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ABSTRACT

Background: The intersecting challenges of a growing population of people living
with HIV/AIDS (PLWHA), efforts to improve their quality of life (QoL), and the
ongoing persistence of stigma contribute to an increasing incidence of depression
among PLWHA. Existing research presents conflicting evidence and seldom
addresses the interplay between QoL, perceived stigma, and levels of depression.
This study aims to fill that gap by examining the effects of QoL and perceived
stigma on the depression levels of PLWHA.

Method: A cross-sectional study involving 97 PLWHA was conducted. The face-
to-face measures included the WHOQOL-BREF, the Modified Berger HIV Stigma
Scale, and Hamilton Depression Rating Scale (HDRS). An ordinal logistic
regression model was employed to identify associations between QoL, perceived
stigma, depression, and other potential predictor variables.

Result: Among the 97 PLWHA, the majority were male (55.7%), belonged to the
early adult age group (39.2%), and had completed senior high school (53.6%).
The QoL results indicated that 47.4% reported good QoL, while 52.6% reported
poor QoL. Regarding perceived stigma, 50.5% felt not stigmatized, whereas
49.5% felt stigmatized. The levels of depression were categorized as follows:
normal/not depressed (68%), mildly depressed (11.3%), moderately depressed
(8.2%), severely depressed (6.2%), and very severely depressed (6.2%). This
research underscores that QoL serves as a protective factor against depression
and mitigates the negative effects of stigma on mental health, highlighting the
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urgent need for targeted interventions and holistic approaches.

INTRODUCTION

People living with human immunodeficiency
virus (HIV) and acquired immunodeficiency syndrome
(AIDS), commonly referred to as PLWHA, are
individuals who have contracted HIV. HIV remains a
significant global health issue, having caused 42.3
million deaths since its discovery. In 2023 alone, an
estimated 630,000 people died from HIV-related causes,
while approximately 1.3 million individuals acquired the
virus, bringing the total number of active cases to 39.9
million globally. This figure represents a 5.8% global
increase from the 37.7 million cases reported in 2020.
Notably, 65% of these cases are concentrated in the
World Health Organization (WHO) African Region.(1)

By the end of 2023, Indonesia reported a
cumulative total of 407,577 HIV cases, up from 367,401
cases, representing a rise of 10.93%. East Nusa Tenggara
Province moved up to 11 place among Indonesia's 38
provinces for the highest number of new HIV cases,
compared to 21% place out of 34 provinces at the
beginning of 2022. The number of new cases in the
province increased from 556 to 1,201 during this
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period.(2,3) Furthermore, statistics indicate that the
cumulative number of AIDS cases in the province has
reached 3,837, with 752 new cases reported. Kupang City
ranks first among all districts in East Nusa Tenggara,
recording 1,088 cases, a significant increase from 433
cases in 2022.(4-6)

With no complete cure for HIV, PLWHA must
coexist with their condition indefinitely. PLWHA often
face challenges including negativity, misunderstandings,
stigma, and discrimination from others, in addition to
experiencing symptoms that disrupt their quality of life
(QoL). This situation can potentially lead to depression
among individuals living with HIV/AIDS.(7)

Depression continues to be a significant global
health issue, impacting approximately 3.8% of the
world's population, which equates to around 280 million
individuals. The prevalence of depression is
approximately 50% higher in women than in men. Each
year, over 700,000 people die by suicide, making it the
fourth leading cause of death among individuals aged 15
to 29.(8) In Indonesia, findings from the 2023 Nation



Jurnal Promosi Kesehatan Indonesia Vol 20 / No. 2 / April 2025

Wide Survey reveal a 1.4% prevalence of depression,
with East Nusa Tenggara ranking 19" at 1.1%.(9)

The repercussions of depression extend to
various aspects of an individual's life, impacting social
interactions, work, and other psychosocial dimensions.
Furthermore, depression exacerbates morbidity and
mortality ~ associated  with  pre-existing  health
conditions.(8) The intersecting challenges of a growing
population of PLWHA, efforts to improve their QoL, and
the ongoing presence of stigma contribute to an
increasing incidence of depression among this group.
Research conducted in various regions highlights the
complex interplay between QoL, stigma, and depression
in PLWHA. In Brazil, 59.5% of PLWHA reported
experiencing moderate to severe depression, which
adversely affected their QoL, as evidenced by low QoL
scores across the sample.(10) Research conducted in
India indicated that a significant majority of PLWHA
experienced inadequate social support (84.57%), low
self-esteem  (51.52%), and poor QoL (56.52%).
Furthermore, social support and self-esteem were found
to have a positive correlation with QoL.(11)

Research conducted in Bali found that logistic
regression analysis indicated that stigma (p=0.029) and
depression (p=0.014) significantly impacted the QoL of
PLWHA. This effect persisted even after accounting for
factors such as gender, occupational status, education,
clinical stage, comorbidities, duration of the disease,
living situation, and marital status. Despite these
influences, only 35.8% of PLWHA reported experiencing
a poor QoL.(12) In Solo, perceived stigma was positively
correlated with depression; however, the majority of
PLWHA (54.1%) did not experience depression.(13)
Conversely, research in Aceh reported a high prevalence
of depression (79.3%), indicating an inverse relationship
between the severity of depression and QoL.(14) Another
research in Jepara, identified significant associations
between depression in PLWHA and various factors,
including education, marital status, income, disease stage,
and social support. However, no significant relationships
were found concerning gender or age.(15) In addition,
depression has been identified as a significant factor that
reduces medication adherence among PLWHA.(16)

A study conducted in Uganda challenged
conventional perceptions by suggesting that there is no
significant difference in health and well-being between
PLWHA and those without HIV. This finding indicates a
complex relationship among these aspects.(17) Two
studies on PLWHA in Ethiopia reported a high level of
perceived stigma (69.5%) in Southern Ethiopia. In
contrast, the majority of respondents in Western Ethiopia
reported low perceived stigma (51.4%). However, both
regions showed a correlation with depression.(18,19)
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Research conducted in Kupang revealed that
56.0% of PLWHA experienced low levels of stigma,
while 44.0% encountered high levels of stigma. The
attitudes of community leaders were identified as the
most significant determinant, increasing the likelihood of
stigma by a factor of 4.834.(20) Other studies have
highlighted that educational attainment, stigma, and
social factors significantly impact the QoL of
PLWHA.(21,22) Additionally, among PLWHA who do
not experience stigma, 58% exhibited normal levels of
depression, 54% reported above-normal levels of anxiety,
and 73% demonstrated normal levels of stress. This
suggests that the absence of stigma, along with strong
family support, effectively reduces depression in
PLWHA.(23)

Existing research presents conflicting evidence
regarding the QoL and perceived stigma among PLWHA,
often emphasizing other aspects of their mental
health.(20-24) However, it seldom addresses the
interplay between QoL and perceived stigma concerning
levels of depression as the dependent variable. Therefore,
we aim to fill this gap by examining how QoL and
perceived stigma independently affect the levels of
depression among PLWHA, while also providing
comprehensive data on this topic.

METHOD

This research employed an observational analytic
design with a cross-sectional approach conducted from
May 15, 2023, to July 6, 2023, in Kupang, East Nusa
Tenggara, Indonesia. A total of 97 participants who met
the inclusion and exclusion criteria were selected through
non-probability snowball sampling. The inclusion criteria
comprised PLWHA in Kupang City or those receiving
antiretroviral therapy (ART) at Prof. Dr. W.Z. Johannes
Regional Hospital or Wirasakti Hospital Kupang, aged 18
years or older, proficient in the Indonesian language,
capable of following instructions, and providing informed
consent. The exclusion criteria included PLWHA with
medical conditions that hindered their ability to respond to
the questionnaire.

The independent variables in this study include
QoL and perceived stigma, along with sample
characteristics such as gender, age, and education level.
The dependent variable is the depression level of PLWHA.
To assess QoL, the World Health Organization Quality of
Life (WHOQOL)-BREF questionnaire was utilized, which
consists of 26 questions. Stigma was measured using the
40-question Berger HIV Stigma Scale, which was
modified into a 25-question format. Both interpretations
were conducted using established research cutoff points.
The level of depression among participants was assessed
using the Hamilton Depression Rating Scale (HDRS),
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which comprises 17 questions, with scores ranging from 0
to 53. Interpretation of the scores is as follows: 0-7
(normal), 8-13 (mild), 14-18 (moderate), 19-22 (severe),
>23 (very severe).

The analysis was conducted using univariate and
ordinal logistic regression techniques. All statistical tests
were deemed significant if the p-value was less than 0.05.
The Ethical Clearance Commission of the Faculty of
Medicine and Veterinary Medicine at Nusa Cendana
University granted ethical clearance for this research under
approval number 14/UN15.16/KEPK/2023.

RESULT AND DISCUSSION
Table 1. Demographic characteristics and distribution of

quality of life, perceived stigma, and levels of depression
among samples.

Variables n %

Gender

Female 43 44.3

Male 54 55.7
Age

Late adolescence (17-25 years old) 19 19.6

Early adult (26-35 years old) 38 39.2

Late adult (36-45 years old) 32 33

Early elderly (46-55 years old) 8 8.2

Education attainment

Not completed elementary school 2 2.1
Elementary School 5 5.2
Junior High School 16 16.5
Senior High School 52 53.6
Bachelor’s Degree 22 22.7
Quality of Life
Poor 51 52.6
Good 46 47.4
Perceived stigma
Not stigmatized 49 50.5
Stigmatized 48 49.5
Level of depression
Normal/not depressed 66 68
Mild depression 11 11.3
Moderate depression 8 8.2
Severe depression 6 6.2
Very severe depression 6 6.2
Total 97 100

Based on Table 1, the majority of the samples
were male (55.7%), belonged to the early adult age group
(39.2%), and had completed high school (53.6%).
Additionally, Table 1 indicates that most of the samples

reported a poor QoL (52.6%), were not stigmatized
(50.5%), and exhibited a normal level of depression or not
depressed (68%).

Based on Table 1, among the 97 samples of
PLWHA, males outnumbered females, particularly in the
26-45 age group. This observation is consistent with a
report from Indonesia, which indicated that 71% of
PLWHA were male, with the predominant age range being
25-49 vyears (64%), representing the productive age
group.(2) This distribution is similar to findings from
Vietnam, India, and Turkey, where most samples consisted
of men within the productive age range.(14,25-27)

This is attributed to factors such as occupational
risks, higher rates of drug abuse, and involvement in
unsafe or homosexual relationships, which are more
prevalent among males and represent the highest risk
factors for HIV. Additionally, individuals in the productive
age group typically possess the skills necessary for various
activities, including work and socializing, along with
active sexual lives, which increases their susceptibility to
HIV.(2,28)

Regarding educational attainment, the majority of
PLWHA in the sample were predominantly high school
graduates (53.6%). This contrasts with a study conducted
in Southern Ethiopia, where the majority of participants
had completed junior high school (40.5%).(19) This
variation can be attributed to the sample collection in
Kupang, where the majority of participants have a senior
high school education level (34%).(5)

Table 2 illustrates that the logistic regression
analysis revealed that QoL and perceived stigma
significantly influenced the level of depression among
PLWHA, with p-values of 0.002 (odds ratio [OR] = 0.193)
and 0.031 (OR = 2.787), respectively, at a 95% confidence
interval (CI). These results suggest that PLWHA with a
higher QoL have 0.193 times the odds of experiencing
elevated levels of depression compared to those with lower
QoL, indicating that QoL serves as a protective factor
against depression. Conversely, PLWHA who score higher
on perceived stigma is 2.787 times more likely to
experience higher levels of depression, highlighting
perceived stigma as a risk factor for depression.

The multivariate analysis presented in Table 2
demonstrates a significant relationship between poor QoL
and higher rates of depression among PLWHA, with QoL
serving as a protective factor against depression. This
finding is consistent with research conducted in Vietnam
and India, which also indicated that PLWHA with lower
QoL are more likely to experience elevated levels of
depression (25,26) This similarity in outcomes may be
attributed to the comparably poor QoL observed within the
sample populations, as detailed in Table 1.
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Table 2. Multivariate Analysis of factors associated with the level of depression in People Living with HIV/AIDS (PLWHA).

Variables B Wald p-value OR (CI 95%)
Gender 0.286 0.322 0.570 1.331 (0.496-3.571)
Age -0.312 1.328 0.249 0.732 (0.431-1.244)
Education attainment -0.320 1.966 0.161 0.726 (0.464-1.136)
Quality of Life -1.643 9.938 0.002 0.193 (0.070-0.537)
Perceived stigma 1.025 4.656 0.031 2.787 (1.098-7.069)
In contrast, research from Aceh and Bali, various questionnaires, which can influence data

Indonesia, indicates that a substantial majority of PLWHA
report a good QoL, with rates of 89.65% and 64.2%,
respectively. Nevertheless, the correlation between QoL
and depression remains consistent.(12,14) This suggests
that, despite geographical and cultural differences, the
protective effect of QoL against depression in PLWHA is
a widespread phenomenon.

Variations in QoL can be attributed to a range of
factors, including physical, emotional, and social
influences. Physical factors involve the management of
HIV symptoms and overall health, while emotional factors
pertain to mental health challenges and stress. Social
aspects include support systems, stigma, and social
integration.(11,29)

An individual's QoL is closely linked to their
mental health. The average age of the research samples,
which represents a productive stage of life, may influence
QoL, as the body's overall biological functions typically
decline with age. Poor QoL among PLWHA can lead to
depression, particularly due to social disconnection and
HIV-related challenges, such as psychosocial dysfunction,
weakened immune systems, and concerns about mortality.
Additionally, PLWHA often experiences heightened
depressive symptoms upon receiving an initial HIV
diagnosis, as this can be a traumatic event and a significant
source of stress.(19,30)

The multivariate analysis presented in Table 2
demonstrates a significant relationship between higher
levels of perceived stigma and increased rates of
depression among PLWHA, identifying perceived stigma
as a risk factor for depression. Similar findings have been
reported in studies from Western Ethiopia, Southern
Ethiopia, and Pematangsiantar, where stigmatized
PLWHA exhibit a higher risk of depression.(18,19,31)
This observation is particularly noteworthy given the
contrasting levels of perceived stigma; the research sample
in Southern Ethiopia predominantly reported high levels of
perceived stigma (69.5%), while the majority in Western
Ethiopia and Pematangsiantar reported low levels of
perceived stigma at 51.4% and 59.4%, respectively, as
shown in Table 1.

These variations may stem from
sociodemographic differences and the utilization of

105

interpretation. For example, the Five-Point HIV Stigma
Scale was employed in Southern Ethiopia, the Nine-
Question Perceived Stigma Measure in Western Ethiopia,
the Explanatory Model Interview Catalogue Community
Stigma Scale in Pematangsiantar, and the Modified Berger
HIV Stigma Scale in this research. This highlights the
complex interactions between stigma and mental health
and emphasizes its widespread impact, irrespective of
prevalence.

Differences in how PLWHA perceive stigma can
also be understood through the support they receive from
others and their own acceptance of their condition. When
PLWHA experience high levels of social support and self-
acceptance, they tend to feel less stigmatized.(18,24) The
fear of societal judgment due to HIV significantly
contributes to an increased perception of stigma.

Stigma is fundamentally linked to depression, as
individuals with HIV are often perceived as immoral or
unsafe. This perception reflects societal beliefs that
contribute to the discrimination and exclusion of PLWHA
from social activities, employment, education, and access
to healthcare. Ultimately, these factors can directly lead to
depression.(32)

Moreover, the level of stigma experienced by
individuals in the sample can directly impact their QoL.
For instance, stigma can result in discrimination against
PLWHA, which may reduce their willingness to seek
treatment and lead to poor adherence to ART. This, in
turn, can exacerbate their symptoms and ultimately
diminish their QoL. When stigma negatively affects QoL,
and QoL is closely linked to depression, both factors can
concurrently worsen the mental health of PLWHA,
contributing to increased levels of depression.

Depression is a complex condition influenced by
various factors, including gender, age, genetics,
socioeconomic status, and health conditions. For PLWHA,
the situation is further complicated by factors such as their
symptoms, perceived stigma, social support, adherence to
ART, side effects of ART, and overall QoL.(33) This
complexity is the theoretical framework of the research.

We acknowledge that our study has certain
limitations. Two notable limitations are its cross-sectional
design and the failure to account for other potential risk
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factors for depression in PLWHA, such as levels of social
support, adherence to ART, and side effects of ART. To
gain a more comprehensive understanding, further
research that specifically focuses on these factors is
essential.

CONCLUSION

Our findings emphasize the critical need to
address not only the medical conditions of PLWHA but
also the psychosocial factors that contribute to their overall
well-being and the burden of depression. Firstly, the link
between poor QoL and higher rates of depression
highlights the importance of assessing and improving QoL
as a means to mitigate depression among PLWHA.
Additionally, the significant correlation between perceived
stigma and depression underscores the essential role of
reducing stigma through social support, which can
potentially enhance both QoL and mental health outcomes.
Furthermore, recognizing the intricate interplay between
QolL, stigma, and depression underscores the necessity for
targeted interventions and holistic approaches that take
individual sociodemographic factors into account to
effectively support mental health in PLWHA.

Addressing the multifaceted challenges of
HIV/AIDS necessitates an integrated approach that
encompasses primary, secondary, and tertiary prevention
strategies. Primary prevention aims to reduce HIV
transmission through education, safe sex practices, and
harm reduction programs, often summarized by
Abstinence, Be Faithful, Condom use, Drug avoidance,
and Education. Secondary prevention focuses on early
detection and treatment, including routine HIV testing and
immediate access to ART. Tertiary prevention seeks to
enhance the QoL for PLWHA by addressing both physical
and mental health needs, reducing stigma, and providing
social support. Collectively, these strategies aim to
alleviate the burden of HIV/AIDS and improve overall
health outcomes.

To enhance these preventive efforts, targeted
programs for managing both physical and mental health
are essential, particularly for individuals in the productive
age group, as they can significantly improve QoL and
serve as a protective factor against depression.
Comprehensive stigma reduction campaigns, supported by
social networks, are equally crucial for promoting
inclusivity and alleviating the psychological burden
associated with stigma-induced depression. In addition,
community-based psychosocial interventions, such as
counselling and economic empowerment programs, can
further bolster the psychological well-being and
independence of PLWHA. These initiatives should be
complemented by policy advocacy for anti-discrimination
laws and stigma-free healthcare services.
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Finally, ongoing research and evaluation are
essential for understanding the risk factors associated with
depression and for assessing the effectiveness of health
promotion programs that have been implemented. By
integrating education, stigma reduction, psychosocial
interventions, policy advocacy, and research, a supportive
environment can be fostered to address the medical,
psychosocial, and structural needs of PLWHA. This
comprehensive approach is anticipated to significantly
improve their QoL, reduce the prevalence of depression,
and sustain positive health outcomes within the
community.
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