitivity, anxiety,
hostility and paranoid ideation dimensions. No #igant differences were found
between younger and older women or between olderemoand men. The mean
and standard errorsSE of the psychopathological symptoms of the BSI are

shown in Table 2.

Table 2. Descriptive statistics (T-scores) on psych  opathological symptoms for the three study

groups (adjusted for covariates)

(Y (B8) (©
Women 2= 50 years Women < 50 years Men 2 50 years

(n = 65) (n = 323) (n = 120) F Post hoc

M (SE) M (SE) M (SE)
Somatization 52.29 (1.30) 51.28 (0.58) 48.93 (0.95) 3.00
Obsessions-Compulsions 51.12 (1.35) 50.93 (0.60) 48.35 (0.98) 2.74
Interpersonal sensitivity 49.51 (1.36) 51.49 (0.60) 47.93 (0.98) 4.88** B>C
Depression 51.27 (1.35) 50.95 (0.60) 48.61 (0.98) 2.32
Anxiety 51.27 (1.31) 51.16 (0.58) 46.71 (0.95) 3.48* B>C
Hostility 48.49 (1.26) 51.27 (0.56) 47.40 (0.91) 7.20%* B>C
Phobic anxiety 50.50 (1.36) 51.37 (0.60) 48.81 (0.99) 243
Paranoid ideation 48.81 (1.26) 50.88 (0.56) 47.62 (0.92) 4.84** B>C
Psychoticism 49.34 (1.29) 50.65 (0.57) 48.48 (0.93) 2.04
Global Severity Index (GSI) 50.56 (1.32) 51.25 (0.59) 48.02 (0.96) 4.12* B>C

*p <0.05; ** p < 0.01; ** p < 0.001

Cases and non-cases prevalence

Regarding caseness (an indicator of the need faheu psychological
evaluation), there were significant differencesgha proportion of individuals in
the three groups. Table 3 indicates the percerthtiee sample that scored above
the criteria for caseness (T-scare63). Compared with older men, a greater
proportion of younger women met caseness for ietegnal sensitivity, hostility
and paranoid ideation. No significant results wéoend in the remaining

comparisons.

Table 3. Proportion of the study groups meeting cri teria for caseness

Women =2 50 years Women < 50 years Men 2 50 years

(n = 65) (n =323) (n = 120) X Cramer's V
n (%) n (%) n (%)
Somatization 13 (20.0) 50 (15.5) 11 (9.2) 4.57 .10
Obsessions-Compulsions 9 (13.8) 51 (15.8) 13 (10.8) 1.76 .06
Interpersonal sensitivity 7 (10.8) 57 (17.6) 7 (5.8) 10.79** .15
Depression 12 (18.5) 52 (16.1) 12 (10.0) 3.28 .08
Anxiety 11 (16.9) 53 (16.4) 12 (10.0) 3.05 .08
Hostility 5(7.7) 57 (17.6) 9 (7.5) 9.94** 14
Phobic anxiety 11 (16.9) 54 (16.7) 11 (9.2) 4.15 .09
Paranoid ideation 8 (12.3) 54 (16.7) 7 (5.8) 8.94* A3
Psychoticism 10 (15.4) 53 (16.4) 12 (10.0) 2.88 .08
Global Severity Index (GSI) 7 (10.8) 61 (18.9) 8 (6.7) 11.30** .15
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Correlates of psychological distress

In the univariate model (Table 4), for older woméme only mode of
transmission was significantly related to increadskl of psychological distress
(OR = 0.15, 95% CI: 0.03-0.86). The odds of hawandinically significant GSI
score were significantly lower for older women rapm sexual transmission.
Among younger women, the only significant correlafténcreased psychological
distress was having other co-infections (OR = 0.8%% CI: 0.27-0.97).
Regarding older men, none of the variables wergiftiggntly associated with
increased likelihood of psychological distress.

For older women, the multivariate logistic regreasshowed that none of
the variables were associated with a GSI T-seo88. Among younger women,
the only factor independently associated with &didikelihood of psychological
distress was the presence of other co-infectio® £®.51, 95% CI: 0.26-0.99).
Because in the male group only one variable wasceasged with a GSI T-score
63 forp < .20, the multivariate model was not computed.

Table 4. Univariate logistic regression for variabl es associated with GSI T-score 2 63

Women 2 50 years Women < 50 years Men 2 50 years

OR [95% Cl] p OR [95% Cl] p OR [95% Cl] p
Age (years) 1.11 [0.99-1.25] .075 1.01 [0.97-1.05] 642 0.99 [0.89-1.10] .803
Education (years) 0.82 [0.57-1.17] .280 1.03 [0.96-1.10] ATT 1.04 [0.91-1.19] 542
Employment status 2.70 [0.30-24.10] 374 1.21 [0.68-2.13] 518 0.90 [0.21-3.77] .884
Marital status 1.33[0.27-6.49] 722 1.60 [0.89-2.89] 115 1.07 [0.26-4.51] 922
CD4+ T-cell count 1.00 [1.00-1.00] .260 1.00 [1.00-1.00] .604 1.00 [1.00-1.00] .535
HIV stage 0.88 [0.18-4.28] .870 0.59 [0.33-1.05] .074 1.50 [0.29-7.80] .630
Mode of transmission 0.15 [0.03-0.86] .033 0.99 [0.54-1.83] .985 0.82[0.16-4.32] 813
Time since HIV diagnosis (years) 0.96 [0.79-1.16] .652 1.03[0.97-1.08] .369 1.11 [0.99-1.25] .088
CART 0.60 [0.11-3.40] .564 0.84 [0.40-1.73] .629 0.42 [0.05-3.56] 424
Other co-infections 0.69 [0.07-6.77] .752 0.51 [0.27-0.97] .041 - -

Note: Employment status [0= Employed; 1 = Unemployed or not currently working]; Marital status [0 = Living alone; 1 = Living with

partner]; HIV stage [0 = Asymptomatic; 1 = Symptomatic/AIDS]; Mode of transmission [0 = Other; 1 = Sexual]: cART [0 =No; 1 =

Yes]; Other co-infections [0 = No; 1 = Yes].

These analyses were also conducted in the totgdleaadding the study
groups as an independent variable. The univariaigeim(Table 5) indicated that
compared to older men, younger women were 3.26stimere likely to report
psychological distress (95% CI: 1.51-7.04). Liviwghout a partner, advanced
HIV stage, more time since HIV diagnosis and hawtiger co-infections were
associated with psychological distrespat .20 and thus were included in the
multivariate model. In the multivariate model, onlge age-group was an
independent correlate of psychological distress €0R67, 95% CI: 1.22-5.84).
Reinforcing the results of the univariate analyg@®nger women were almost 3
times more likely to report with a GSI T-scer®3, compared with older men.
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Table 5. Univariable and multivariable logistic reg

associated with GSI T-score 2 63

ression analysis of study variables

Univariate analysis

Multivariate analysis

OR [95% ClI] p OR [95% CI] p
Study groups .005 .027
Women < 50 years vs. Men = 50 years 3.26 [1.51-7.04] .003 2.67 [1.22-5.84] .014
Women 2 50 years vs. Men 2 50 years 1.69 [0.58-4.89] .333 1.41[0.46-4.29] .548
Education (years) 1.03 [0.97-1.09] .315 - -
Employment status 1.23[0.74-2.02] 426 - -
Marital status 1.59 [0.96-2.65] .071 1.56 [0.91-2.68] 104
CD4+ T-cell count 1.00 [1.00-1.00] .590 - -
HIV stage 0.68[0.41-1.13] 134 0.75 [0.44-1.28] 291
Mode of transmission 0.76 [0.44-1.30] 312 - -
Time since HIV diagnosis (years) 1.04 [0.99-1.09] .089 1.03 [0.98-1.08] .225
CART 0.77 [0.41-1.45] 426 - -
Other co-infections 0.56 [0.31-1.01] .055 0.66 [0.35-1.24] .198

Note: Employment status [0= Employed; 1 = Unemployed or not currently working]; Marital status [0 = Living alone; 1 =
Living with partner]; HIV stage [0 = Asymptomatic; 1 = Symptomatic/AIDS]; Mode of transmission [0 = Other; 1 =
Sexual]: cART [0 = No; 1 = Yes]; Other co-infections [0 = No; 1 = Yes].

DISCUSSION
This study examined the prevalence and correlatepsgchological

distress among older women with HIV, compared &rtmale counterparts and
to women less than 50 years old, as well as thmd®mographic and disease-
related factors associated with psychological esstrwithin these groups. The
main findings indicated greater psychological @issr among younger women
when compared with older men (the odds of beingsssxd with clinically
psychological distress was 1.22 to 5.84 times higineong younger women). A
possible explanation may be the myriad of psychabatressors observed in
HIV-infected women, such as financial, employmegiaited stress and housing
problems, caregiving tasks, relationship problems ewven abandonment
(Durvasula, 2014; Gurung, Kemeny, & Myers, 200Akies & Coons, 1996),
which may not affect so prominently their male dewparts. These findings can
also reflect a possible “successful ageing”, eittedated to greater resilience
amongst older PLWHA, which has been recently hgitied in several studies
(e.g., Emlet, Tozay, & Raveis, 2011; Fang et @12 McGowan et al., 2014;
Moore et al., 2013) or a positive reappraisal, Whias also been found to be
related to enhanced mental health for older adpésgjcularly in the context of
physical illness (Nowlan, Wuthrich, & Rapee, 201Bespite HIV and age-
related consequences, there has been evidencenghthat older adults seem to
demonstrate strengths and even decreased sympfodepr@ssion and anxiety
when compared to younger patients (McGowan et28ll4). However, in our
study, there was a trend indicating that older womeported higher scores than
older men in all dimensions of psychological distealthough the results did not
achieve statistical significance. Hence, therecigloubt that mental health issues
are an essential topic, as this segment of the lpopu is likely to be most
prevalent in the years to come. The need for deimdp mental health
interventions appropriate for age and gender isethee of major relevance in the
context of HIV.
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Overall, 15% of the sample reported psychologidatress beyond the
threshold considered clinically significant for tB&I. This value is similar to
those reported by other studies in which the saneasore has been used
(Shacham, Basta, & Reece, 2008; Basta, ShachamgeeteR 2009). However,
these results are lower than those reported rgcéytiBenoit et al. (2014),
although the fact that a different measure was usdtleir study (the Kessler
Psychological Distress Scale) may account for thfference. Considering the
study groups, the proportion was 10.8% among oWemen, 18.9% among
younger women and 6.7% among older men. Regartmd@§&| dimensions, the
results indicated a higher prevalence among HI¥atégd women, most notably
among younger women and in comparison to older nidmese results are
consistent with prior studies indicating that syoamp$ of psychological distress
were more prevalent among HIV-infected women whempgared to men (e.g.,
Kennedy et al., 1995; Wisniewski et al., 2005; @treet al., 2009; Robertson et
al., 2014). To some extent, these findings als@supghose found in a study in
the general population showing that young peopfes&nce a higher prevalence
of psychological distress, compared with older ggyuegardless of the presence
of chronic medical conditions, sociodemographicd asther health-related
variables (Chittleborough, Winefield, Gill, Kost&,Taylor, 2011). As well, they
support earlier findings indicating an associatimtween poorer mental health
and younger age and female sex (Hays et al., 2000).

The mode of HIV transmission was a significant efate of psychological
distress among older women, with those reportiggamission through IDU
being more likely to report clinically significapsychological distress. Recently,
among HIV-positive women of all ages, Benoit et @014) found that not
reportingIDU in the last six months was associated with eased psychological
distress, which was partially in agreement with awsults. A possible
explanation may be the previous history of drug amdstance, which has been
shown to be associated with poorer mental healthl\rinfected patients (e.qg.,
Degroote et al., 2013; Korthuis et al., 2008), ughg in all-female samples (te
Vaarwerk & Gaal, 2001). As we do not have data ngigg current drug use,
future studies are warranted to better understdus dssociation. As noted
before, for older women, on-going substance abuag serve as a barrier to
successful coping with HIV (Psaros et al., 2015).

Among younger women, the presence of other co-iafies (in this study,
44 out of 60 women with co-infections had hepatifisvirus [HCV]) was
significantly associated with higher odds of psyogaal distress. This is
particularly noteworthy as there has been evidenfica positive association
between psychological distress and the presenddl\dfin combination with
other infections, and particularly hepatitis C (e.Baillargeon et al., 2008;
Pereira, Fialho, & Canavarro, 2014; Yoon et al.10 However, because
research in the area of co-infections has focusenhised (predominantly male)
or exclusively male samples, additional studiesiigally focusing on women
are needed. This is particularly relevant for yamwomen, as most are of
reproductive age (in this study, 73.3% were bel@wdars) and, for example, it
has been shown that HIV/HCV co-infected mothersehsignificantly increased
likelihood of vertical HCV transmission than do wemwith HCV alone (Polis,
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Shah, Johnson, & Gupta, 2007).

This study has several limitations. The cross-eeati design and the
convenience sample require caution in interpretamgl generalizing these
findings to the HIV population. All participants vee recruited from health
settings and were actively engaged in health CEmas, patients who were not
actively engaged in the medical system were naesgmted in this sample. It is
possible that the rates of psychological distrésserved in this study may differ
from those who are not receiving this health cBexause of the cross-sectional
design, causal associations cannot be identifizugifudinal studies should be
therefore conducted to confirm the association®nted herein. Other specific
variables that were not collected, such as sougjgpart, resilience characteristics
or coping, could add significant inputs for ourdiings, specifically regarding the
lower psychological distress in older PLWHA whemparing to HIV younger
women. This would help to clarify the factors amdi@echanism underlying the
concept of “successful ageing”. Although the oJVershmple was of a
considerable size (and recruited from 10 differsités across the country), the
number of women aged 50 years and older was mueliesnthan the younger
group. Finally, the sample comprised a relevantppriion of middle-aged
patients rather than the elderly (adults aged @fsyand older, as conventionally
defined by the World Health Organization). Thugsihresults must be viewed as
preliminary and in need of replication and extensio

Despite these limitations, this study has importstinéngths to address.
This study shows that psychological distress in PiAVincludes not only
depression and anxiety but also a wide range ofhgpathological symptoms
that should be contemplated when considering memalth in HIV. In this
context, the BSI offers an important approach, Whias been widely used as a
screening measure in mental health. Most impostattiese findings contribute
significantly to the scarce literature on the meh&alth of middle-aged and older
women with HIV, being, to the best of our knowleddge first study examining
the prevalence and correlates of psychologicatetistin this group of the HIV
population.

Because middle-aged and older adults are slowlgrbexy recognized as a
risk group for HIV infection, prevention, testindiagnosis and, subsequently,
treatment, may be delayed. As the prevalence afrd”lWHA is expected to
increase, addressing their mental health needsermjnizing the diversity of
individual circumstances and developmental contasgsincreasingly needed. In
this regard, the training of age-specialized mehgdlth providers is also of
major relevance. As noted by Justice (2010), neeatmnent paradigms
(encompassing a comprehensive and integrated asreleeded to cope with this
emergent population. Finally, as psychologicalrdst was not highest among
the older age groups, our findings also draw atiento the importance of
examining resilience characteristics of older adtdtunderstand the mechanisms
behind successful ageing while living with HIV. lontantly, a greater attention
to younger women is also needed to prevent fuithpairments in physical and
mental health.
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Conclusbes

A presente dissertacao teve como objetivo gerabdasta QdV e a saude
mental de um grupo ainda pouco analisado na are#edz#io por VIH/SIDA, os
doentes com mais de 50 anos. Pelo facto de, enosedtmnepidemioldgicos, este
segmento da populacdo estar em grande crescinadiaily & concecdo atual da
infecdo por VIH como uma condi¢do cronica de satideam este tema de
extrema relevancia. Com este objetivo geral, estsedacdo consubstanciou-se
em dois estudos distintos.

No primeiro estudo, os principais resultados dertnarean que os doentes
mais velhos manifestaram uma QdV significativamengss baixa que os mais
novos nos dominios fisico, nivel de independéndielagbes sociais, revelando
também valores tendencialmente mais baixos nasafaespecificas. Para além
disso, os dois grupos diferiram ainda nos sintodeaslepressdo apresentados,
sendo que o grupo dos mais velhos demonstrou geifisativamente mais
sintomas sométicos que o grupo correspondentecrges mais novos. No que
respeita aos fatores associados aos diferentesnidsnde QdV, os resultados
demontraram que, para ambos 0s grupos, a varigrplecada pelas variaveis
sociodemogréficas e associadas ao VIH é relativeempequena. Os sintomas
depressivos (sométicos e cognitivo-afetivos) eapim a maior parte da
variancia nos dominios da QdV, sendo que o donysioologico foi o mais
afetado.

Em relagdo ao segundo estudo, focado fundamentanmas mulheres
com idade superior a 50 anos, de forma geral, ®idtaglos evidenciaram um
maior distress psicolégico nas mulheres mais novas comparativamewnts
homens com 50 ou mais anos. Apesar de as mulhareseais de 50 anos terem
apresentado valores mais elevados que os homemsesimo grupo etario, o
estudo mostrou que estas ndo diferem significativden dos restantes dois
grupos em termos d#istresspsicoldgico. De forma geral, mais que uma questao
de idade, este estudo reforcou a centralidade destdes de género na saude
mental dos doentes com o VIH.

Os dois estudos contribuem de forma substancial pascassa literatura
na populacdo com mais de 50 anos que vive com Vibtreecem informacao
pertinente para o desenvolvimento e implementagéatdrvengdes direcionadas
para a QdV e saude mental desta populagéo. De facpmssivel evidenciar que
os doentes de meia-idade e idosos diferem sigtivfécaente dos mais novos no
que diz respeito & QdV e aos seus determinantgisn @mo nos sintomas de
depressao, o que realca a ideia de que a doerigantiada de forma diferente
nestes dois grupos e de gque as intervencfes deweissp ter em conta as suas
particularidades. Mais especificamente, estestestag realcam a importancia de
considerar um processo de avaliacdo da deprestente para doentes mais
velhos que vivem com o VIH, dando especial atemgiosintomas somaticos de
depressdo. Foi ainda demonstrado um possivel ‘leesiehento bem-sucedido”,
0 que chama a atencdo para caracteristicas deémeisil (ou outros recursos
pessoais) presentes nos doentes mais velhos, geim der melhor analisadas em
estudos futuros, uma vez que poderdo ter um papelamental ao nivel da
intervencao. Além disso, foi também possivel veaifiuma maior vunerabilidade
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das mulheres para tetistress psicolégico, 0 que evidencia a relevancia de
continuar a considerar o sexo feminino como cemtata area de investigagao.
“Sabe, o VIH ndo é o meu maior problema”, é o diremau uma das mulheres
guestionadas por Gurung e colegas (2004). De fastoulheres compreendem
diversas particularidades nos planos fisico e fxjm (Durvasula, 2014), que
as colocam numa posicao de risco para doencagaofntal, assim como para
diversos problemas de ordem financeira ou psicadsoc

O “envelhecimento” do VIH apresenta-se, sem diwdajo um topico de
extrema relevancia. O facto dos adultos mais velbesn maior probabilidade
de viverem sozinhos (Emlet & Farkas, 2002; Schablyy, & Diaz, 1996), de
estarem em maior risco de isolamento, e de teréesreociais mais pequenas
(Emlet, 2006), reforca essa mesma importancia. Emlestas alteracbes nas
redes de apoio e no apoio social recebido tambéwersiicarem na populacéo
geral mais velha (e.g., Cornwell, 2011; Marcum,2)0Q4& presenca do VIH, pelo
estigma que ainda lhe tem associado, pode agrates eontextos. Deste modo,
apresenta-se como necessario o reconhecimento edaente relevancia da
populacdo de meia-idade e idosa no contexto do ¥Hd4jm como de que a
mesma comporta grande heterogeneidade. Porquep@stdacio ainda ndo é
totalmente reconhecida como um grupo de risco &ouse percebe como estando
em risco), diversas estratégias podem e devendstadas por forma a diminuir
o risco de infecao neste grupo (e.g., desenvolvionge campanhas de prevencgao
explicitamente dirigidasa este grupo etério), aggimo o impacto da doenc¢a no
mesmo. Uma vez que as questdes relevantes paentes mais velhos com o
VIH comportam problemas de diversas areas (e thstilos mais novos), torna-
se essencial a presenca de equipas multidiscipimar planeamento e execucao
de programas de intervencdo na saude mental, cofisgionais treinados
especificamente para as particularidades dest® gtapio.
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