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Abstract: Problem statement: HIV infection is a multisystem disorder which casschronic
infections that lead to profound immune- suppressiwomen have always been a vulnerable section
of the society. They are doubly vulnerable duehto IV and malnutrition vicious cycle, which may
affect their Quality Of Life (QOL). There are difent literature reviews which suggest under-
nutrition, wasting due to HIV but it is importard know whether this under-nutrition affects their
Quality Of Life (QOL) of these vulnerable womefpproach: This cross sectional study recruited
female patients on antiretroviral therapy. Weidtgight, grip strength, Tricep Skin Fold (TSF) and
Mid Upper Arm Circumference (MUAC) were measuredtiént intake was calculated by 24 h recall
and food frequency questionnaire. WHO QOL-HIV BRE®&s used to assess QQResults: Among

55 patients, 32 (58.2%), 23 (41.8%) were asymptmneatd symptomatic respectively. The mean
adequacies of energy and protein for all the stbjeere 57.56 + 21.89, 61.27 + 28.50 percent
respectively. The Body Mass Index (BMI) of the syomatic were significantly (p = 0.009) lower
than the asymptomatic subjects, the mean beingd1© 86 (kg/m?2), with 27.3% having BMI < 18.5
(kg/m2). The mean TSF, MUAC, grip strength and heglmbin level were 10.66 + 4.36 mm, 23.72 *
3.43 cm, 16.12 £ 5.03 kg force and 10.8 + 1.3gé&dipectively. The scores of QOL were correlated
positively with all the parameters of nutritionghtsis. Grip strength and hemoglobin level were
significantly correlated (p = 0.01) with the scomsfour and five domains of QOL respectively.
Conclusion: Dietary intake was inadequate, which affected rh&itional status. Conservation of
muscle mass and maintenance of hemoglobin leveysimarove QOL in HIV infected women. Thus
there is a need for nutritional counseling and otharitional intervention.
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INTRODUCTION 2002). This is accompanied with an increase iniRgst
Energy Expenditure (REE). There is a slight inceeafs
Malnutrition has been one of the most commonREE in the asymptomatic phase, a great increase in
hallmarks of HIV disease for years. It is thoughptay = people with AIDS and greatest in those with active
a synergistic role in immunosuppressant initiatgd b secondary infection (Batterman, 2005).
HIV and has been proposed to be an independent risk The micronutrient status of the patients is also
factor for HIV disease progression (Smith, 1998).affected by HIV/AIDS and its medication. Among thes
Protein Energy Malnutriton (PEM) and wasting is micronutrients vitamin A, Vitamin C, selenium, Zjnc
common in HIV/AIDS patients. In Rajasthan, 67% HIV Calcium and iron are moderately affected (Tabgl.,
positive patients were suffering from PEM (Duital ., 2005). In a chronic disease like HIV/AIDS the Qtali
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Of Life (QOL) of the patients form an important asp ~ Escott-Stump, 2004) were measured with grip strengt
WHO has defines QOL as individuals’ perception ofdynamometer from OG Gileen Company Limited,
their position in life in the context of their cufe and Japan and Harpenden Caliper respectively.

value system in which they “live and in relationtheir Information on dietary intake was collected byi24
goals, standards, expectations and concernsfecall method and dietary pattern was collectedoloy
(WHOQOL HIV Group, 2004). frequency questionnaire. 24 h dietary recall wa®na

The relation between nutritional status and qualit with the help of katoris, spoons, glasses whichewer
of life is not well defined. There is evidence dfetent  standardized with commonly consumed recipes.
symptoms like chemosensory complaints of both smelstandardized models of chapatti, bhakri, fruitsacks
and taste leading to inadequate nutrient intake anfems were prepared and used for accurate data. To
reducing the quality of life of HIV/AIDS patients ,qcess the quality of life of the patients WHO QOL-
(Healdet al., 1998). However wasting also reduces the|_|IV BREF developed by the WHO group in 2002.
quality of life in HIVIAIDS patients (Testa and \yo 4 Health Organization HIV/AIDS quality of life

Lenderkmg,_ 1999). . . Group, 2002 was used with a minor modification.sThi
It is evident that the relation between nutritibna . . .
questionnaire had 32 facets and 6 domains.

status and quality of life still remains to be Udéd.
Therefore the objective of the study was to astess
nutritional status, quality of life and to examiifighere  Data analysis. BMI was calculated from the height and
is any relationship between them. Women were sadect Weight using the following formula:

as subjects as they were a vulnerable group and

incidence of HIV infection was increasing amongithe BMI = Weight (kg) / Height 2 (m)

MATERIALSAND METHODS All the food consumed was converted to raw
weight and nutrient intakes were calculated witk th
The present study was undertaken to study théelp of food consumption Table 1 (Gopalanhal.,
nutritional status, dietary intake and quality @& lof  1989). The intakes were compared with Recommended
women with HIV/AIDS. Dietary Allowance (RDA) for the nutrients for HIV

negative adult Indian women (Gopaletral., 1989 and

Sample selection: Fifty five HIV positive female nyitional adequacy was calculated in terms of
patients in the age group of 20-45 years were itectu percentage

The patients were recruited in a span of one mfsoth
Antiretroviral Therapy Centre in Calcutta School of
Tropical Medicine, Kolkata. All Subjects who were Nutritional adequacy %=
previously diagnosed to have HIV infection and were

taking Anti Retroviral Therapy (ART) and were wilg

to participate in the study were included. A writte It must however be noted that the RDA of HIV
consent was taken from each of the subjects angd thePositive women is more than normal HIV negative
were assured of complete confidentiality beforewomen owing to the catabolic nature of the disease.
administering the interview schedule. The study was Scoring of the questionnaire was done according to
cross sectional study and the subjects were caatact the WHO format World Health Organization
the hospital. The data was collected by intervigmitle ~ HIV/AIDS quality of life group, 2002.

patient in local languages.

Nutrient Intakex 10(
RDA for nutrient

Table 1: Clinical parameters of subjects
Tools for data collection: The interview schedule was Clinical Total Asymptomatic ~ Symptomatic
prepared to obtain information. The interview saled Parameters (n =55) (n=23) (n=32)
N ... Duration of 18.94+16.36 18.93+14.5 18.95+19.0

was used in pilot st_udy coqducted among HIV positiv ytection (Month)
women and after pilot testing, a few local foods@ve Duration of 12.47+12.87 14.31+13.11 9.1+12.35
added to the food frequency questionnaire. Weight, (A:gz (Montth) JA3A215L 75 260.034166.37  166.04562.34

. . . coun A2+ . .03+ . .04+82.
he|ght and Mid Upper Arm Circumference (ML_JAC) Cells L
(Shils, 2006) were measured by standard methods. Grcpa/cps 0.62+0.65 0.72+0.72 0.50+0.53

strength and Tricep Skin Fold (TSF) (Mahan andSource Primary survey, 2011 Kolkata
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Table 2: Daily mean nutrient adequacy dementia complex were less common. As observed
Subjects from Table 2 both energy and protein adequacy was
Nutrient Total Asymptomatic Symptomatic Iow._ Unlike protein and.e_nergy the fat mtakes0 loé t
adequacy (%) Mean + S.D. Mean+S.D. Mean+S.D. Subjects were moderate; it com_prlsed of 27.56%ef t
Energy 57.56+21.89 64.25+19.46 48.25x22.06 mean calorie intake. The mean intakg @arotene was
Protein 61.27+28.50 69.23+26.08 48.25+22.06 the lowest followed by iron, calcium vitamin C.
Calcium 48.83+56.03 59.0965.76 38.58+44.53 ; ; ; -
o 29 7841155 25 85408 09 2 68414 55 Different factors like anorexia, nausea, vomltllng,
B Carotene 22.48+49.65 26.43162.88 16.99:20.66 f00d .aIIergy, taste alterat!on and pain in SW&"“UVI_
Vitamin C 50.32+46.32 55.37+48.17 43.32+43.67 contributed to low food intake. Significant negativ
Source: Primary survey, 2011 Kolkata correlation was found between diarrhea, tubercsjosi

dementia, dysentery and constipation and nutrient

Sta.“s“cal ana|ySiS: The data were ClaSSified and intake_ The he|ghts of both asymptomatic and
tabulated. The results were expressed in termangfes  symptomatic patient were similar (Table 3). Unlike
percentages, means, standard deviation and meidian %eight, the mean weight of the symptomatic subjects
some cases). The other statistical analyses useeiwe \yas lower than the asymptomatic ones, results being
test for comparing asymptomatic and symptomaticstatistically significant (p = 0.009). The BMI ohe
subjects and Pearson’s correlation to correlate tW@ymptomatic group was also significantly lower in
Variab|eS. Cl‘anaCh’S A|pha was Used to f|nd out th%omparison to the asymptomatic Subjects (p = 0013)
reliability of the quality of life questionnaire. but in case of MUAC and TSF the results were not

statistically significant. When subjects were dimited

as per WHO categories majority 26 (47.3%) of the
+ éubjects had mild anemia (Hob 10-11.9 gm%iLThis
~.was followed by 19 (34.5%) moderately anemic (Hob
7- 9.9 gm dC*) patients.
It is important to note that the mean hemoglobin

RESULTS

The mean age of the study population was 30.5
years and more than half (31; 56.4%) of the subject
were below secondary level of education. Only 17

(24.5%) subjects were employed outside the hous‘?ével was lower in symptomatic than asymptomatic

Among the working women, most of them (12women) ~ o L .
were either widow or separated and had thesubjects and this difference was statistically ificgmt

responsibility to support their family. One third the (p = 0.006). Nutritional status was influenced imst

. . 3tudy by different factors like nutrient intakegepence
total study population was widowed and separateofo ortunistic infections and chronic disease
which indicated the heavy responsibilities thatsthe P '

women had to bear alone without any support apart Nutritional grade |mp.roved with increase n
from their HIV positive status. Eighty percent of energy adequacy of the subjects. The quality @ [if

women in the present study had at least one chitti a SCOTeS were reported in six domains gnd the totales _
the mean number of children and adults in the famil @"d the scores of the all the domains (except bkocia
were 1.47+ 1.05 and 1.31+1.37 respectively. Howevefelationship) were higher for asymptomatic subjécts
the mean income of the family of the subjects was Rthe difference was not statistically significant &y of
39156.36 + 40693.08 per annum. the above. The mean score was highest in sociahithom
The World Health Organization clinical stage and lowest in psychological domain (Table 4). Attes
classification (NAIDSCOI, 2007) was used to clagsif data collection, the reliability of this questiomeawas
the patients into 2 groups: asymptomatictested with the help of Cranach’s Alpha and theresco
(corresponding to stage 1 of WHO classification)l an for 32 items was 0.872.
symptomatic (stage 2-4). Table 1 shows that The data on illness in the last 15 days revealed
symptomatic women have lower CD4 counts than theircough and cold to be the most common (41.8%)
Opportunistic infections have been the hallmark fo symptom followed by dry itching skin (43.6%), cough
the clinical diagnosis of AIDS. Information regaidi  and fever (41.8%), abdominal pain, menstrual disord
opportunistic mfe_ctlon and chronic illness wasedied ;g night sweat. asymptomatic counterpart. This
from the case history report. In the present stuhst difference of CD4 count was significant at the leok

5 N .
prevalent .(34'5@ opportunistic  infection Was .05 (p = 0.018). The less common morbidity data
Tuberculosis. The second most prevalent was chronic

dermatitis and oral candidacies followed by peesist included body ache, tongue_les_ion, diarrhea, mouth
fever and persistent diarrhea while bronchitis AtBS ~ SO'€; dysentery, constipation and STI.
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Table 3: Nutritional status of subjects

Subjects

Total Asymptomatic Symptomatic
Anthropometric s e e
measure Mean SD Mean SD Mean SD
Weight (kg) 45.49 8.54 47.98 8.55 42.02 7.37
Height (cm) 151.45 5.37 151.53 5.01 151.33 5.94
BMI (kg m™) 19.84 3.60 20.85 3.24 18.43 3.67
T.S. F. (mm) 10.66 4.36 11.19 4.52 9.93 4.33
MUAC (cm) 23.72 3.43 24.34 2.57 22.87 4.27
Grip strength (kg force) 16.12 5.03 16.90 5.15 45.0 476
Hb (g dL™Y) 10.27 1.57 10.75 1.30 9.60 1.69

Source: Primary survey, 2011 Kolkata

Table 4: Quality of life scores of subjects

Mean score (+S.D)

Domains Total score Total Asymptomatic Symptomatic
Physical 20 11.5 +4.26 12.28+4.12 10.57+4.33
Psychological 20 10.18+3.40 10.67+3.55 9.49+3.290
Level of independence 20 11.07+3.48 11.53+3.27 HRA4
Social relationships 20 12.58+3.81 11.78+3.79 18374
Environment 20 11.82+2.68 11.89+3.02 11.71+2.19
Spirituality / Religion / 20 10.22+3.45 10.28+3.38 10.13+3.62
Personal beliefs (SRPB)
Total score (raw) 160 86.93+£17.39 88.4+18.38 8418338
Source: Primary survey, 2011 Kolkata
Table 5: correlation between nutritional status gudlity of life

Quality of life domains
Nutritional status Total score Physical Psychodabi Independence Social relation Environment SRPB
Weight (Kg) 0.476** 0.268* 0.464** 0.395** 0.159 061 0.022
Height (cm) 0.014 0.150 0.028 -0.167 -0.045 -0.022 -0.004
BMI (kg/m?) 0.454* 0.197 0.435** 0.435** 0.178 0.175 0.011
Grip strength
(kgforce) 0.457** 0.214* 0.451** 0.488** 0.034 0.85 0.112
MUAC (cm) 0.237* 0.073 0.216 0.288* 0.214 0.050 145
Skin fold (mm) 0.356** 0.187 0.327* 0.340** 0.257* 0.012 0.054
Hemoglobin
(gdL™h 0.478* 0.246* 0.394* 0.338** 0.194 0.334* 0.28

*: Correlation is significant at the 0.05 level tailed) **: Correlation is significant at the 0.0dvel (1- tailed)

The correlation between nutritional status andof energy and 1.5-2 gm Kgday® of ideal bodyweight
quality of life is given in Table 5. Here all the in case of protein (Mahan and Escott-Stump, 2004).
parameters, except height, were positively andEnergy and protein deficit leads to morbidity and
significantly correlated with the total score fauadity = mortality due to opportunistic infection (Forresteal.,
of life, with the level of significance being 0.Gdr  2002). Vitamin C like calcium had less than
BMI, grip strength, skin fold, weight and hemoglobi recommended intake but its adequacy was more than
level. Among different parameters, grip strengtld an the rest of the micronutrients. This can be attaduo
hemoglobin level were significantly correlated witte  the increased intake of guava and sweet lime is thi
scores of four and five domains respectively. Thusstudy as observed from the food frequency results.
conservation of muscle mass and maintenance of Inthe present study most of the subjects hadlyami
hemoglobin level improve quality of life in HIV support and came to the clinic with their care give
infected women. the study by (Wiget al., 2006) in North India social
domain also received highest scores. This was ithe o
domain in which the symptomatic patients scored

The nutrient intake of the patients was very low.higher than the asymptomatic; this can be attrdbtibe
This is of concern since the requirement of suchthe greater attention they received from their cavers
patients is 10-15% more than the normal RDA in caseue to their poor health. Disease morbidity usually
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resulted in higher deterioration of psychologicairéin  patients were under HAART. It is evident in several
of QOL. Further studies suggested that higher ireomresearches (McDermatt al., 2001; Heatlet al., 2002)

and education lead to better coping strategiessan®  that HAART leads to lipodystrophy, which may have
the study population was a representation of lowefgq 1o a decreased skin fold and MUAC measurements.
income group and majority of the women were belowyemagiobin level was positively correlated strongly

secondary level of education, the coping strategs w with physical domain which comprises of fatigue and
not good enough. This could be explained probaby d energpy Zmd it is known that fatiguelzjand breathlgmris

Egir;?r?iliikgretzrl)przo(l)o(;gte counseling of the patlents.one of the common symptoms of anemia. A study

In case of HIV, nutrition is an important factor claimed that an improvement in the hemoglobin léwvel

which affects quality of life. Better nutrition sne of ~an HIV/AIDS patient increased her quality of life
the key factors which helps in delaying AIDS intily ~ scores especially in the physical domain from 35 to
infected individual, thus leads to a better quatityife. ~ 43.9 using MOS instrument for measuring quality of
This was evident by the correlation of nutritiostdtus  life (Volberding, 2002).

with quality of life. The weight was positively and

significantly correlated with physical domain. Ses CONCLUSION

suggest that if the weight of the patient increabes . .
quality of life of the patient also increases (Hgehal., It is evident frqm thg results of the p_resent. ptud
2006). This may be because decreased weight is éHat. Fhe stage of |nfect|on_ affect.s the dietaryaket
important marker of disease progression and symptofjutritional status and quality of life of these wem
correlated with psychological and independencedietary intake which along with disease condition i
domain. Psychological domain comprises of bodyturn influences the nutritional status of the sotge
image which is affected by decreased weight. Deerea Lastly all domains of quality of life are affectday

in weight among Indian women of the lower socionutritional status in this study especially MUACdan
economic group makes them feel that they aremoglobin. Therefore intervention need to be painn
unattractive and this leads to a decrease iRiming to improve nutritional status primarily MUAC

psychological domain scores. In case of indeper&lencyng hemoglobin to improve the quality of life obte
domain lower weight is related to increased diseasg,men.

progression which leads to decreased activity, hitpbi
and work capacity wh|c_h comprises this domam. ACKNOWLEDGEMENT
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