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Abstract
Background Living with HIV/AIDS is associated with negative emotional and bodily symptoms; however, there is paucity of
data on the prevalence and associated factors depression among this population. This study investigate the prevalence and
factors contributing to depression among HIV patients on anti-retroviral therapy (ART) in O.R. Tambo Eastern Cape, South
Africa.

Method This cross-sectional descriptive study involve 334 adults receiving ART in the two Community Health Centers in OR
Tambo District, Eastern Cape, South Africa. The Beck’s Depression Inventory (BDI-II) was used to collect data, in addition to a
semi-structured questionnaire on coping mechanism and challenges in seeking help with depressive symptoms. Multiple
logistic regression analysis were used to assess the factors associated with depression among the HIV patients.

Results The prevalence of depression among the HIV patients receiving ART was 44%, and the majority of the patient’s
depression fall within the borderline and moderate threshold. The prevalence of depression was signi�cantly highest among
females (71.0%; p < 0.0003) and unemployed (73.0%; p < 0.0014) HIV patients. Participants not bene�ting from any form of
social grant exhibited higher prevalence of depression (79%). Race (p=0.590), age (p=0.338) and married participants
(p=0.511) show no statistical signi�cant association between HIV and depression. Unadjusted logistic regression model
show being female (OR = 1.99, 95% CI: 1.23-3.23; p < 0.003) and unemployed (OR =1.73, 95% CI: 1.08-2.77; p < 0.014) were
signi�cantly associated with a likelihood of depression. Majority of the participants who could express their feelings of HIV
disease and challenges in accessing ART felt more depressed (85%) compared to those who could not express their feelings.

Conclusion The rate of depression among HIV/AIDS patients receiving ART is high. Early detection of depression and the
challenges associated with accessing treatment and treating would help in improving the compliance to treatment as well as
quality of life.

Background
Human Immunode�ciency Virus (HIV)/Acquired Immune De�ciency Syndrome (AIDS) is one of the most overwhelming
illnesses in the history of mankind. Global HIV statistics shows that out of 37.9 million [32.7 million–44.0 million] people
were living with HIV (end of 2018), 24.5 million [21.6 million–25.5 million] people were accessing antiretroviral therapy at the
end of June 2019. About 1.7 million [1.4 million–2.3 million] people became newly infected with HIV (end of 2018); 770 000
[570 000–1.1 million] people died from AIDS-related illnesses same year1.

It is no longer news that South Africa is one of the countries with highest number of people living with HIV globally.
According to Department of Statistics South Africa2, the estimated overall HIV prevalence rate is approximately 13, 5%
among the South African population. The total number of people living with HIV (PLWHIV) is estimated at approximately 7,
97 million in 2019. For adults aged 15–49 years, an estimated 19, 07% of the population is HIV positive. The disease, like
any other chronic illness, can have an effect not only on the immune system of the body but also on the psychiatry state of
the infected individual.  

Epidemiological analysis of reported HIV/AIDS cases reveals that HIV/AIDS is affecting mainly young people in the sexually
active age group. Women are disproportionately affected by HIV in South Africa. In 2017, 26% of women were estimated to
be living with HIV, compared to around 15% of men3. In 2018, 140,000 women and 86,000 men became HIV positive.  In the
same year, 4.7 million women were living with HIV compared to 2.8 million men4. Poverty, the low status of women and
gender-based violence have all been cited as reasons for this disparity in HIV prevalence5. The HIV prevalence among young
women is nearly four times greater than that of young men6.

In most developing countries, stigmatization of people who have terminal illnesses associated with social behaviors viewed
by the society as negative, does not only push the patients to being reclusive, but denied them the urge to seek necessary
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required medical attention; in some extreme cases, depression. Stigmatized people often show psychiatric symptoms7,  a
situation which leads to the de�nition of depression in some cases to be misinterpreted, even among clinicians, especially
when symptoms and diagnosis are considered. This leads to a confounding confusion that often results to patients and
family members portraying different things when they use the word depression, and some clinicians do �nd themselves
using the same word but lack a common understanding.

According to Alan and Heather7, depression is considered a pathological and pervasive state of mood, where a depressed
individual sees everything—self, world, and future—through a dark prism. These pathological signs include feelings of
helplessness, hopelessness, and worthlessness, among many. However, depression is not sadness, given that patients who
recover from depression often report being relieved to feel normal sadness again, though some of the depressive symptoms
include persistent sad, anxious, or “empty” mood7.

Depression is associated with both genetic (scienti�c) and negative life experiences (social). The two factors play parts in an
individual’s vulnerability to become depressed. This study however, considered HIV as some social aspects of etiology of
depression. Stigmatization, arising from HIV, constitutes part of negative life experiences which may leave traces on the
brain that adversely affect future responses to life circumstances and the probability of developing anxiety and depression.
However, HIV infection itself does not cause depression, nor does the progression of the disease automatically lead
to depression. Critical “crisis points” are common “entry” points of a depressive state in HIV-infected individuals. These crisis
points include but not limited to level of tolerance to discrimination, abuse and di�culties in accessing HIV-related therapy
such as easy access to ARVs, among many.

Depression is a mental disorder that is pervasive in the world affecting everybody irrespective of gender, race or age.  It does
not only pose a substantial public health challenge at social and economic level, but is also a signi�cant contributor to
global burden of disease affecting all communities across the world8. The correlation of HIV and depression is viewed from
the perspective that, HIV disease, like any other chronic illness, can have an effect not only in the body but also in the mind. A
number of reasons are cited for the presence of psychiatric disorders among people with HIV. The HIV infection enforces a
considerable psychological burden with depression seen as the most common psychiatric disorder among HIV-positive
adults8. In fact, the combined effects of the virus on the central nervous system, the psychological impact of living with HIV,
side effects of medication9 and results of social stigma and discrimination constitute some of the reasons for the high level
of mental disorders affecting people living with HIV. In addition, economic cost of treating the HIV disease and the di�culties
in accessing ART can trigger depression in HIV population. Two decades ago, WHO10 �ndings show that mental health
disorders are common and affect one in four individuals (24%) at some time in their life, though prevalence may vary from
country to country with the overall prevalence of depression at approximately 10%. In Africa, prevalence rates of major
depressive disorder11 ranges from 3% to 54%, meanwhile the prevalence of depression in HIV-positive individuals in South
Africa12 range from 5% to 20%.  Among South Africans living in rural communities, the prevalence of mental disorders is
reported to be 23.9%, and 4.8%, and depression is one of the major disorder13.  Moosa and Jeenah14 have reported a high
prevalence of comorbid depression among HIV positive individuals. The HIV infected South African population could then be
in danger of added burden of mental disorders in their lives. 

Depressed persons with HIV frequently become non-adherent with their treatment, which may lead to higher HIV viral loads,
higher infectiousness and poorer clinical outcomes15. When depressed, a patient exhibits symptoms associated with risky
behavior, non-adherence to medications and shortened survival16. Failure to recognize depression may endanger both the
patient and others in the community.

Despite the huge impact HIV/AIDS on public health, there is limited information about the prevalence of depression among
HIV patients on ART and the factors associated with depression them. Therefore, this study was conducted to establish the
prevalence of depression and associated factors among HIV patients receiving ART in the rural communities of O.R. Tambo
municipality of Eastern Cape, South Africa.
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Methods
This cross sectional study was conducted at Community Health Care Centers of Port St Johns (PSJ CHC) and Makhotyana
(MCHC), both in OR Tambo municipality of Eastern Cape, South Africa. The study was conducted on patients under HIV care
at the ART venters of Port St Johns and Makhotyana, OR Tambo municipality, Eastern Cape.  Three hundred and thirty four
patients (200 from PSJ CHC and 134 from MCHC) of age 18≥50 years that met the selection criteria were enrolled for the
study.

The study was approved by the Ethical Committee of Walter Sisulu University (protocol number 050/2017). Permission from
the Eastern Cape Department of Health was granted to conduct the research in the two Community Health Centers. The
purpose of the study was explained to the participants after which they were requested to sign informed consent forms
before the questionnaire was administered. Each patient was assured of con�dentiality, and that his or her replies would not
jeopardize bene�ts and privileges being enjoyed, neither would it, in a way prejudice the treatment given. Inclusion criteria
include adult patients under ART care, while patients with known history of psychiatric illness, who were bereaved recently,
female patient in post-partum period and patient not on ART were not included.

Instrumentation of data collection was structured questionnaire with interviews where necessary. To ensure reliability, the
questionnaire was translated from English to isiXhosa. A pilot study was conducted on 20 participants in Nyandeni
Makhotyana CHC using the XBDI-II. This enabled the necessary adjustments to the questionnaire. In order to minimize
selection bias, simple random sampling was done; where each individual was chosen entirely by chance and each member
of the population had an equal chance, or probability, of being selected. Data was collected using the structured
questionnaires and interviews. Contents of data instruments were taken from the Beck’s Depression Inventory revised tool
(BDI-II) and the Xhosa version of the BDI-II as translated by Steele and Edwards18. The prevalence of depression was
assessed using Beck’s Depression Inventory Scale which constitutes a total score of 63. A score of 0-9 is considered normal
(not depressed) or absence of depression.  The scores above 9 were considered to be depressed or to have presence of
depression.  Participants were required to select one option that best �ts the way that he or she felt in the past two weeks. 
The scale permits selections of four responses given a weight of 0-3 with numerical values of 0 (low) to 3 (high) to indicate
the degree of severity. In some categories, two alternative statements (2a and 2b) are preserve at a given level19. These are
then scored with a maximum total of 63.

Data analysis

Descriptive statistics of frequency and percentages was used. Logistic regression analysis was applied to examine factors
affecting HIV patients on ART. To estimate the chance of having depression, the odds ratio (OR) and corresponding
con�dence interval (CI) of 95% was calculated. A p-value less than 0.05 was considered statistically signi�cant. All analyses
were conducted with the Statistical Packages for Social Sciences, version 24.0 (SPSS, Chicago, IL, USA).

 In terms of statistical signi�cance, the value was set at a 95% con�dence interval level (p < 0. 05).

Results

The overall prevalence of depression (44%) is shown in figure 1, while characteristics of study population is

shown in table 1. Majority of the participants were Africans (99.1%), unemployed (66.8%), single (49.7%)

and were females (68.9%). Most of the participants were in the age category of 30-39 (27%).

 

Table 1: Socio-demographic characteristics of participants
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Variables Frequency Percentage
Gender    

 Male 10
 

31.1%

Female 230 68.9%
Race    

African 331 99%
Coloured 03 1%
White - -
Indian - -

Marital status    
Single 166 49.7%
Married 124 37.1%
Divorced   9 2.7%
Widowed 35 10.5%

Age (years)    
18-19 12 3.6%
20-29 62 18.6%
30-39 91 27.2
40-49 83 24.9%
>50 86 25.7%

Employment Status    
Employed 111 33.2%
Unemployed 223 66.8%

Receiving social grant      
Yes 65 19.5%
No 269 80.5%

 

Table 2 shows the demographic factors associated with depression.   Out of 334 participants, 147 (44%) were

con�rmed depressed (Figure 1), with varying degrees of depression. 

The prevalence of depression was signi�cantly highest among females (71.0%; p < 0.0003) and unemployed (73.0%; p <

0.0014) HIV patients. Although participants not benefiting from any form of social grant exhibited higher

prevalence of depression (79%) compared to those on social grants. Race (p=0.590), age (p=0.338) and

married participants (p=0.511) show no statistical significant association between HIV and depression. We

used unadjusted logistic regression models to examine factors related to depression (Table 2). In the model, being female

(OR = 1.99, 95% CI: 1.23-3.23; p < 0.003), unemployed (OR =1.73, 95% CI: 1.08-2.77; p < 0.014) were signi�cantly associated

with a likelihood of depression.

 

Table 2: Demographic factors and depression
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tors Presence of
depression

Absence of
depression

P-
value

OR (95% CI)

der Male 34 (23%) 70 (37%) 0.003 1.99 (1.23-3.23)

Female 113 (77%) 117 (63%)

e African 146 (44%) 185 (55 %) 0.590 0.634 (0.057-
7.056)

Coloured 1 (n<5) 2 (n<5)

groups 18-19 5 (3%) 7 (4%) 0.338 -

20-29 29 (20%) 33 (18%)

30-39 37 (25%) 54 (29%)

40-49 31 (21%) 52 (28%)

>50 45 (31%) 41 (22%)

ital Status Single 71 (48%) 95 (51%) 0.511 -

Married 52 (35%) 72 (39%)

Divorced 5 (3%) 4 (n<5)

Widowed 19 (13%) 16 (9%)

ployment
us

Employed 39 (27%) 72 (38%) 0.014 1.734 (1.084-
2.774)

Unemployed 108 (73%) 115 (62%)

eiving grant Yes 31 (21%) 34 (18%) 0.298 0.832 (0.483-
1.432)

No 116 (79%) 153 (82%)

Majority of the participants who could express their feelings of HIV disease and challenges in accessing ART

felt more depressed (85%) compared to those who could not express their feelings.

 (Figure 2).

Discussion
The overall prevalence of depression in this present study was 44%. This rate of depression falls within the lifetime
prevalence of depressive disorders range between 22 to 61% in HIV-positive populations20. The �nding of this study is in
comparison with the �ndings of WHO21 especially in the area of mental health disorders, which occur in all regions and
cultures of the world.

The �ndings of this study suggest that age of participants (p=0.338), marital status (p=0.511), race (p=0.590) and receiving
grant (p=0.298) are not associated with development of depression as these variables were not statistically signi�cant.
However, gender (p=0.003) and unemployment (p=0.014) were signi�cantly associated with depression among the
participants. The gendered dimension of the prevalence of depression in this present study is in comparison with Nogueira et
al. who reported an increased prevalence of depression among females22. These rates however, differ from the �ndings of
Bhatia and Munjal20 who did not �nd any signi�cant difference in depression according to gender. The high rate of
depression (77%) seen in females could be associated with several factors, among which are myriad burdens in everyday life
as a result of their social status and roles relative to men, which predisposes them to depression23.

 The fear and lack of trust of participants in this study to express their feelings could be due to stigma which can limit the
ability to access diagnostic and treatment services. Apparently, stigma   seemed to be common; and internalized AIDS
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stigmas were prevalent among people living with HIV/AIDS24.  Similarly, UNAIDS25 reports that the stigma attached to HIV
and the discrimination against the infected and their families, coupled with the psychological relation, often becomes more
complex and di�cult to deal with compared to other illnesses. Comparatively, there were more participants who experienced
di�culties in expressing their feelings (85%) as against the few who could easily express their feelings (15%) of depression,
as seen from the �ndings of this study. The underlying factors are not unconnected with social forces which create
overlapping and reinforcing stigmatized conditions that predispose individuals to HIV infections with limited ability to access
diagnostic and treatment services that eventually affect the uptake of critical services such as ART, even with improved
access.

Our study sought to establish prevalence of depression and associated factors that elucidate depression among HIV infected
patients in the two communities in OR Tambo municipality of Eastern Cape, South Africa. The mental wellbeing and quality
of life for people living with HIV and AIDS (PLWHA) is very important. These indices are known to delayed HIV disease
progression and prolonged survival, especially in low income countries and in sub-Saharan Africa26. Therefore, an increase
in access to highly effective antiretroviral therapy (ART) for PLWHA actually achieve these goals. The mental wellbeing of
people living with HIV on one hand appears to require an added attention to the provision of ART for ensuring prolonged
survival. Depressed persons with HIV frequently become non-adherent with their treatment, which may lead to higher HIV
viral loads, higher infectiousness and poorer clinical outcomes15. Studies have also shown that depressive symptoms have
been associated with risky behavior, non-adherence to medications and shortened survival16, and a rapid progression of HIV
to AIDS with an increase in mortality among PLWHA27. This explains the rationale of this study, since the objectivity to
accentuate factors responsible for depression are paramount.  Failure to recognize these factors and arrest them would
render both the patient and the larger community in danger (Urison, 2014).

Limitations of the study

The study only considered prevalence of depression in people living with HIV and AIDS, while other concepts surrounding
depression and stressors such as strain, con�ict, burnout and pressure were not addressed.  The instrument utilized for
collecting data was standardized and did not allow for in depth interview with the research participants. Also the instrument
utilized was a self-report instrument, which is subject to response bias. The sample was taken from two Health Care Centers
in O.R. Tambo and as such the study cannot be generalized to the whole population of O.R. Tambo District.

Recommendations

A similar study on a larger scale should be conducted that will include more males and members of other race groups aside
from the predominant blacks.  This should focus on how adults manage the depressive symptoms, with the
recommendation that provides diverse result of demographic factors and depression; and for the strengthening of protective
factors and reducing risk factors.

Due to the pervasive nature of depression and its consequences in people accessing ART further research on perceived
social support and stigma is thus vital which will further explore these issues.

Conclusion
The prevalence of depressive symptoms is high (44%) in HIV patients and depressive symptoms are associated with
demographic factors more than non-adherence to HAART. This implies that depressed HIV/AIDS patients faced more
demographic challenges than the tendency of not to follow up their treatment. This however, increases the possibility of
complications and poor prognosis. Gender (p=0.003) and unemployment (p=0.014) were found to be factors signi�cantly
associated with occurrence of depressive symptoms in HIV patients. Therefore, establishment of guidelines for routine
screening of mental health of HIV patients with depressive symptoms will improve both compliance with HAART and the
outcome of the treatment of the disease.
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Figure 1

Prevalence of depression among HIV patients on ART

Figure 2

Ability to express feelings of HIV disease and challenges in accessing ART
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