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Abstract

Purpose This study investigates the relationship among

perceived satisfaction from social support, hope, and QOL

of PLWHA.

Method A cross-sectional in design was applied, among a

sample of 160 HIV-infected persons receiving treatment,

care, and support from eight community-based NGOs.

QOL was assessed using the WHO (QOL)-26 tool, and

social support was assessed by use of a modified Sarason’s

Social Support Questionnaire. A Hope Assessment Scale

was also developed.

Results The non-family support network was greater than

family support network. Overall satisfaction from social

support and hope was significantly correlated with QOL;

the greatest effect of social support was on environmental

functioning, and the lowest was on social relationships,

emotional support was less a predictor of social relation-

ship than other types of supports.

Conclusion The effect of perceived satisfaction from

social support was through the mediation variable hope. As

it has widely been recognized that community-based sup-

port is vital for issues of quality of life, strategies to

improve social support and hope intervention programs are

strongly encouraged. The results of the study have impli-

cations for providing care, treatment, and psycho-social

support to maintain or enhance quality of life of PLWHA.

Keywords Social support � Hope � Quality of life (QOL) �
People living with HIV/AIDS (PLWHA)

Introduction

The development of anti-HIV medicine has led to signifi-

cant increases in life expectancy and quality of life for

people living with HIV/AIDS (PLWHA). The average

number of years a PLWHA lives after treatment started

with combination antiretroviral therapy is estimated to be

20–35 years [3]. This tends to transform HIV to a chronic

disease [33]. Chronic traits of a disease increase demand

for care, treatment, and support for PLWHA. In order to

fulfill demand for care and treatment, family, friends, and

the community can be major sources of support [20]. A

number of research studies have indicated that there is a

significant relation between social support and quality of

life [4, 5, 12, 16, 28, 29, 32, 40, 51].

Hope is an under researched concept in the social

aspects of HIV treatment [8]. The concept has been

explored minimally within the context of HIV/AIDS [36],

previous research on HIV/AIDS mainly focused on the

dynamics of hope in the process of caring PLWHA [35],

maintaining hope while coping with the end-stage of AIDS

and how nurses inspire and instill hope in terminally ill

AIDS patients [14]. Akinsola [1] suggested that the goal of

fostering hope should focus on how to improve quality of

life of the individual. However, thorough research on fac-

tors that mediate the relationship between social support

and health-related outcome or quality of life on PLWHA is

unavailable.

The assumptions made in this paper are:

(1) There will be a significant positive correlation

between perceived satisfaction from social support

and quality of life, perceived satisfaction from social

support and hope and perceived hope and quality of

life among PLWHA;
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(2) Perceived satisfaction from social support and hope

considered together will explain more of the variance

of quality of life than either variable considered

independently (Fig. 1).

Review of literature

Defining social support

The roots of the concept of social support are found in

nineteenth century sociologists such as Durkheim [15],

who established the link between diminishing social ties

and an increase in suicide [44, 52]. As a concept, it has

evolved over time starting with the term ‘‘social ties’’ as

used by Durkheim [52].

Caplan [10] describes a social system as others who (1)

help people to mobilize their psychological resources in

order to deal with emotional problems (linking, loving, and

empathy); (2) information (about the environment), (3)

instrumental aid (provide an individual with money, mate-

rial, skills, and advice in order to help them to deal with

particularly stressful situations that they are exposed to).

Social support has come to possess different dimensions

and is expressed in different forms and different ways. The

source of social support can come in the form of emotional

support from family, friends, and peers [20]. It can also

emanate from social interactions in the community

including professionals [9] and even from interaction with

the environment [19].

Social support and hope in HIV

Herth [26] examined hope-fostering strategies on PLWHA

which were defined as those sources that assist to install,

support or restore hope in some way. Further strategies

were categorized into seven categories: (1) interpersonal

connectedness; mainly focuses on love from family and

friends, i.e., meaningful relationships, being loved and

giving love; (2) spiritual base focusing on spiritual practice

as a source of hope, belief in God and family, belief helps

to overcome the suffering; (3) attainable aim direct to

setting goals and maintaining independence, goals are

further divided into attainable and unattainable; (4) affir-

mation of worth; focusing on positive relationships within

professional careers, helping relationship regarding illness

and being treated with courtesy and respect; (5) light

heartedness; focusing on friendship with others who are

suffering from a same cause, laughing with professionals

and laughing as an inner resource; (6) personal attribute;

focusing on determination and being a fighter; (7) uplifting

memories; focusing on recalling uplifting moments acting

as a hope-fostering strategy.

Hindrances to hope were defined as those factors that

interfere or inhibit the possibility of attaining or main-

taining hope, which constitute: (1) abandonment and iso-

lation, physical and emotional loss of significant others,

such as spouse that will not or cannot support patient

psychologically, poor communication with professionals;

(2) uncontrollable pain and discomfort, continuance of

overwhelming pain or discomfort despite repeated attempts

to control; and (3) devaluation of personhood, being treated

as a non-person having little value.

Another study on HIV suggested that hope is an

important component of effectively dealing with HIV and

AIDS. The experience of hope is less just after diagnosis of

HIV, and potential sources for fostering hope are (1)

receiving support; (2) engaging in meaningful life experi-

ences; (3) perceiving options; (4) receiving treatment; and

maintaining quality of life [23].

One of the studies on PLWHA identified four major

ways that hope was maintained: by miracles, religion,

involvement in work or vocations, and support of family

and friends [21]. Specific ways of being in relationships

with others include dealing with one’s family, renegotiat-

ing the friendship group, helping others with HIV and

developing a relationship with a higher power, and in this

case, social support act as the functional component of

relationships, such as emotional and tangible assistance [5].

A study on HIV infected terminally ill persons indicates

that there were significant differences in the level of hope

according to diagnosis [26], and hope can help PLWHA to

deal with the HIV diagnosis and acts as an internal resource

for helping individuals living with HIV to experience

increased well-being [25].

One of the studies on women with HIV showed a sig-

nificant positive relationship between hope and coping,

hope and managing the illness, and between hope and

spiritual activities. A significant negative relationship was

observed between hope, and inability to cope and stigma

was associated with less hope [42].

Promoting hope and acceptance of HIV-status enables

PLWHA to develop a positive therapeutic relationship with

Hope

Social Support Quality of Life

Fig. 1 Mediation model among social support, hope, and quality of

life
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medication, which in turn promotes adherence to treatment.

Treatment adherence was related to active participation in

social networks [39]. Facilitating hope appears to be an

important therapeutic goal in working with newly diag-

nosed HIV-positive individuals, and hope was connected to

longer life for PLWHA [23].

There are two sources of social support that have been

discussed in previous studies. The first relates to family and

friends, and the second to community-based support,

government agencies, and the health care industry [48].

The non-family support mostly comes from nurses or

nursing practice, and it is connected with the concepts of

nursing, caring, and helping [14], peer counselors and

health workers are important to provide referral informa-

tion (as informational support) for livelihood to receive

counseling and medical treatment in the process of fos-

tering hope [1, 23].The support from friends and family is

valuable to counter stigma [2, 17].

Social support and quality of life in HIV

Quality of life is defined as a ‘‘fighting spirit’’ associated

with longer life expectancies for individuals with HIV/

AIDS [37]. Social support of PLWHA was significantly

correlated with health-related quality of life [41]. Research

on PLWHA indicates that a supportive social environment,

particularly friends and family acceptance, was signifi-

cantly associated with quality of life [16, 28]. Alienation,

rejection, and isolation can threaten hope and well-being of

PLWHA [38].

Taking care of physical, psychological, and social

relationship was important for maintaining health-related

quality of life and social support of PLWHA [49]. One of

the studies suggested that social support is significantly

associated with health-related quality of life, with the

exception of physical functioning and bodily pain aspects

[6]. A low level of social support causes a worsening of

physical functioning [45]. Another study suggested that

psychological functioning and physical symptoms were

associated with a higher level of social support [54]. Fur-

thermore, the type of social support influences the level of

quality of life, as the level of emotional support decreases

physical distress, mental distress, activity limitation,

depressive symptoms, anxiety symptoms, insufficient

sleep, and pain [50], the tangible or functional support

seems to be more relevant to PLWHA [18]. Social support

from peers was critical for psychological functioning of

PLWHA in many circumstances. However, in periods of

crisis, family support becomes a more important determi-

nant of psychological functioning [13].

Also, quality of life relates both to adequacy of material

circumstances and to personal feelings about these

circumstances, and it includes ‘‘overall subjective feelings

of well-being that are closely related to morale, happiness

and satisfaction’’ [37, 43].

In summary, in terms of research on HIV, the above

review of literature showed that hope is an inner resource

to experience well-being for long-term survival. Most of

the research findings [4, 5, 12, 16, 28, 29, 32, 40, 51]

suggested the existence of relationships among aspects of

social support and quality of life. Others [1, 14, 35] pointed

out relationships among aspects of hopelessness, depres-

sion, despair, coping, managing illness, and quality of life.

None of the studies explored the relationship among

positive aspects of life, which is being ‘hopeful about the

future’, perceived satisfaction from social support, and

quality of life. Yet, even with some progress, hope has

remained a complex and even elusive concept to measure

in community settings where PLWHA are receiving care,

support, and treatment. A lack of research in the area

continues to exist in relation to the HIV/AIDS population.

In addition, most of the tools used in previous research in

HIV were not specific HIV/AIDS. This research intends to

fill the gaps in the conceptual approach of hope as having

positive attributes from social support and tools to measure

hope and perceived social support specific to HIV.

Methodology

Study design and participants

The study was descriptive and cross-sectional in design,

focusing on adults living with HIV/AIDS in Nepal. The

underlying criterion for sample selection was PLWHA

receiving support from a community-based NGO. Further,

the study also relied on a convenient and purposefully

selected sample (N = 160). Selection of participants was

based on the following criteria: (1) PLWHA receiving care,

support, and treatment, (2) PLWHA being at least 18 years

old, and (3) PLWHA who were physically able to answer

the questionnaire. The study was conducted during 2008–

2009, and data collection was undertaken by the author

with the support of hired professional research assistants

from the National Health Research Council in Nepal. One-

to-one interviews were conducted during monthly meetings

in eight community-based organizations where PLWHA

gather to share their experiences and to receive other

support. Prior to the interviews, the purpose of the study

was explained to the participants, and with their consent,

information was collected agreeing that their names and

addresses would not be included in the questionnaire, as

well as in research paper.
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Measurements

Demographic questionnaire

The first questionnaire was administered to gather infor-

mation regarding age, gender, type of religion, educational

level, occupational status, mode of transmission, duration

of living with HIV, stigma, how they handle with stigma

and self-reported CD4? count.

Hope scale

The hope scale was developed particularly for this study.

The construct of the scale was based on the meaning of hope

defined by 25 PLWHA during in-depth interviews and the

hope concept suggested by Hays [24] and Herth [26], which

was specific to PLWHA. The ‘‘Hope scale’’ consists of

seven items and measures perceived hope. The first item

measures hope from engaging in meaningful life, the sec-

ond item measures hope from personnel willpower, the third

item measures level of hopelessness due to discrimination

by others, the fourth item measures perceived hope from

family love and care, the fifth item measures perceived hope

because of help from friends, counselors or health and

community workers, the sixth item measures perceived

hope from others help with material, such as caring spouse,

and the seventh item measures perceived hope from belief

in religion or God. The scale was translated into Nepali

language and the Nepali version of the scale showed good

internal reliability yielding Cranach’s alpha .88. The scale

applied a five point value ranging from not at all to extre-

mely hopeful; a higher score indicated better hope.

Social support questionnaire

The social support scale was adapted from the shorter

Sarason’s Social Support questionnaire (SSQ-S) developed

by Sarason et al. [46]. The SSQ-S original is a 12-item

instrument that measures two aspects of perceived social

support: six odd-numbered items count social support net-

work (the number of people in the individual’s social sup-

port system), the total number of people in the individual’s

social support system is further divided into family network

and non-family network support and six even-numbered

items measures perceived satisfaction from social support

network. The overall satisfaction from specific support is

based on a six-point scale ranging from very satisfied to

very dissatisfied. The original scale was modified into a

14-item scale. The added and modified two odd items were

to measure ‘‘whom they could really count on when they

needed help for’’ HIV/AIDS-related treatment and help

from spouse, for living arrangement, for food, for trans-

portation and others, followed by two even number for level

of satisfaction from support. A factor analysis of the seven

odd number items outcome revealed three distinct factors

and each corresponds to a different support function; the

first tangible, the second informational, and the third emo-

tional support. The modified version of HIV-specific social

support questionnaire was translated from English into

Nepali language and translated back from Nepali into

English by independent translators. Each of the domains in

the Nepali version of the scale showed good internal reli-

ability, yielding Cronbach’s alpha of .89 emotional, .86

informational, .82 tangible, and .87 for overall support.

Quality of life

The (WHO) QOL-26 tool consists of 26 items and was

derived from the (WHO) QOL-100 items tool. It includes

seven items in the physical domain (physical state), six

items in the psychological domain (cognitive and affective

state), three items in the social domain (interpersonal

relationship and social role in life), eight items in the

environmental domain (relationship to salient feature of the

environment), one item for general quality of life, and one

item for health-related quality of life combining together as

global domain [34]. The PLWHA were required to rate

their quality of life in the past 2 weeks. The item scores

ranged from 1 to 5, with a higher score indicating a better

quality of life. Because the numbers of items were different

for each domain, the domain scores were calculated by

multiplying the average of the scores of all items in the

domain by 4 to standardize all domain scores and make it

comparable with other domains [27, 31, 49].

The (WHO) QOL-26 tool is translated in more than 10

different languages; the Hindi version consists of 26 items

that show satisfactory psychometric properties and good

internal reliability [47]. The Hindi version of (WHO) QOL-

26 was translated into Nepali language by an independent

translator for the convenience of study participants and the

interviewer to understand the items of the questionnaire.

The reason behind adapting the Hindi version was that the

(WHO) QOL-Hindi was verified as a valid instrument for

comprehensively assessing the quality of life in health care

settings in India [47]. Also, due to the geographical prox-

imity (open border between Nepal and India) and the his-

torical relationship between the two countries; people from

India and Nepal have a lot in common, including culture,

language, religion, and value systems. The Nepali version

of (WHO) QOL-26 tool showed good internal reliability,

Cronbach’s alpha of .85.

Statistical analysis

Statistical analysis was performed using the Statistical

Package for Social Sciences (SPSS) version 17.0. The
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respondents’ demographics status was presented as a mean

and a percentage. Scores of quality of life, social support,

and hope scale were presented as a mean, standard devia-

tion and range. Pearson’s correlation analysis was per-

formed to see the correlation between perceived

satisfactions from social support, hope, and quality of life.

Stepwise hierarchical multiple regression was also con-

ducted to observe the contribution of the independent

variables, social support and hope, had on each quality of

life domain. To observe the contribution or variance on

quality of life by two independent variables, step one

represents QOL = B0 ?B1 (social support) and step two

QOL = Y0 ? Y1 (social support) ? Y2 (hope). The results

are presented as multiple R, F ratio, adjusted R2, R2 squared

change and significance value.

Results

The demographic and clinical characteristics of the study

sample are summarized in Table 1. Of the 160 HIV-

infected person included in study, 68.7% were male and

31.3% were female, 20% of them were between 18 and

25 years old, 44.4% were between 25 and 32%, 26.8%

were between 33 and 40, and 8.8% were over 40 years old.

In addition, 26% were unmarried, 54% were married,

14.4% were widow, and 5% were divorced. It was also

found out that 83.8% of respondents were Hindu, 1.8%

were Buddhist, 9.4% were Muslims, and 5% were Chris-

tian. In terms of education, 18.7% were uneducated, 33.7%

had received primary education, 19.4% had higher educa-

tion, 28.2% of respondents had high school education, and

19.4% had higher education. The data on occupation

showed that 21.9% were employed where as 60% were

unemployed and 18.1% were involved in social work in

community-based NGOs. Time since diagnosis, 25.1%

were in 2008–2009, 32.5% were 2–4 years ago, 6.9% were

between 5 and 8 years, and 35.5% were more than 8 years.

The acknowledge risk factors showing 43.8% injecting

drug user, 21.8% had infection cause of sex with other than

a partner and 34.4% were infected by their husbands and

26.9% had \200 cells/lL CD4 count blood level, and

73.1% had more than 200 cells/lL.

The mean standard deviation and range of score for the

social support, hope, and quality of life scale are presented

in Table 2. The mean score was 5.15 for overall satisfac-

tion from social support, 3.87 for hope, 14.01 for physical

capacity, 14.36 for psychological functioning, 12.48 for

social relationship, 13.66 environmental functioning, and

6.73 for global domains of quality of life.

As predicted, a significant positive correlation was found

between the perceived overall satisfaction from the social

support and all domain of quality of life, physical capacity

(r = .296, p = .000), psychological functioning (r = .243,

p = .001), social relationship (r = .152, p = .029), envi-

ronmental functioning (r = .398, p = .000), and global

functioning (r = .286, p = .000). Satisfaction with infor-

mational, tangible, and emotional support was a stronger

predictor of physical functioning, psychological function-

ing, environmental functioning, and global domains of

quality of life than social relationship. The correlations

Table 1 Characteristics of study participants

Characteristics Number of person Percentage

Age

18–25 32 20.0

25–32 71 44.4

33–40 43 26.8

Over 40 14 8.8

Gender

Male 110 68.7

Female 50 31.3

Marital status

Unmarried 42 26.3

Married 87 54.3

Widow 23 14.4

Divorced 8 5.0

Religion

Hindu 134 83.8

Buddhist 3 1.8

Muslim 15 9.4

Christian 8 5.0

Education

Uneducated 30 18.7

Primary school 54 33.7

High school 45 28.2

Graduate 31 19.4

Employment

Employed 35 21.9

Unemployed 96 60.0

Social work 29 18.1

Duration of living with HIV

This year 40 25.1

2–4 Years ago 52 32.5

5–8 Years ago 11 6.9

More than 8 years ago 57 35.5

Acknowledge risk factors

Injecting Drug User (IDU) 70 43.8

Sex with other 35 21.8

From husband/wife 55 34.4

Medical outcome (CD4 count)

\200 43 26.9

[200 117 73.1
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obtained between perceived satisfaction from social support

and the domains of quality of life are summarized in

Table 3.

As predicted, a significant positive correlation was

found between overall perceived satisfaction from social

support and hope (r = .296, p = .001), satisfaction with

informational (r = .273, p = .000) and tangible (r = .267,

p = .000). Satisfaction with tangible and informational

support was a stronger predictor of hope than emotional

satisfaction (r = .240, p = .001). The results of the cor-

relation are summarized in Table 4.

As predicted, a significant positive correlation was

found between hope and quality of life domain, although

hope is significantly correlated with all domains of quality

of life, hope was a stronger predictor for the environmental

functioning (r = .445, p = .000) than the other four

domains of the quality of life. The result of the correlations

is summarized in Table 5.

As predicted, perceived satisfaction with social support

and hope considered together would explain more variance

in quality of life than either variables considered inde-

pendently, implying stepwise hierarchical multiple regres-

sion perceived satisfaction from social support was entered

into regression equation on the first step. The adjusted R2

shows that 7% of variance in physical functioning

(F = 14.095, p = .000), 5% of variance in psychological

functioning (F = 10.371, p = .002), 2% of variance in

social relationship (F = 4.319, p = .039), 17% of variance

in environmental functioning (F = 33.212, p = .000), and

8% of variance in global functioning (F = 14.321,

p = .000) domains of quality of life were explained by

overall satisfaction from perceived social support.

Entering hope into equation at step two, the adjusted R2

indicates that 15% of variance in physical functioning

(F = 14.508, p = .000) explaining an additional 7% of

variance, 14% variance in psychological functioning

(F = 13.594, p = .000) explaining an additional 8% vari-

ance, 9.8% variance in social relationship (F = 9.331,

p = .000) explaining an additional 8% variance, 27%

variance in environmental functioning (F = 30.364,

p = .000) explaining an additional 10% variance, 12.% of

variance in global functioning (F = 11.762, p = .004)

explaining an additional 4% variance of domains in quality

Table 3 Correlation between

overall social support, types of

support, and quality of life

(N = 160)

Numbers indicate Pearson r
(* p \ 0.05, ** p \ 0.01)

Quality of life Overall

satisfaction

Informational

satisfaction

Tangible

satisfaction

Emotional

satisfaction

Physical functioning .296** .295** .240** .253**

Psychological functioning .243** .230** .232** .218**

Social relationship .152* .167* .150* .131*

Environmental functioning .398** .344** .449** .300**

Global functioning .286** .233** .258** .274**

Table 4 Correlation between social support and hope (N = 160)

Overall satisfaction Informational satisfaction Tangible satisfaction Emotional satisfaction

Overall hope .296** .273** .267** .240**

Numbers indicate Pearson r (** p \ 0.01)

Table 2 Mean score achieved by subjects on the study instruments

(N = 160)

Scale Mean SD Range

Satisfaction with social support 5.15 0.5 2–6

Overall network 4.20 1.5 1–9

Family network 2.53 1.2 1–6

Non-family network 4.82 0.93 4–8

Hope 3.87 0.5 2.33–5.33

QOL domain

Physical functioning 14.01 2.12 7–20

Psychological functioning 14.36 1.87 7–20

Social relationship 12.48 1.95 4–16

Environmental functioning 13.66 1.82 9–19

Global functioning 6.73 1.82 3–9

SD, standard deviation

Table 5 Correlation between hope and quality of life (N = 160)

Quality of life Hope

Physical functioning .375**

Psychological functioning .357**

Social relationship .352**

Environmental functioning .445**

Global functioning .313**

Numbers indicate Pearson r (** p \ 0.01)
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of life. The variance in environmental functioning

explained by the satisfaction with social support indepen-

dently or considered together was greater than the other

domain of quality of life. Together perceived satisfaction

with social support and hope was significantly explained

more by variance in quality of life. The result of the

stepwise hierarchical multiple regression of quality of life

on the independent variables are summarized in Table 7.

Additional findings

Although it was not part of the assumption in this study, the

relationship among demographic, health-related variables

and the main study variables was investigated. The Pearson

correlations were calculated among the variables: age,

gender, occupation, education, years of living with HIV,

acknowledged risk factor, stigma, and CD4? count, overall

satisfaction from social support, hope, physical function-

ing, psychological functioning, social relationship, envi-

ronmental functioning and global domain of quality of life.

Only gender was significantly correlated with overall sat-

isfaction (r = .174, p = .029), hope (r = .369, p = .000),

physical functioning (r = .213, p = .007), psychological

functioning (r = . 256, p = .001), social relationship

(r = .213, p = .007), environmental functioning

(r = .312, p = .000), and global (r = .224, p = .002)

domain of quality of life, the outcome of correlation is

summarized in Table 6.

Discussion

The aim of the study was first to assess the level of satis-

faction from social support, the level of hope and the

quality of life of PLWHA, second to examine the rela-

tionship among social support, hope, and quality of life.

This study applied hope as a mediation factor between

social support and quality of life.

Furthermore, while many of the previous studies have

been limited to specific risk factor groups or specific age

groups such as elderly, gay people or persons with AIDS,

this study focused on participants with various geographi-

cal features, such as mountainous, hilly, and lowland areas,

and consisted of a heterogeneous group of PLWHA. It is

plausible to argue that this study is reflective of the general

HIV population in the context of risk factor and age group

distribution and other characteristics in Nepal, therefore,

the findings of the study may be generalized to HIV-

infected people being cared, supported, and treated in other

community settings in Nepal.

Social support should not be conceptualized simply in

terms of availability, but in its perceived adequacy. Social

support may not be considered useful unless the individual

perceives it as supportive. It has been proposed that the

qualitative components of perceived satisfaction from three

major components of social support i.e., informational,

tangible, and emotional supports [24] are considered more

important than the quantitative aspects of social support

[51]. Perception is generally a better predictor of health

outcome than the receipt [53].

The result of the correlation analyses shows that satis-

faction with social support was significantly correlated

with all domains in the quality of life. These findings

support those found in previous studies, which show that

social support was significantly correlated with quality of

life [27, 41, 51]. The greatest impact of social support was

on environmental functioning, whereas the lowest impact

was on social relationship (Table 3). This study’s finding

was different from previous studies by Bastardo and

Kimberlin [6], Jia et al. [29], and Remor [45], who sug-

gested that that social support was not correlated with the

physical functioning, and only psychological functioning

Table 6 Socio-demographic and health outcome variables as correlates of social support, hope, and quality of life (N = 160)

Overall

satisfaction

Hope Physical

functioning

Psychological

functioning

Social

relationship

Environmental

functioning

Global

functioning

Age .036 -.027 -.003 -.126 -.235** .033 -.066

Gender .174* .369** .213** .256** .213** .312** .244**

Occupation -.068 .030 .000 -.006 -.017 .133 .144

Education -.051 .049 .066 -.004 .108 .122 .082

Year of living with HIV .035 -.005 -.018 .049 -.029 .131 -.019

Acknowledge risk factor .052 -.224** -.147 -.170* -.134 -.221** -.183*

Stigma -.142 -.167* -.249** -.264** -.285** -.148 -.225**

CD4? .030 .072 -.061 -.007 .042 .067 .086

Gender: Male = 1, female = 0; duration of living; 4 years = 1, more than 4 years = 0; acknowledge mode of transmission: sexual inter-

course = 1, others = 0; stigma: feel stigma = 1, no stigma = 0; occupation: employed = 1, unemployed = 0; CD4? count: \200 = 1,

[200 = 0. Numbers indicate Pearson r (* p \ 0.05, ** p \ 0.01)

Qual Life Res (2010) 19:157–166 163

123



was correlated with social support [54]. Furthermore, sat-

isfaction from the informational and tangible support was a

better predictor of quality of life except social relationship

domain (Table 3).

The findings of this study show that mean score of

family support network was less than the non-family sup-

port network (Table 2), the family support is a major

source of emotional support [13, 48], limited emotional

support can inhibit social relationship [50], and a study by

Friedland et al. [16] and Ichikawa [28]) suggested that

family acceptance was significantly related to the social

relationship of quality of life. Harris and Larsen [22] sug-

gested that non-family members such as health workers,

counselors, volunteers, and friends have vital contributions

in providing information and tangible support for liveli-

hood and treatment. Therefore, the concept of providing

information support should be based on the information to

acquire emotional support from family and other social

relations, which would further increase the social rela-

tionship of PLWHA.

Overall satisfaction from social support was signifi-

cantly correlated with hope, and this finding is similar to

that which shows hope was positively associated with

perceived social support by PLWHA [55]. Again, satis-

faction from emotional support was less of a predictor of

levels of hope than informational and tangible support. A

similar finding has been reported by [1, 5, 18, 24] indi-

cating instrumental or informational support seems more

relevant to people living with HIV when patients experi-

ence AIDS-related symptoms.

Hope was significantly correlated with all domains of

the quality of life. This finding is collaborated by similar

findings in which hope was found to be an important

internal resource for the increased functioning of PLWHA

[11, 25]. The greatest impact of hope was on environmental

functioning and the lowest was on global functioning. The

employment status, Table 1, showed that 18.1% of the

respondents were engaged as support provider and they

were working as counselors or assisting in the referral

system. They called themselves a social worker, which, in

turn, puts them in the company of others who are also

infected with HIV. This is in line with the hope-fostering

strategy suggested by Herth [26]. The argument states that

being around others who have HIV and who have been

living long healthy lives helps PLWHA to experience hope

that they may also have a long healthy life, the findings in

this study showed that not only being around others, but

also receiving various types of support from PLWHA can

foster hope which leads to better quality of life. This

study’s findings confirm that social support has impact on

the all domains of quality of life and hope.

The result from the regression analysis showed that the

effect of social support on the quality of life was through

the mediation variable hope, when controlling other

demographic characteristics. Although the independent

variables, social support plus hope, together explain sig-

nificant amount of variance in quality of life (Table 7),

there still exists a large number of variance unexplained.

The outcome of additional findings showed that there

was statistically significant mean differences between male

and female (male = 4.2, female = 2.9. p = .003) in terms

of overall social network. This study found that HIV-

infected females experienced less perceived satisfaction

from social support, which, in turn, concurs the finding that

Table 7 Stepwise hierarchical regression of quality of life on independent variables (N = 160)

Quality of life Independent variable Multiple R F Adjusted R2 R2 changed p value

Step 1

Physical functioning Social support .291 14.0 .079 .000

Step 2 Hope .401 14.5 .150 .076 .000

Step 1

Psychological functioning Social support .253 10.3 .058 .002

Step 2 Hope .391 13.5 .141 .089 .000

Step 1

Social relationship Social support .166 4.3 .021 .039

Step 2 Hope .332 9.3 .098 .082 .000

Step 1

Environmental functioning Social support .423 33.2 .174 .000

Step 2 Hope .536 30.3 .277 .107 .000

Step 1

Global functioning Social support .293 14.3 .080 .000

Step 2 Hope .367 11.7 .123 .049 .004
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HIV-infected women receive less social support [31]. This

may refer to Beine’s [7] proposed dominant cultural model

of HIV/AIDS, in which he suggested that widely shared

understanding of HIV/AIDS as a fetal, infectious, and

sexually transmitted disease and further suggested that the

common themes regarding HIV/AIDS as a ‘‘bad person’s’’

disease, HIV/AIDS as the result of bad karma, while bad

karma and bad persons refer to those who involve in pro-

miscuity and prostitution which are against the moral and

traditional customs. Cultural values such as accuses for

transmitting disease to their husband, shyness, fear of

stigmatization, and discrimination prevent women from

disclosing their status, not to seek medical support or

advices [30]. Furthermore, socio-cultural factors may

influence the social support, hope, and quality of life of

women participants in this study.

Conclusion

Correlation analysis showed that social support was sig-

nificantly associated with hope and quality of life, and hope

was also significantly associated with quality of life;

however, social relationship had less of a correlation than

other domains. Emotional support was less of a predictor of

quality of life and hope. Increasing social support and

increasing hope together may have influence a better

quality of life in this sample.

Although the independent variables social support and

hope account for a significant amount of variance of quality

of life, there is still a large number of variance remaining

unexplained. Further research is suggested to investigate

other sources of variance in the domains of quality of life

of person being cared, treated, and supported in community

setting in Nepal.

Community-based workers and health professionals

should provide tangible support and inform to HIV-infec-

ted persons about psycho-social support from friends and

family, particularly to females. The regression analysis also

showed that the effect of social support on quality of life

was mainly through the mediation variable hope, suggest-

ing that improving social support will increase hope,

which, in turn, would improve their quality of life.
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