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The work is on the influence of socioeconomic status of people living with HIV/AIDS (PLWHA) on their anthropometry, nutrition knowledge, and attitude, attending special treatment center (STC) in National Hospital Abuja, Nigeria. A cross-sectional study design was carried out in the STC and a total of two hundred and seventy [270 (150 men and 120 women)] PLWHA were used for the study. The PLWHA attend STC once in 2 months and subjects were grouped into 16 giving 4 groups per week since the center runs Monday through Thursday weekly and by 2 months, there were altogether 32 groups. Socioeconomic characteristics, nutrition knowledge and attitude, and anthropometric data were collected. Data were analyzed using descriptive statistics, chi-square, and regression analysis. The study revealed that 41.1% of PLWHA had poor knowledge of nutrition, 29.1% had both fair and good knowledge while 0.7% had excellent knowledge. A total of 52.8% had a positive attitude toward nutrition. The skinfold status of the respondents showed that 56.0% were malnourished, while their body mass index (BMI) revealed that 49.3% were normal. Gender (being female) and age (being young) had a significant (P < 0.01) influence on the BMI of PLWHA, while being female significantly influenced their skinfold status. Self-employed and being female were strongest (P < 0.01) positive predictors of nutrition knowledge, while low education had a negative influence on their attitude toward nutrition. Good nutrition knowledge, attitude, and improved socioeconomic characteristics are important tools in the care process of PLWHA, for sustainable healthy PLWHA, leading to a healthy society at large.

Keywords: PLWHA, nutrition knowledge/attitude, body mass index/skinfold thickness, socioeconomic characteristics, nutrition assessment


INTRODUCTION

Bijlsma (1) reported that AIDS is a disease caused by a retrovirus known as HIV which attacks and impairs the natural defense system of the body against disease and infection. Bijlsma (1) further stressed that HIV is a slow-acting virus that may take years to produce illness in a person. During this period, the defense system of an HIV-infected person is impaired, and other viruses, bacteria, and parasites take advantage of this “opportunity” to further weaken the body and cause various illnesses, such as pneumonia, tuberculosis, and oral thrush.

Human immunodeficiency virus (HIV) is one of the worst infections that have decimated the human population, especially in resource-compromised societies such as developing African countries. In Africa alone, nearly 25 million are living with HIV/AIDS, the vast majority of the adults in the prime of their working and productive age (2–4). About 15 million people in Africa are reported to have died of AIDS, while about 12.1 million children have been orphaned in Africa because of the infection (2). HIV infection constitutes a global public health emergency and is most prevalent in areas of the world where undernutrition is a serious concern. Despite tremendous advances in care for HIV infection and increased funding for treatment, morbidity and mortality due to HIV/AIDS in developing countries remain unacceptably high.

Globally, the HIV burden is least in the richest countries, however, in sub-Saharan Africa countries HIV prevalence is highest in the wealthiest countries. Nigeria is reported to be the second in the world with the highest number of new HIV infections reported each year and an estimated 3.7% (about 3.4 million) people of the population are estimated to be living with HIV (5). However, the rate of infection has reduced in Nigeria, as reported by Nigeria National HIV/AIDS Indicator and Impact Survey (2019) that, the prevalence of HIV in Nigeria is 1.4%.

Despite the recent reduction in the rate of infection, there is a need to scale up nutrition assessment and education is thus pertinent to slow the progression of the disease (4, 6). Nutrition appears to be one of the major factors that play a critical role in the prevalence of HIV/AIDS, yet it is taken for granted (4). Nutrition for rich people is satisfaction in the fact that there are no food items that are beyond reach; for the poor, there is consolation in the fact that only what can be afforded is eaten and for the average majority there is solace in the fact that there is no obvious problem with what to eat (4, 7). Knowledge means the ability to pursue and use information, while attitude indicates the result of making a reaction through some ways in some situations. Therefore, nutrition is a significant determinant of individual anthropometric status, which in deficiency state results in malnutrition. However, having access to food items is not enough but knowledge of nutrition and attitude toward nutrition is paramount to improve the nutrition and health status of people living with HIV/AIDS. Thus, the present study is targeted at the influence of socioeconomic status of people living with HIV/AIDS (PLWHA) on their anthropometry, nutrition knowledge, and attitude, attending a special treatment center (STC) in National Hospital Abuja, Nigeria.



METHODOLOGY


Study Design

The study was conducted at the STC, an out-patient clinic in National Hospital Abuja, Nigeria. National Hospital Abuja is a multidisciplinary tertiary hospital located in the Central district (phase II Garki) of Federal Capital Territory, Abuja. A cross-sectional study design was used to assess the influence of socioeconomic status on anthropometry, nutrition knowledge, and attitude of people living with HIV/AIDS attending STC Abuja, Nigeria. The population of the study was people living with HIV/AIDS attending STC in National Hospital Abuja, who are aged 18–64 years old.


Choice of Respondents

The respondents were out-patient HIV-affected individuals, and this was because the study has no required capacity to assess in-patient HIV-affected individuals. The study also considered those that have been HIV-positive for 2 years and above, in order to have a clear understanding of how socioeconomic status could influence their attitude toward nutrition and its knowledge and anthropometry, so as to draw a better inference in the study.




Sample Size Determination and Sampling Procedure

The sample size was calculated using the formula for a known population by Yamane (8):

n = N/1 + N(e)2

n = sample size

N = population size

e = level of precision required for the results

N = 5,405; e = 0.05.
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Therefore, the sample size for the study was three hundred and ninety-six (396).

Sampling procedure: Proportion allocation was used to select the number of men and women that were included in the study. Thus, the formula: ni = Ni/N × n Rajiv (9).

N = total population, Ni = total number of male/female living with HIV/AIDS, ni = number of male/female in the ith group. N = 5,405; n = 396, Ni = 2,800 (male)/2,605 (female). However, using the formula above;

For the male; ni = 2,800/5,405 × 396 = 205.

For the female; ni = 2,605/5,405 × 396 = 191.

The study population attends STC once in 2 months, and there ~4 weeks in a month. They were grouped since the center runs Monday to Thursday weekly.

For the first 4 weeks, there were 16 groups (groups I, II…IV per week) and by 2 months, the groups were altogether 32 groups. The number of PLWHA [males (205) and females (191)] were spread across the 32 groups, giving 6 male participants (205/32 = 6) and 6 female participants (191/32 = 6). The sample size (396) was the basis for the study, however, the total number of the PLWHA (both male (150) and female (120) subjects) that were used for the study was two hundred and seventy (270), which was about 68.2% response rate. Thus, in each group, there was a total of 12 subjects both male and female, but this was reduced to nine subjects (5 male and 4 female) per group due to the response rate. In each of the groups, the subjects were segregated by sex, and then, simple random sampling by balloting without replacement (Yes/No) was used to select the number of subjects required for the study on each day of visit. Everybody was given an equal opportunity to be picked and those that picked “Yes” were used for the study.

Ethical approval was obtained from the Ethical Committee National Hospital Abuja, allowing the researcher to use their subjects for the study.

Trained clinical nutritionists, registered dietitians, nurses, and laboratory scientists were used in the study to evaluate the out-patient HIV-affected individuals, through one-on-one interviews. Before administration of the questionnaires, written and/or oral informed consent was obtained from each patient after being assured of the confidentiality of volunteered information. Nutrition education including dietary counseling (given by the researcher) was the major incentive given to the participants after the data collection.



Data Collection

The structured and validated questionnaire was used to collect information on the background information and socioeconomic characteristics of PLWHA, their nutrition knowledge, and their attitude toward nutrition. The questionnaire was administered to the respondents during their scheduled appointments in the STC National Hospital, Abuja.



Anthropometric Measurement

Weighing scales and meter rules were used to obtain weights (in kilograms) and heights (in meters) of subjects, respectively, using standard procedure: subjects were weighed three times with minimal clothing and the average of the reading was recorded to the nearest 0.1 kg. The height was measured with subjects standing against a wall, their heel, buttocks, and vortex against the wall for their heights to be measured in centimeters. An average of two readings was recorded to the nearest 0.1 cm. Their body mass index (BMI) was calculated using (weight in kilograms/height in meters2) and recorded. World Health Organization (WHO) (10) classification of BMI (underweight, overweight, and obese) was used to classify the subjects into underweight, overweight, and obese. Skinfold thickness was also measured and calculated to the nearest 0.1 cm using a skinfold caliper.



Determination of Knowledge and Attitudinal Questions

Knowledge was assessed by the use of knowledge questions where a grading method was used to develop a nutritional knowledge index. A list of 15 nutrition-related questions was presented to the respondents and responses were marked and scored. For every correct response, 1 mark was given while for each wrong response a score of 0 was given. A respondent can score a maximum of 15 and a minimum of 0 in the knowledge section.

The attitude was assessed using a three-point scale (Likert scale). This method was used for grading the intensity of attitudes of the respondent toward adequate nutrition. The Likert scale comprised of one positive, a middle option that captures attitudes that are still uncertain and one negative, a score of 1 was given to “disagree,” a score of 2 was given to “do not know,” and a score of 3 was given to “agree,” so that a respondent could score a maximum of 45 and a minimum of 15 in the attitude section.



Data Analysis

Data were collected on the socioeconomic characteristics of the respondents, their nutrition knowledge, and attitude toward nutrition using a structured questionnaire, and analyzed. Nutritional status using anthropometric measurements (weight, height, and skinfold thickness) were measured and analyzed. The BMI was calculated and compared to WHO BMI standard, underweight (<18.50 kg/m2), normal (18.5–24.99 kg/m2), overweight (25–29.99 kg/m2), and obese (>30 kg/m2), and nutrition knowledge score was graded thus, Poor (39%), Fair (40%−49%), Good (50%−69%), and Excellent (>70%) while attitude was assigned thus, Disagree (0–1.50), Undecided (1.51–2.25), and Positive (2.26–3.00).



Statistical Analysis

Descriptive statistics (frequency and percentages) were used to analyze the categorical and continuous variables such as socioeconomic characteristics, knowledge, and attitude grades of the respondents. Chi-square was used to analyze the anthropometric status, while regression analysis was used to determine the influence of socioeconomic predictors on anthropometric status, nutrition knowledge, and attitude of PLWHA.




RESULTS AND DISCUSSION

Table 1 shows the background information and socioeconomic characteristics of the respondents. Few (31.3 and 36.8%, respectively) male and female respondents were aged 34–41 years of old. The higher percentage of this age range living with HIV was because at this age (20–58 years) young people experiment with sex and take risks. It is therefore not surprising that the higher number of the respondents belonged to this age group. The higher number of the respondents who belonged to this age range concurred with previous studies inside and outside of Nigeria (11, 12).


Table 1. Background information and socioeconomic characteristics of the respondents.
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Most (67.3%) of the male respondents were married while more than half (52.5%) of their female counterparts were also married. This suggests that men were more infected than women by HIV. This finding does not support the report by UNAIDS (13) who reported that more women were living with HIV/AIDS in sub-Saharan African than HIV/AIDS positive men. This study concurred with the study done in Nigeria (14).

The educational status of the respondents revealed that some (42.3 and 46.6%) of both male and female respondents, respectively, had tertiary education while few (38.3%) and (35.6%) respectively of both male and female respondents had secondary education. Therefore, amongst all the respondents, few (37.1%) and some (44.2%) had secondary and tertiary education respectively, while few (10.9%) of them had no formal education.

This finding is similar to previous studies from Ezechi (15) and Aliyu et al. (16) who stated that the high educational attainment of the respondents could be attributed to the location of the study area. Some (41.9%) of the male and few (37.6%) of the female respondents were civil servants, while few (32.4%) of the male and some (44.6%) of the female respondents were traders. The highest average monthly income amongst the male respondents was ₦41,000 and above (33.8%) while amongst the female respondents some (47.6%) earned < ₦10,000 monthly. The result also revealed that amongst the total respondents, a few (34.8%) of them earned < ₦10,000 monthly. Although the majority (93.1%) of the respondents were engaged in income-generating activity, their incomes of ₦10, 000 per month, or less indicated that the respondents were employed in low-paying jobs. This finding is in agreement with the study done by Sakhile et al. (17), where the majority of the respondents earned less income because they were engaged in low-paying jobs.

Table 2a reveals the nutrition knowledge status of the respondents, thus, less than half (41.1%) of the respondents had poor knowledge of nutrition, while 29.1% had both fair and good knowledge of nutrition, however, very few (0.7%) had excellent knowledge of nutrition. The respondents' mean nutrition knowledge score was 38.63 ± 17.53. The study revealed that more respondents had poor knowledge on adequate nutrition and this could be due to insufficient nutrition education during their visit to the hospital and/or due to being absent-minded and probably depressed as a result of their present condition. However, the importance of adequate nutrition for PLWHA cannot be overlooked. Akumiah et al. (18) reported that nutrition knowledge score was greater in those (PLWHA) that received sufficient education on nutrition compared to those who did not receive sufficient nutrition education. Furthermore, poor nutrition knowledge plays a key role in the rapid progression of HIV, and this is in line with the study by Muthamia et al. (19) who reported that adequate nutrition knowledge is also among key factors that determine the quality of life among PLWHA, although they have been largely overlooked, especially in resource-limited settings.


Table 2a. Nutrition knowledge status of the respondents.
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Table 2b shows the attitude of respondents toward nutrition. A little more than half (52.8%) of the respondents had a positive attitude toward nutrition while 47.2% of them were undecided about their attitude toward nutrition. The mean attitudinal score of the respondents on nutrition was 2.36 ± 0.36. The study showed that more of the respondents had a positive attitude toward nutrition. This validates the choice of respondents concerning the duration of the disease, which supports the view that prolonged exposure to HIV influences the endocrine secretion levels which in turn could influence their attitudes toward adequate nutrition, and thus, may indirectly affect their nutritional status. Furthermore, it could also be due to the fact that eating a variety of food in moderation is key to adequate nutrition and also the respondents had a good attitude that maintaining a healthy diet is their responsibility and that skipping meals is not good for their health. This is in agreement with the studies done by Bukusuba et al. (20) and Deyika and Thahira (21) that a good number of PLWHA understood that consumption of a balanced diet, fruits, and vegetables is necessary for good health, and skipping meals would increase the side effect of antiretroviral treatment. This, therefore, suggests that nutrition knowledge alone could not be sufficient enough to change dietary habits and/or practices, however, a positive attitude toward nutrition is important to healthy eating and more so, accessibility to nutrition sources.


Table 2b. Nutrition attitude status of the respondents.
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Table 3 reveals the anthropometric status of the respondents. Thus, 49.3% of the respondents had normal weight, of which 57.4% were male and 39.2% were female. The female respondents were found to be overweight more than their male counterparts; 25.0% of men and 32.5% of women had BMI equals 25.0–29.9 kg/m2. More so, 20.0% of female respondents were obese while 7.4% of their male counterparts were obese. There was a significant difference (P < 0.05) in the BMI status between male and female respondents, thus it was discovered that men had lower fat than their female counterparts. This is in line with studies by Walsh et al. (22) and Gideon and Olamide (23) that reported essentially lower fat in men with about 3.0% of the total weight vs. 12.0% in women. It has been reported that the higher fat percentage in women is due to sex-specific fat, such as breast, uterus, and other sex-related fat deposits (23).

The result also showed the skinfold status of the respondents where 56% of the respondents were malnourished; more than sixty-four percent (64.2%) of the men were malnourished than their female counterparts (45.8%) while 54.2% of the female had normal skinfold compared to 35.8% of the men. The chi-square showed that there was a significant difference (P < 0.05) among the male and female respondents concerning their skinfold status. Using triceps skinfold status, the male respondents were malnourished compared to the women and the percent body fat was significantly higher and/or normal in women than in men. This could be due to the fact that females tend to lay down more subcutaneous fat layers than males during the growth spurt at puberty. The finding of this study is in line with the study by Gideon and Olamide (23). However, malnutrition is a serious danger for PLWHA, even at the early stages of HIV infection when no symptoms are apparent, HIV makes demands on the nutritional status of the body (22).


Table 3. Anthropometric status of the respondents.
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Table 4 shows the influence of background information and socioeconomic status on the BMI, skinfold, nutrition knowledge, and attitude of the PLWHA. The BMI of the respondents was significantly (P < 0.01) positively influenced by gender (being female) but negatively influenced by age (being younger than 34 years). These variables contributed 7.6% in the variability of the BMI of the respondents. Female respondents were observed to have BMI values 2.63 kg/m2 higher than their male counterparts while young respondents had BMI values 1.89 kg/m2 lower than respondents 34 years and above. Gender was the only socioeconomic characteristic that had a significant (P < 0.01) and positive influence on the skinfold thickness of the respondents. The study showed that being female contributed 0.87% to the variability in the skinfold thickness and women had skinfold thickness 5.23 cm higher than the men. Gender (being female) and age (young age) had an influence on the BMI while being female alone influenced the skinfold thickness of the respondents. This could suggest that women are more likely to adhere to treatment regimens and have access to health services than men, and this may have contributed to having a better BMI and skinfold thickness than their male counterparts. Thus, an increase in BMI and skinfold thickness are indications of improvement in physical health which helps to increase self-confidence. However, the study is in contrast with the study by Yen et al. (24) where male patients had a better BMI and skinfold thickness than their female counterparts. They further suggested that better BMI and skinfold thickness contributed to the quality of life of PLWHA, increase self-confidence, infuse a sense of independence wherein they (PLWHA) move around and feel accepted in the environment they stay in.

The result also suggested that young age influenced the BMI of PLWHA. This could be due to the fact that young adults may be particularly susceptible to inadequate dietary intake due to the stigma associated with HIV/AIDS. This may also lead to undernutrition and thus, could have contributed to the low BMI reported in this study compared to those aged 34 years and above. This is in agreement with a study by Lori et al. (25) that young PLWHA is invariably exposed to many of the same risks for higher BMI that are relevant to the general population, however, due to the stigma associated with HIV/AIDS, they tend to live discriminately.


Table 4. Influence of socioeconomic characteristics on nutritional status of people living with HIV/AIDS.
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Table 5 reveals that type of occupation and gender were the strongest (P < 0.01) and positive predictors of nutrition knowledge of the respondents. The study revealed that being a civil servant, self-employed, or female contributed 11.3% to the variability in the nutrition knowledge scores of the respondents. Respondents who are civil servants had a nutrition knowledge score (14.84%) higher than others, while self-employed respondents had a nutrition knowledge score (10.2%) higher than those that are neither self-employed nor civil servants.


Table 5. Influence of socioeconomic characteristics on the nutrition knowledge and attitude of people living with HIV/AIDS.
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Female respondents also had a 6.28% score in nutrition knowledge more than male respondents. From the study, the type of occupation (civil servant and/or self-employed) and gender (female) influenced the nutrition knowledge of the respondents. This could be attributed to their level of exposure and/or quest to living healthy and as such, they may be open to knowledge on nutrition such as dietary diversity and also nutrient-dense foods, as it concerns the management of HIV/AIDS thereby reducing the risk of opportunistic diseases. The study is in line with the study by Muthamia et al. (19) thus, nutrition knowledge influences the choice of nutrient-dense foods that are high in nutrients compared to their (PLWHA) weight.

The attitude of the respondents was significantly (P < 0.01) predicted by gender, educational status, and marital status, which contributed 7.4% to the variability of the attitudinal score. The study showed that low educational status and being single negatively influenced the attitude of the respondents toward nutrition. Respondents with low educational status had an attitudinal score of 0.15 points lower than those with high educational status while respondents who are single or not living with their spouse were 0.12 points lower in their attitude compared to those that are living with their spouse. However, female respondents had a higher attitudinal score (0.15 points) than the male respondents. Low educational status and being single had a negative influence on the attitude of the respondents toward nutrition. This may be due to lack of interest which could influence their attitude toward nutrition and/or with low educational status, they may have low-paying jobs with low-income generation and as such may feel less concern toward nutrition with the belief that a good and nutritious diet is expensive. The finding is in agreement to some extent with a study by Liu et al. (26) that most patients with HIV have no education, focus on only the drugs they have been given, and that they have a poor attitude toward nutrition in fulfilling the nutritional needs of the antiretroviral therapy in helping them to live longer with a better quality of life. More so, low and/or no education can predispose PLWHA to inadequate dietary intake which invariably increases the risk of opportunistic diseases, and thus, their immune system is compromised.



CONCLUSION

From this study, it can be seen that background information and socioeconomic characteristics such as education and occupation have a significant influence on the anthropometry of people living with HIV/AIDS. Thus, nutrition knowledge and attitude is not a standalone tool, however, proper education, occupation (good paying job), and of course, high income are important variables, which when in place and sustained, will promote the anthropometric and health status of people living with HIV/AIDS thereby leading to a healthy nation at large.
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