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ABSTRACT

Objective: The objective of this article was to investigate the biopsychosocial factors that 
influence adherence to treatment and the quality of life of individuals who have been suc-
cessfully following the HIV/AIDS treatment. Methods: It is a cross-sectional study carried out 
with 120 HIV positive participants in the south of Brazil. Among the variables studied, of note 
are: perceived stress, social support, symptoms of anxiety and depression and quality of life. 
Results: The results show that a moderate to high adherence to the treatment paired with a 
strong sense of social support indicate a higher quality of life. Conclusion: The combination 
of social support and antiretroviral treatment have an impact on physical conditions, impro-
ving immune response and quality of life.

RESUMO

Objetivo: O objetivo deste artigo foi investigar os fatores biopsicossociais para adesão e 
qualidade de vida de pessoas que vivem com HIV/AIDS bem-sucedidas no tratamento de 
saúde. Métodos: Trata-se de estudo transversal realizado com 120 participantes portadores 
de HIV do sul do Brasil. Entre as variáveis estudadas, destacam-se: estresse percebido, suporte 
social, sintomas de ansiedade e depressão e qualidade de vida. Resultados: Os resultados 
apontam que a adesão ao tratamento moderada para alta com boa percepção do suporte 
social indica melhor qualidade de vida. Conclusão: O suporte social e o tratamento antirre-
troviral têm impacto nas condições físicas, promovendo aumento na resposta imunológica 
e na qualidade de vida.
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INTRODUCTION

The treatment of people living with HIV/AIDS can trigger psy-
chological reactions, such as anxiety and depression, which 
require them to receive special attention and, at times, psy-
chological support. Upon finding out about possible adverse 
effects of medications, either from reading the medication 
insert or obtaining information from professionals or friends, 
some patients will experience more severe symptoms1. 

The anxiety symptoms seen in HIV carriers are related 
to uncertainties regarding the evolution of the disease and 
clinical progress, as well as fear of pain, suffering and physical 
deterioration, treatment and death2. These symptoms can 
also be characterized as a response to stressful situations, 
which vary according to the interpretation of each person.

Depression is commonly associated with the presence of 
negative beliefs regarding the disease and feelings of hope-
lessness that impair the person’s motivation to take care of 
his health and undermine confidence in his ability to cope 
with the demands of treatment17. Manifestations of anxiety 
can occur in specific ways, such as: the fear of having in-
fected partners and/or children; the apprehension towards 
disclosure of the diagnosis and fear of implicit and explicit re-
jection; changes in the therapeutic regimen due to failure or 
intolerance; variations in CD4+ T cell count and in viral load; 
and the difficulties associated with safe sex. 

Social support helps people with chronic diseases, such 
as HIV/AIDS, adapt to their conditions and can mitigate the 
impact of prejudice and discriminatory situations. It contri
butes to a greater adherence to treatment and an increase 
in quality of life. From this health-illness process perspective, 
many HIV carriers face an impact on their quality of life, which 
is understood as a person’s perception of his position in life 
within the context of culture and system of values, in rela-
tion to his objectives, expectations, standards and preoccu-
pations3,4. Quality of life related to health involves concepts 
associated with one’s own health, functional status, psycho-
logical well-being, happiness and satisfaction of needs1. 

However, the non-existence of a cure for most chronic 
diseases has revealed that measuring quality of life is indis-
pensible to the evaluation of treatment strategies and their 
cost-benefit analysis. Measuring quality of life becomes an 
important tool to guide the allocation of resources and the 
implementation of health programs. It is an important fac-
tor in the knowledge of mental health professionals, in pa-
tient’s adherence to treatment (medical and pharmacologi-
cal) and in understanding the role of psychosocial aspects 
such as stress, anxiety, depression and social support, which 
help strengthen adherence to treatment and improve qual-
ity of life.

It is worth highlighting that, with the advent of antiret-
roviral drugs, there has been an increase in survival time and 
an improvement in the quality of life of HIV patients, lead-

ing to a change in life expectancy. Due to this change in the 
current outlook, the psychosocial aspects involved have also 
changed, resulting in diminished fear of imminent death and 
a necessity to restructure one’s life to live with the new situa
tion. In this sense, it includes the possibility of maintaining 
established relationships with people from work, family and 
one’s community, as well as the possibility of forming new 
relationships with new people. 

For these reasons, this article investigates the psychoso-
cial factors that influence the adherence to treatment and 
the quality of life of individuals living with HIV/AIDS in treat-
ment.

METHODs

This is cross-sectional study. 

Participants

This investigation had the participation of 120 adults, male 
and female, between the ages of 18 and 65, diagnosed as 
HIV/AIDS carriers. All of them had been undergoing antiret-
roviral treatment for at least one month and were patients 
of the public health services in Porto Alegre, Rio Grande do 
Sul. The criteria for participation included: being older than 
18 years of age, undergoing antiretroviral treatment that had 
started at least one month before the investigation, agreeing 
to participate in the investigation and being younger than 
65 years of age (due to the comorbidity that can exist in older 
patients). The criteria for exclusion included: pregnancy; the 
presence of mental illness that impedes comprehension; 
and psychotherapy.

Instruments

The study used the following instruments: questionnaires re-
garding sociodemographic data and clinical status – age, sex, 
education, relationship status, employment status, time of di-
agnosis, stage of HIV infection, antiretroviral therapy used, T 
CD4+ lymphocyte count (immune system) and viral load.

Beck Depression Inventory: comprising 21 items, with a 
scoring system based on variable responses of 0 to 4 (absent, 
light, moderate and heavy), this inventory makes it viable to 
quantify the intensity of the symptoms6. The Cronbach coef-
ficient obtained was alpha 0.91.

Beck Anxiety Inventory evaluates the intensity of clinical 
anxiety (self reported) using 21 scored items with a minimum 
value of 0 and a maximum value of 63, the highest score cor-
responding to the highest level of anxiety7. The Cronbach 
coefficient obtained was alpha 0.92. 

Perceived Stress Scale (PSS): the PSS is based on 14 ques-
tions with response options varying on a scale from 0 to 4 to 
indicate stress level. Scores can vary from 0 to 568. The Cron-
bach coefficient obtained was alpha 0.87. 

Psychosocial factors in HIV treatment
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Social Support Scale for People Living with HIV/AIDS: an 
instrument used to measure perceived social support and 
the patient’s sense of contentment. It has been validated in 
Brazil9, is composed of 24 items, and is divided into two fac-
tors: emotional support and instrumental support. The Cron-
bach coefficient obtained was 0.96.

The World Health Organization’s Instrument for Evalua
ting Quality of Life (WHOQOL-HIV Bref): Brazilian version10 
that evaluates the generic quality of life of people living 
with HIV/AIDS, (comprising) 31 items constituted by six do-
mains: Physical, Psychological, Level of Independence, Social 
Relationships, Environment and Spirituality/Religiousness/
Personal Beliefs10,11. The Cronbach coefficient obtained was 
alpha 0.77.

CEAT-HIV – Questionnaire for evaluating adherence to 
antiretroviral treatment: developed and validated for the 
Brazilian version12,13, it aims to identify the level of adherence 
to antiretroviral treatment (low/insufficient, regular or strict) 
of people who live with HIV/AIDS. The instrument is com-
posed of 20 questions. The Cronbach coefficient obtained 
was alpha 0.85.

Procedures for collecting data 

The instruments were applied on an individual basis by the 
researcher himself or by a trained team member in a reser-
ved room at a public health service location, over the period 
of an hour. The medical records of the participants were also 
accessed, in order to collect data on the biological markers 
for viral load and CD4+. Exam records were requested from 
NGO members for the purpose of verifying the biological 
markers. All the information was kept confidential. 

When the need for urgent psychological care was iden-
tified, the participant was referred to the Therapeutic Care 
Service (SAT in Portuguese) of the AIDS Support and Pre-
vention Group of Rio Grande do Sul (GAPA/RS abbrev. in 
Portuguese). If the participant agreed to participate in the 
intervention-research, he would await a phone call from the 
research team. 

Procedures for analyzing data  

The sociodemographic data, clinical status and psychological 
aspects of this study were submitted to variable frequency 
analysis. The correlation between psychological aspects and 
biological markers was analyzed using a Pearson correlation 
coefficient. The association of psychosocial factors involved 
in the adherence to treatment and quality of life of people 
living with HIV/AIDS was undertaken using a chi-squared 
association test and afterwards a logistic regression analysis. 

Logistical multiple method regression analysis uti-
lized Forward Stepwise (Wald). The association of categoric 
variables with adhesion to treatment was analysed by univa-
ried logistical regression to include the variables in the mod-

el, and the criteria of the value-p up to 0.25 was adopted for 
inclusion. The adjustment of the logistical regression model 
(capacity of discrimination) was made from the area ob-
tained below the ROC curve. The level of significance used 
was 5% and the data acquired was calculated and analyzed 
using the Statistical Package for Social Sciences 17 (SPSS) for 
Windows. 

Ethical procedures

The study adhered to the established norms for human rese-
arch (Resolution CNS nº 196/96). The anonymity and confi-
dentiality of the information obtained from medical records 
and responses to research instruments were guaranteed. The 
study was approved by the Committee on Research Ethics of 
the Pontifical Catholic University of Rio Grande do Sul (CEP-
-PUCRS decision nº 08/04228) and by the Ethics Committee 
of the Nossa Senhora da Conceição Hospital Group (CEP-
-GHC decision nº 101/08). Participants identified as in need 
of specific treatment were referred to psychological care. 

RESULTS

Participants were between 20 and 65 years old (A = 42.08 years, 
SD = 8.74), 50.8% were male and 56.7% were single. Sexual 
orientation, when reported, was predominately heterosexual 
(77.5%). The sample was composed of people living with HIV/
AIDS selected from three healthcare locations, the São Lucas 
Hospital Infectology Clinic (43.3%), Conceição Hospital Group 
(GHC abbrev. in Portuguese) (34.2%) and a non-governmental 
organization, The AIDS Support and Prevention Group of Rio 
Grande do Sul (GAPA/RS abbrev. in Portuguese) (22.5%). 

With regards to employment status, 57.1% of the partici-
pants were unemployed. In terms of socioeconomic status, 
the participants were predominately lower middle class 
(63.3%). 79.2% of the complete sample reported that they 
did not use psychiatric medication. With regards to mode 
of infection, sexual transmission stood out above all others 
(77.5%). 

The time living with an HIV infection varied between 2 
and 264 months, with an average of 97 months, equivalent 
to eight years of infection. The mean viral load (copies/ml) 
identified was 456.72 copies per milliliter, with 68.3% of the 
sample exhibiting an undetectable viral load.

On average, participants took four pills daily, varying from 
one to six pills. The most common combinations of medi-
cations were two nucleoside analog reverse-transcriptase 
inhibitors (NARTIs) + one non-nucleoside analog reverse-
transcriptase inhibitor (NNRTI) (50.8%).

Regarding perception of one’s own health, 76.6% did not 
consider themselves to be ill and when asked “is there some-
thing wrong with you?” 56.7% reported saying everything 
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was fine. It can be observed that of the problems described, 
24.8% referred to psychological conditions (signs of anxiety, 
sadness, fear, low self-esteem and guilt), followed by 14.5% 
that reported problems related to physical health (lipodys-
trophy, vision problems, leg operations, abdominal issues, 
hepatitis, immune deficiency, HIV). 

On table 1, with relation to symptoms of anxiety, 49.2% 
of the sample presented minimum levels, with a mean score 
of 14.17, which is equivalent to a light degree. With relation 
to symptoms of depression, 54.2% of the participants pre-
sented a low level of depression with a mean score of 14.15, 
which is equivalent to a light degree. 

With relation perceived stress the raw score mean 22.14 
(SD = 11.05). The variability of the score is from 0 to 56; note 
that the score are low-mean in relation to the stress percep-
tion in this study. In relation to social support, it was observed 
that the greatest average fell within factor 1 (M = 3.56; SD = 
1.00), which represents emotional social support. Factor 2, 
which represents instrumental support, obtained a mean of 
3.41 (SD = 0.99). 

In relation to the grade of adherence, participants pre-
sented a greater percentage of strict adherence (48.3%), 
followed by regular adherence (47.5%) and lastly low/insuf-
ficient adherence (4.2%). One can observe strict and regular 
account for most of the percentage, totaling 95.8%, pointing 
to an adherent sample in this study.

In the assessment of quality of life, one can observe the 
highest average in domain III, level of independence (M = 
14.53; SD = 2.7), which relates to mobility, daily activity, de-
pendence on medication or treatment and work ability. This 
is followed by domain IV, social relations (M = 14.35; SD = 
3.5), which refers to personal relationships, social support, 
sexual activity and social inclusion. Next is domain V, envi-
ronment (M = 14.04 SD = 2.66), which includes physical secu-
rity, housing, finances, care (access to quality health care and 
social assistance), information (acquisition of new informa-
tion and new skills), leisure time, physical environment (pol-
lution/noise/traffic/climate) and transportation. The sample 
featured a global mean of 14.65 (SD = 3.67). 

On table 2 we can observe an inverse correlation between 
anxiety and adherence (r = -0.407; p < 0.001), as well as a 
negative correlation between depression and adherence (r = 
-0.523; p < 0.001). The total score of perceived stress showed 
an inverse correlation with adherence to treatment (r = -0.416, 
p < 0.001). Emotional social support – factor 1 (r = 0.441; p < 
0.001) and instrumental social support – factor 2 (r = 0.339; p 
< 0,001) show highly significant correlations with adherence. 

Domain II – psychological (r = 0.422; p < 0.001), domain 
III – level of independence (r = 0.403; p < 0.001), domain IV 
– social relationships (r = 0.492, p < 0.001), and domain V 
– environment (r = 0.529; p < 0.001) showed a highly signifi-
cant correlation with adherence. What stands out the most 
is domain V – environment, since this data can be related to 

the population in this study having good adaptation to living 
conditions and access to healthcare and to information. 

Domain VI – spirituality/religion/personal beliefs (r = 
-0.250; p < 0.001) showed a significant indirect correlation 
with adherence. Religion and spiritual beliefs did not prove 
to be a resource that contributed to adherence to treatment 
of the HIV/AIDS carriers in this study. Only domain I – physical 
did not present a correlation with adherence.

Table 1. Presentation of means and standard deviations of 
anxiety symptoms, depression symptoms, perceived stress, social 
support, quality of life and adherence to treatment observed in 
people who have HIV/AIDS (N = 120)

Variables % f Mean Standard 
deviation

Anxiety levels (BAI)    

Minimum 49.2 59

Light 26.7 32

Moderate 12.5 15

Severe 11.7 14

Total score 14.17 12.59

Depression levels (BDI) 

Minimum 54.2 65

Light 15.0 18

Moderate 23.3 28

Severe 7.5 9

Total score 14.15 12.59

Perceived stress (PSS)

Raw score 22.14 11.05

Social support

Emotional – Factor 1 3.56 1.00

Instrumental – Factor 2 3.41 0.99

Degree of adherence to 
treatment (CEAT-VIH)

Low/Insufficient 4.2 5

Regular 47.5 57

Strict 48.3 58

Total score 75.78 10.28

Quality of life (WHOQOL-
HIV BREF)

Domain 1 – Physical 11.61 2.00

Domain 2 – Psychological 13.50 2.40

Domain 3 – Level of 
independence

14.53 2.7

Domain 4 – Social 
relations

14.35 3.5

Domain 5 – Environment 14.04 2.66

Domain 6 – Spirituality/
religion/personal beliefs

10.33 3.04

Global quality of life 14.65 3.67

Psychosocial factors in HIV treatment
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Table 2. Correlation between anxiety symptoms, depression 
symptoms, perceived stress, social support, quality of life and 
adherence to treatment in people living with HIV/AIDS (N = 120)

Variables
CEAT VIH Total score

r p

Anxiety levels (BAI)
Total score

Depression levels (BDI)
Total score

Perceived stress (PSS)
Total score

Social support 
Emotional – Factor 1
Instrumental – Factor 2

-0.407

-0.523

-0.416

0.441
0.339

< 0.001

< 0.001

< 0.001

< 0.001
< 0.001

Quality of life (WHOQOL-HIV BREF)
Domain 1 – Physical
Domain 2 – Psychological
Domain 3 – Level of independence
Domain 4 – Social relations
Domain 5 – Environment
Domain 6 – Spirituality/religion/personal beliefs
Global quality of life

.134
0.422
0.403
0.492
0.529

-0.250
0.483

0.140
< 0.001
< 0.001
< 0.001
< 0.001

0.006
< 0.001

Pearson’s correlation. 

Table 3. Test of χ2 for association between sociodemographic va-
riables, clinical status, low/insufficient or regular adherence to treat-
ment and strict adherence in people living with HIV/AIDS (N = 120)

Variables Low and regular 
adherence (f) Strict adherence (f) Total  

(n = 120) p

Gender
Male
Female

30
32

31
27

61
59

0.579

Level of education
Elementary school
High school
College

33
25
4

21
26
11

54
51
15

0.054

Employment status
Employed
Unemployed

24
37

27
31

51
68

0.427

Perceived health
Very bad orbad
Neither bad nor good
Good or  very good

9
15
38

2
8

48

11
23
86

0.022

Social class
Low
Middle

26
36

7
51

33
87

< 0 .001

Perceived HIV stage
Asymptomatic 
Symptomatic/AIDS

15
47

29
29

44
76

0.003

Table 4. Univariate logistic regression by the “enter” method of 
the variable adherence to antiretroviral therapy as a function of 
the numeric variables (depression levels, anxiety levels, perceived 
stress, social support and quality of life) in people living with HIV/
AIDS (N = 120)

Variables OR CI 95% p

Age
Anxiety levels (BAI)

Total score
Depression levels (BDI)

Total score
Perceived stress (PSS)

Total score
Social support 

Emotional – Factor 1
Instrumental – Factor 2

1.021

0.962

0.930

0.936

1.969
1.749

0.980-1.064

0.932-0.994

0.897-0.965

0.901-0.973

1.312-2.953
1.176-2.602

0.324

0.018

< 0.001

0.001

0.001
0.006

Quality of life (WHOQOL-HIV bref)
Domain 1 – Physical
Domain 2 – Psychological
Domain 3 – Level of independence
Domain 4 – Social relations
Domain 5 – Environment
Domain 6 – Spirituality/religion/
personal beliefs  
Global quality of life

1.272
1.358
1.260
1.228
1.465
0.938

1.238

1.048-1.543
1.136-1.623
1.084-1.464
1.090-1.385
1.217-1.763
0.832-1.058

1.098-1.395

0.015
0.001
0.003
0.001
0.001
0.299

0.001

OR: odds ratio.

In table 5, the analysis carried out by the stepwise method 
identified that the independent predictors for adherence to 
treatment are: social class, perceived stage of HIV infection, 
domain I – physical and domain V – environment, which re-
fers to physical security, financial resources, social services, 
healthcare, opportunities for access to new information, 

Calvetti PÜ et al.

The study investigated the association between sociode-
mographic variables, clinical status and adherence to treat-
ment (low/insufficient, or regular or strict) in people living 
with HIV/AIDS and successfully receiving treatment (see Ta-
ble 3). In relation to the sociodemographic variables, the two 
groups did not differ in regards to sex, employment status, 
marital status or sexual orientation. The results point to an 
association between social class and adherence (p < 0.001). 
The perception of being in middle class favors a climb in ad-
herence from regular to strict. A limit association between 
education level and adherence was also observed (p = 0.054).

In the investigation regarding clinical status, the two 
groups did not differ in the relation between HIV transmission 
and use of psychiatric medication. The results highlighted a 
relationship between perceived health and adherence (p = 
0.022) and between the stage of HIV infection and adherence 
(p = 0.003). The perception of being in good health and the 
asymptomatic stage favored adherence to treatment. 

In table 4, we can see that the variables that stand out 
in maintaining adherence to treatment are: depression lev-
els (OR = 0.930; p < 0.001), perceived stress (OR = 0.936; p 
= 0.001), emotional social support (OR = 1.969; p = 0.001), 
instrumental social support (OR = 1.749; p = 0.006) and over-
all quality of life (OR = 1.238; p = 0.001). Regarding quality of 
life, the most noteworthy predictors of healthcare treatment 
belonged to domains I – physical, which refers to pain and 
discomfort, energy and fatigue, sleep and rest (OR = 1.272; p 
= 0.015); II – psychological (OR = 1.358; p = 0.001); III – level 
of independence (OR = 1.260; p = 0.003); IV – social relation-
ships (OR = 1.228; p = 0.001); and V – environment (OR = 
1.465; p = 0.001).

J Bras Psiquiatr. 2014;63(1):8-15.
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leisure time, physical environment and transportation, all of 
which contribute to quality of life. The success rate of the 
logistic regression model developed was 77.4%, having cor-
rectly classified 86 of 120 participants from the sample in re-
lation to their adherence to treatment.

ly, lowers immunity and increases virological response16 and 
the progress of AIDS, and deteriorates quality of life17. In one 
previous study18, it was highlighted that people with depres-
sion, anxiety or generalized panic responses were approxi-
mately twice as non-adherent than those without a psycho-
logical disorder. Other studies19,20 report that symptoms of 
depression have an inverse relationship with social support 
in people who live with HIV/AIDS. 

Worries and fear of adverse consequences can negatively 
influence the adherence to treatment. In addition to gastro-
intestinal problems such as nausea, vomiting, diarrhea, gas 
and acid reflux that frequently occur at the beginning or 
change in pharmaceutical treatment, anatomical and meta-
bolic alterations can manifest as a result of lipodystrophy19.

The results show a significant correlation between do-
main II – psychological and adherence to treatment but no 
relationship between domain I – physical and adherence. 
Note that the majority of the participants regarded their per-
ceived health to be good. 

The perception of social interactions with other indivi
duals can increase self respect, self esteem and self confi-
dence in people living with HIV/AIDS, reducing the percep-
tion of stigmatization3. Support systems are part of a wider 
scope of people’s lives, encompassing relationships estab-
lished with schools, work, religious centers and health insti-
tutions. A previous study21 corroborates the results obtained 
in this study that identify living conditions and social support 
as variables predictive of adherence to treatment. 

Satisfaction with emotional social support predicts a bet-
ter perception of quality of life22. Corroborating the results 
obtained in the present study, other studies23 show that 
social support can be a factor in reducing the negative im-
pact of being HIV positive on the lives of patients. A network 
of social support can be a useful strategy for adherence to 
treatment and improving quality of life. Other studies12,15,17 
point to a significant correlation between social support and 
adherence to antiretroviral treatment.

Symptomatic patients with AIDS who present signs or 
symptoms of the disease presented a larger number of 
significant correlations between quality of life (physical 
domain; social relationships; spirituality, religion and per-
sonal beliefs) and religious well-being in comparison to 
the asymptomatic group13. In the current study, there was 
no significant correlation between domain VI – spirituality, 
religion and personal beliefs and adherence to treatment. 
Note that the greater percentage of participants perceive 
themselves to be in good health and do not present signs 
or symptoms of the disease. It could be that domain VI 
presents as more salient in the population with perception 
of regular or poor health and with signs and symptoms of 
the disease.

The capacity for autonomy, social support, access to 
healthcare and information are more prominent in the po

Table 5. Multivariate logistic regression by the “Forward Stepwise 
(Wald)” method of the variable adherence to antiretroviral therapy, 
step 4, independents variables, in people living with HIV/AIDS  
(N = 120)

Variables OR CI 95% p

Social class (1 = middle)
Perceived HIV stage (1 = symptomatic) 

3.5250
0.346

1.229-10.080
0.138-0.871

0.019
0.024

Quality of life (WHOQOL-HIV bref)
Domain 1 – Physical
Domain 5 – Environment   

1.276
1.415

1.010-1.613
1.158-1.728

 0.041
 0.001

OR: odds ratio.

The area 0.815 > 0.80 (see ROC Curve), considered the 
discrimination of the logistical model as being excellent, or 
rather, the four independent variables which were obtained 
in the Stepwise model explained adhesion or not to treat-
ment well.

Figure 1. ROC Curve.
Diagonal segments are produced by ties
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DISCUSSION

From this study one can infer that the participants with high 
scores in emotional social support present higher rates of 
adherence to treatment and quality of life. Studies point to 
the relevance of social support to confronting the disease as 
a factor in maintaining adherence to treatment and impro-
ving quality of life13, as well as an association between avai-
lability and satisfaction with social support, psychological 
well-being, adherence to treatment and positive perception 
of one’s quality of life14,15.

Anxiety and depression symptoms can contribute to 
non-adherence to antiretroviral therapy which, consequent-

Psychosocial factors in HIV treatment
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pulation of this study in relation to the perception of quality 
of life. Social support strengthens adherence to treatment 
and quality of life, and is a security factor that attenuates the 
impact of the disease and of the treatment.

One can observe in this investigation that the predictive 
factors for maintaining adherence to treatment are social 
class, perceived stage of HIV infection, domain I – physical, 
domain V – environment and quality of life. With regards to 
social class, the middle class presents itself as the reference 
point for adherence, as does the asymptomatic stage of the 
disease. In relation to quality of life, people in antiretroviral 
treatment that feel physically well and show no manifesta-
tions of collateral effects, fatigue or sleepiness are more 
adherent. It’s worth noting that HIV carriers who feel good 
about their financial situation and secure in relation to the 
organization of their lives, who have good living conditions 
and access to healthcare and information (education) tend 
to better adhere to treatment.

We point out the importance of understanding the bio-
psychosocial aspects implicated in adherence to treatment 
in improving the quality of life of people who live with HIV/
AIDS. However, it’s known that antiretrovirals can cause col-
lateral effects in the short term (nausea, vomiting) and in the 
long term (lipodystrophy, dyslipidemia), which have an im-
pact on quality of life24.

A study on the psychosocial impact of lipodystrophy has 
shown deficiencies in self-image and difficulties in social and 
sexual relationships23. The study identified attitudes charac-
terized by avoidance due to shame related to a new body 
image, as well as sexual difficulties due to a perception of 
being sexually unattractive. Other researchers25 point out 
that the stigma surrounding the disease can cause people 
to develop signs and symptoms of depression that weaken 
the immune system and therefore the effectiveness of treat-
ment. 

It was ascertained that satisfaction with social support 
is associated with adherence to treatment. The importance 
of social support was made evident by its influence on the 
availability of encouragement, positive reinforcement and 
motivation for self-care, as well as attenuation of stimuli that 
negatively interfere with adherence to treatment14. Social 
support and psychological well-being were related to adher-
ence to the antiretroviral treatment. 

Because of the prejudice and discrimination situations 
still observed toward HIV positive persons, people with HIV/
AIDS may experience isolation and restrict their social rela-
tionships, exerting a negative impact on the maintenance 
and organization of their support networks. Patients without 
support or with insufficient support from family members, 
friends and/or significant affective relationships tend to ex-
hibit more difficulties with adherence to treatment16. 

Medical and psychosocial evaluations of patients make it 
possible to identify the modes by which they confront the ill-

ness and the difficulties in accepting and living with the diag-
nosis. Healthcare teams should take these aspects into con-
sideration when preparing treatment plans. Psychological 
care (individual or group therapy) should be made available 
to patients depending on their evaluations. Other activities, 
such as participation in support groups or in non-govern-
mental organizations, may also be valid and useful for the pa-
tient to learn various forms of dealing with being HIV positive, 
through sharing experiences with other participants24.

CONCLUSION

The results of the current study reveal a correlation between 
social support, quality of life and adherence to treatment. 
Psychological aspects, such as anxiety, depression and per-
ceived stress, are shown to have an inverse correlation with 
health improvement of patients living with HIV/AIDS. It can be 
inferred that the social network is a health protection factor 
with regards to treatment and quality of life in this population.

Social support plays an essential role in moderating stress 
related to the health-illness process, involving issues such as 
fear of death, abandonment by family and friends, job loss 
and social responses to being HIV positive. The results reflect 
the need develop strategies to strengthen social support 
as a factor in promoting adherence to treatment and qual-
ity of life. Furthermore, they call for investments in training 
psychologists and other healthcare team members to offer 
counseling on prevention and on the treatment of people 
living with HIV/AIDS.

The study brings to the attention of healthcare profes-
sionals the following predictive biopsychosocial factors in 
adherence to treatment by patients with HIV/AIDS: social 
class, stage of HIV infection, domain I – physical and domain 
V – environment, and quality of life. The results reveal that 
the people in the sample present regular to strict adherence 
to treatment, feel good about their physical health and have 
access to healthcare and information about the disease. All 
are aspects that reinforce adherence to treatment. 

We find that the psychological and social needs of those 
living with HIV/AIDS have changed as new antiretroviral 
therapies are developed, which suggests improvement in 
quality of life and feelings of hope. Identifying the factors 
that facilitate adherence to treatment by HIV/AIDS patients 
makes it more feasible to plan and develop new psychologi-
cal interventions that are adequate to the needs of those 
who live with the disease. 
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