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ABSTRACT

AIMS: To compare depression, anxiety, stress,
and related factors among women and men with
human immunodeficiency virus (HIV) infection.

SETTINGS AND DESIGN: In this
cross-sectional  survey conducted between
January and April 2018, 200 participants with
HIV/acquired immune deficiency syndrome
(AIDS) attending Consultation Centers.

MATERIALS AND METHODS: Participants
with HIV/AIDS were interviewed using the
Depression, Anxiety and Stress Scales
questionnaire (DASS21).

RESULTS: There were significant associations
between marital status of women and the level
of depression (P < 0.05). However, the mean
depression and anxiety in women are greater
than men (P < 0.05), and the mean stress in men
is greater than women (P < 0.05).

CONCLUSIONS: HIV infection is related with
psychiatric disorders. According to the results,
women are more vulnerable to depression and
anxiety and they need more care. Management
of these psychiatric disorders is very important
and requires innovative  comprehensive
approaches.

KEY WORDS: AIDS, Anxiety, depression,
HIV, stress

INTRODUCTION

Human immunodeficiency virus (HIV) infection
and acquired immune deficiency syndrome
(AIDS) is a global epidemic that has been
reported from all countries. Worldwide, the rate
of infected adults is approximately thirty-seven
million, 50% of which are women. It is
estimated that two million and five hundred
thousand children under the age of 15 are living
with HIV or AIDS.

The number of HIV infections in India is
difficult to ascertain and the subject of ongoing

Available online: https://pen2print.org/index.php/ijr/

Page |163


https://pen2print.org/index.php/ijr/
https://pen2print.org/index.php/ijr/

International Journal of Research
Available at https://pen2print.org/index.php/ijr/

e-ISSN: 2348-6848
p-ISSN: 2348-795X

®
O 4

Volume 06 Issue 2
February 2019

controversy. In late July 2003, NACO released
new figures indicating that there were between
3.82 million and 4.58 million Indians living with
HIV/AIDS during 2002, of whom 38.5 percent
were women. NACO also estimated that there
were 610,000 new HIV infections in 2002.
UNAIDS estimated that between 2.6 million and
5.4 million Indians were living with HIV/AIDS
at the end of 2001, with adult prevalence at 0.8
percent.

Low overall prevalence masks crucial
differences among regions, states, and
subpopulations. There are growing localized
HIV epidemics in India. The heaviest impact of
the epidemic is currently being felt in six states
that have been classified as "high prevalence":
Maharasthra, Tamil Nadu, Karnataka, Andhra
Pradhesh, Manipur, and Nagaland. Moderate-
prevalence states such as Gujarat and Goa also
contain hard-hit districts.

The first case of HIV infection in India was
reported in 1986. In 1987, HIV sentinel
surveillance and AIDS case identification was
launched. Initially, HIV spread among female
sex workers and their male clients, STI clinic
patients, and professional blood donors. It
subsequently began to spread among populations
including women attending antenatal clinics.

In July 2003, NACO announced that there has
been a decline in HIV transmission through
blood/blood products, from 6.07 percent of all
new infections in 1999 to 2.99 percent in 2002.
HIV transmission via IDU had also declined,
from 5.29 percent of new infections in 1999 to
2.87 percent in 2002. The percent of HIV
transmission  attributed to  mother-to-child
transmission had increased, from 0.33 percent in
1999 to 2.61 percent in 2002. It is difficult to
determine actual prevalence among MSM in
India, given that NACO has only recently
collected data on MSM and in only two
surveillance sites.

India’ HIV prevalence estimates are based solely
on sentinel surveillance conducted at public
sites. The country has no national information

system to collect HIV testing information from
the private sector, which provides over 80
percent of health care in the country. Moreover,
most Indian laboratories do not adhere to quality
assurance standards for HIV testing.

Overall, only 21 percent of general population
respondents had no incorrect knowledge of HIV
transmission.  Among  higher-risk  groups,
misperceptions were far less prevalent. Twenty-
seven percent of MSM perceive themselves to
be at very high risk of acquiring HIV. Among
IDUs, 35 percent perceive themselves to be at
very high risk of contracting HIV. Only 17
percent of sex workers perceive themselves to be
at very high risk of contracting HIV/AIDS.
Moreover, whereas 21 percent of brothel-based
SWs perceived themselves at very high risk of
HIV, only 14 percent of non-brothel-based SWs
reported this level of perceived risk.

The major drugs being abused in India are
opium, heroin, morphine, buprenorphine,
diazepam, cannabis, pheniramine, promethazine,
nitrazepam, spasmorproxyvon, codeine
phosphate, cocaine, ecstasy, amphetamine type
stimulants, antihistamines, and codeine-based
cough syrup. Epidemiological surveys and rapid
assessment studies show that polydrug abuse is
growing. The health of many drug users is often
poor. Many IDUs do not inject properly and as a
result experience ulcers, abscesses, cellulitis,
and throbophlebitis. Many are undernourished,
and a substantial number have experienced a
drug overdose.

Among IDUs, 45.2 percent injected two to three
times a day, whereas 16.1 percent injected more
frequently. Fifty-three percent of respondents
reported injecting buprenorphine, followed by
heroin (34 percent), crack (22 percent),
dextroproxyphene (6 percent), tranquilizers (3
percent), and cocktail of heroin and cocaine (1
percent). Forty-one percent of IDU respondents
reported sharing (i.e., using) previously used
needles/syringes. About 83 percent of
respondents who cleaned HIVV/AIDS in India 12
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needles/syringes in the past month reported
using cold water for cleaning; 9 percent used hot
water, 2 percent used bleach or alcohol, and 1
percent boiled needles/syringes.

The majority of drug users in India are male.

However, use of drug treatment data may
underestimate the number of female drug users,
with women addicts a hidden population. There
is great stigma attached to women seeking
assistance for drug use, and women's ability to
access treatment is hindered by their myriad
responsibilities and workloads (e.g., child care).
Drug abuse by women in the northeast is
believed to be growing.

In July 2003, Dr. Meenakshi Datta Ghosh,
project director of NACO, stated that HIV/AIDS
is no longer affecting only high-risk groups or
urban populations, but "is gradually spreading
into rural areas and the general population.” In
the eyes of many critics, the allocation of only
$38.8 million of the government’s own funds
(excluding funds from the World Bank and other
donors) over the period 1999-2004 is a major
indication of insufficient  governmental
commitment. Critics also argue that there is
inadequate governmental response in the area of
IDU and MSM interventions. Although the
national policy on HIV/AIDS addresses
discrimination, there is no national legislation on
HIV/AIDS-related discrimination to serve as an
implementing instrument

Negative thinking and stigma in society against
AIDS lead to many social issues, like physical
and mental health problems in affected patients,
leading to many difficulties in their useful
activities and interests. Infected individuals are
so vulnerable to many changes in their whole
lives including reduction in self-confidence and
self-esteem, decrease in daily functions and
social activities, increase in sense of
vulnerability, disorganized thinking, and also
physical symptoms. Moreover, frequent visits to

the doctor, the high cost of drugs, and also the
side effects of drugs lead to the reduction of
quality of life.[5] Depression is the most
common secondary complication related to HIV,
AIDS and the most common psychiatric disorder
in these individuals. The prevalence of
depression among HIV-positive patients is about
57% and it has been reported more than 5 times
of the general population. HIV-positive
individuals with depression may have more
painful experiences without any symptoms or
physical signs. Long-term studies on HIV
population  show  significant  correlations
between general health, physical and work
performance, and psychiatric disorders like
depression, anxiety, and stress.

People with HIV infection have many
psychological problems, and the most common
of these are depression and anxiety. These
difficulties are rooted in stigma and
discrimination in society. Many of those infected
are ostracized and forced to become isolated.
Much research in this area suggests that the
labeling and stigma is associated with
depression and low self-esteem. Due to stigma
and discrimination, people with high-risk
behaviors are reluctant to do any voluntary HIV
test.

Stress is the physiological response to a stressor,
when the body reacts to a challenge. Stress
typically describes a negative condition or a
positive condition that can have an impact on the
person’s mental and physical well-being.
Long-term or chronic stress weakens the
immune system and leads to disease
susceptibility and makes the body prone to
depression.People who suffer from a chronic
disease such as HIV infection or cancer have a
various range of psychiatric disorders. The risk
of psychiatric disorders in individuals with HIV
is 7-37% more than the normal population.
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Dropping out from school, unemployment,
addiction to drugs and substances, stigma, and
social harms are the most important risk factors
in people with HIV infection for becoming
depressed.

The most common psychiatric disorder in AIDS
patients is depression. Depression is a state of
low mood and aversion to activity that can affect
a person’s thoughts, behavior, feeling, and sense
of well-being. Depressed people can feel sad,
anxious, empty, hopeless, worried, helpless, and
worthless.[9] Moreover, depression can affect
physical ability and performance. Probability of
depression increases since the HIV test becomes
positive. Depression is associated with many
symptoms including feelings of sadness, loss of
interest or pleasure, sleep and appetite
disturbance, lack of sexual drive, impaired
attention, memory, and concentration. Mortality
in depressed women is higher compared with
non-depressed patients.

Anxiety is an unpleasant feeling of fear, worry,
and uneasiness that is often accompanied by
restlessness, fatigue, problem in concentration,
muscular tension, sweating, and palpitation.
Like depression, anxiety is a common
psychiatric disorder observed in people living
with HIV.

Depression and anxiety may have an effect on
HIV/AIDS progression, but demographic
variables and CD4 cell count and immune
response can also have an important role in
disease progress.[13] It seems that depression
plays a role in reducing the number of CD4
cells. Studies disclosed that stress reduction has
a beneficial impact on the clinical course of the
disease.

Stigma in HIV-positive women reported much
greater, and more women are at risk of
depression. Addicted women living with HIV

have a low quality of life and suffer from mental
disorders which can be correlated with poverty.
Demographic variables, drug use, social roles,
and social support have important proportions
for predicting the risk of detection of depression,
anxiety, and stress. Mortality rate in women with
HIV/AIDS who suffer from chronic depression
is much more than those who have less or no
depression signs. Stressors such as receiving a
positive test result and doubt for beginning of
treatment and multiple testing increases the risk
of mental disorders. Due to the increased
prevalence of HIV/AIDS in the country and the
importance of mental health in these patients,
researcher want to survey the comparison of the
depression, anxiety, and stress and related
factors, among women and men with HIV
infection.

MATERIALS AND METHODS

This cross-sectional survey was carried out with
200 women and men referred to behavioral
diseases consultation centers, between March
and May from the Nanded district of
Maharashtra state. The women and men were
interviewed using the Depression, Anxiety, and
Stress Scales questionnaire (DASS 21). This
questionnaire was translated into Marathi
language by skillful translators and researchers
are confident that its concepts were not lost in
translation. We also used demographic
questionnaires that contained the gender, age,
educational level, marital status, numbers of
children, and the way of infection. Moreover, all
subjects were told that they could stop the
interview at any time during the study. The data
were analyzed using Statistical Package of
Social Sciences (SPSS) software, version 20
(SPSS, Chicago, IL, USA). The characteristics
of the participants are presented as mean
standard deviation (SD) or number and
percentage. All outcomes were compared using
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the variance test. Differences between variables
were determined using a t test and chi square
test. The significance level was set as P < 0.05.

RESULTS

According to the study, 200 volunteers
participated in this study of which 100
individuals were females and the remaining 100
individuals were males. Their characteristics and
sociodemographic are listed in Tables 1 and 2.
The comparisons show that there are not
significant differences between demographic
characteristics and the way of infection with
HIV/AIDS in participants [Table 1]. There were
significant associations between marital status of
women and the level of depression (P < 0.05).
However, there were no correlation between
marital status, age, and educational level and
anxiety and stress in women participants. It
seems that the mean level of depression is higher
in the unmarried, widowed, and divorced
women (P < 0.05). There were no significant
association between marital status, age,
education and depression, anxiety, and stress in
men participants (P > 0.05) [Table 2]. However,
the mean depression and anxiety in women are
greater than men (P < 0.05), and the mean stress
in men is greater than women (P < 0.05) with
95% confidence interval [Table 3].

DISCUSSION

This cross-sectional study was conducted to
investigate the comparison of the depression,
anxiety, and stress and related factors, among
women and men with HIV infection. The results
reveal that the level of depression and anxiety
are significantly greater in women than men, the
level of stress is higher in men than women and
this condition has correlation with other factors
including marital status. It seems that the level
of depression is higher in the unmarried,
widowed, and divorced women (P < 0.05).

However, there were no correlation between
marital status, age, and educational level and
anxiety and stress in women participants. It
seems that the mean level of depression is higher
in the unmarried, widowed, and divorced
women (P < 0.05). There were no significant
association between marital status, age,
education and depression, anxiety, and stress in
men participants (P > 0.05). Unmarried women
are the most vulnerable group for the health
difficulties. It seems that the strongest variable
for the psychic disorder is marital status.
Marriage itself does not prevent social and
economical problems; however, it can act as a
barrier against to external stimuli that produce
stress. Husband’s support is a very effective
defense against stress.

The data reveal that three participants in women
group had been infected from their HIV-positive
mothers in the prenatal period. It is important to
focus on the infected women for the
management of some strategies including family
planning, childbearing, prenatal, and postnatal
care. These results show that living with
HIV/AIDS can be stressful and the
psychosomatic symptoms like depression and
anxiety are seen in these groups. Moreover,
depression, anxiety, and stress can have an effect
on the progression of the disease and reduce the
effect of the drugs that are used for the infection.

Changes in health status like common cold or
unexplained pain for individuals with HIV/AIDS
were imagined to be an indication of an
exacerbation of HIV/AIDS and hence escalated
to depression. Several studies have reported that
the rate of depression, anxiety, and stress is seen
more frequently in people with HIV/AIDS.
Morrison et al. reported that depressive disorder
and more symptoms of depression and anxiety
are higher in HIV-seropositive women than
HIV-seronegative ~ women  with  similar
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demographic characteristics. We report the same
and also a significant relationship among
depression, anxiety, and stress and the infected
persons. For most participants, the depression
was worsened by stigma and labeling of
disclosure, they were worried about the stigma
related to HIV, with a sex worker or an injection
drug user. Also, they were concerned about
being rejected by their family. In addition,
behavioral factors like substance abuse and risky
sex can play a role in psycho-immune

relationships. Connecting HIV and sexual health
precautions and reproduction is widespread
method to provide people with economical
approaches to prevention, treatment, care, and
support. It seems that resorting to human rights
statement and the constitution, society must
consider HIV a social phenomenon, regard the
infected as patients, and finally take a
humanitarian stance to find a solution for this
problem.

Table 1: Characteristics of the infected women and menl

Characteristic Female (n=100) Male (n=100) P
Age, (year) 36+7.37 41+8.63 >0.05
Transmission

Intercourse 4 (4.0) 9(9.0) >0.05
IDUs* 48 (2.0) 70 (70.0) >0.05
Vertical 3(3.0) - - >0.05
Others 45 (45) 21 (21.0) >0.05

1Values are given as the mean£SD, p, t-test, *Injection drugs users

Table 2: Sociodemographic data concerning the infected women and menl

Variable Female (n=100) Pb Male (n=100) P2

Age (year) 36+7.37 >0.05 41+8.63 >0.05

Educational level

Elementary 30.0 >0.05 30.0 >0.05

Diploma 46.0 >0.05 41.0 >0.05
College 24.0 >0.05 29.0 >0.05

Marital status

Married 77.0 >0.05 59.0 >0.05

Single 10.0 <0.05 26.0 >0.05
Widower 3.0 <0.05 6.0 >0.05

Divorce 10.0 < 0.05 9.0 >0.05

1Values are given as number. 2By the X2 test, the t test, or analysis of variance

Table 3: Comparison depression, anxiety, and stress among females and males

Variable Group (n=100) Mean+SD1 P2
Depression Females 8.15+2.1 0.0003
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Males 6.35+1.7
Anxiety Females 3.97£1.5 0.0004
Males 3.15+1.4
Stress Females 6.95+1.9 0.0005
Males 13.19+2.0

1,2Values are given as the meanSD, p, t-test, 3Depression level between females and males, 4Anxiety
level between females and males, 5Stress level between females and males. SD: Standard deviation.

Due to the rise in the number of infected
women and men in the world, and also women’s
need for dominant care in all societies and their
vulnerability to depression, it is particularly
important to manage these psychosomatic
disorders. HIV infection is related with
psychiatric disorders. It seems that, women are
more vulnerable to depression and anxiety and
they need more care. Management of these
psychiatric disorders is very important and
requires innovative comprehensive approaches.
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