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Abstract
BACKGROUND: Depression is a psychiatric complication that mostly associated with Human Immunodeficiency 
Virus (HIV) disease. For people in HIV positive infection stage, unstable and declining physical conditions followed 
by the appearance of physical symptoms and intense social pressure from the environment can be a source of stress 
that results in depression. After entering the stage of Acquired Immune Deficiency Syndrome (AIDS), depression is 
more susceptible to experience because of worsening health conditions. Furthermore, patients also often feel that 
their life will be not long so that everything that happens in his or her life will be in vain which will have an impact on 
their quality of life.

AIM: The objective of the study was to determine the correlation between Beck Depression Inventory (BDI) II and 
World Health Organization Quality of Life (WHOQOL-BREF) scores in stage III of HIV/AIDS patients at Pusyansus 
RSUP Haji Adam Malik Medan.

METHODS: This study is a cross-sectional study using a correlative analytic design, which was conducted at the 
Pusyansus Haji Adam Malik Hospital Medan, North Sumatra, from May 2019 to November 2019. The research 
subjects were 65 people diagnosed with HIV/AIDS stage III. The degree of depression was measured based on the 
BDI II and the quality of life was measured based on the WHOQOL-BREF.

CONCLUSION: There is a significant correlation between BDI II score and WHOQOL-BREF score in HIV/AIDS 
patients stage III at the RSUP Haji Adam Malik Medan Hospital.
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Introduction

Acquired Immune Deficiency Syndrome 
(AIDS) is a group of symptoms or infections that arise 
due to damage to the human immune system because 
of the Human Immunodeficiency Virus (HIV) infection. 
HIV can weaken human immunity. It means that people 
who are exposed to this virus will become susceptible to 
opportunistic infections, that is, tuberculosis or prone to 
tumors [1]. HIV is an epidemic that has been developed 
into a global crisis. This disease also has a “window 
period” and a relatively long asymptomatic phase 
(without symptoms) in the course of the disease, this 
causes a pattern of its development similar to iceberg 
phenomena [2].

In 2013, there were 35 million people around 
the world had been diagnosed with HIV, including 16 
million women and 3.2 million children aged <15 years 
old. The number of new HIV infections in 2013 was 

2.1 million cases, consisting of 1.9 million adults and 
240,000 children aged <15 years old. The number of 
deaths due to AIDS recorded was 1.5 million, consisting 
of 1.3 million adults and 190,000 children aged <15 
years old [3].

In 2012, HIV and AIDS cases in North Sumatra, 
Indonesia that has been recorded were 2189 cases of 
HIV= and 4241 cases of AIDS. Further, in 2013, HIV 
and AIDS cases have been increased to 2916 cases of 
HIV and 4628 cases of AIDS. Not only that, but these 
cases also continued to increase, in which the number 
of HIV cases increased sharply from 3594 cases in 
2014 to 5184 cases in 2015 and AIDS cases from 5625 
cases in 2014 to 5660 cases in 2015 [4].

Medan is a city with the highest number of 
HIV/AIDS cases in North Sumatra, Indonesia. There 
was an increase in new cases of 506 cases (34.5%) in 
2012 and 421 cases (37.7%) in 2013 of the total new 
cases. Based on the initial survey conducted at RSUD 
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Dr. Pirngadi Medan, the number of HIV/AIDS cases that 
went for outpatient treatment was 109 cases in 2015 [4].

HIV/AIDS has become a health problem in 
the world since 1981, this disease has also become 
a pandemic. Drugs and vaccines to overcome this 
problem have not been found, which can cause but 
harm not only in the health sector also in the social, 
economic, political, cultural, and demographic fields [2].

Mood disorders, particularly depression, are 
the psychiatric complications commonly associated with 
HIV disease. According to Freud in his psychodynamic 
theory, psychosocial factors that influence depression 
including life events and environmental stressors, 
personality, psychodynamics, repeated failures, 
cognitive theory, and social support. Life events that 
cause stress more often precede the first episode of a 
mood disorder than upcoming episodes [5].

The lifetime prevalence of depressive disorders 
ranges from 22 to 61% in the HIV-positive population. 
These numbers were significantly higher than lifetime 
estimates and current diagnoses of major depression in 
the community sample. The prevalence of depression 
according to gender was not significantly different. But 
Nogueira et al. have reported an increased prevalence 
of depression in women higher than men [6].

Depression is not easily detected, as a 
consequence, patients with depression were not be 
treated in the general medical population. In primary 
care, doctors lose between half and two-thirds of 
patients experiencing depression. Depression is often 
seen as an expected reaction to medical illness. Bing 
et al. reported that as many as one in three people 
with HIV can suffer from depression. Depression in 
people living with HIV/AIDS (PLWHA) can be triggered 
by stress, difficult life events, drug side effects, or the 
effects of HIV on the brain and may even accelerate the 
progression of HIV to AIDS [6].

The economic costs of HIV/AIDS care for 
some people are considered enormous and often lead 
to patients and their families into poverty. At times, this 
leads to family ostracism, destroyed households, loss 
of jobs, and sale of assets to pay for hospitalization. 
Negative social consequences such as stigma have 
become the most problems faced by PLWHA. This 
often leads to problems of marriage, work, and can 
even lead to divorce decision. The stigma attached to 
this disease is often the main cause of patients with 
major depression [6].

From the research conducted by Bhatia, it 
was reported that depression level was increasing 
regarding the severity of HIV/AIDS. It was also 
reported that the prevalence of depression increased 
with the severity of symptoms. Thus, the more severe 
the disease, the greater the impact on the mental 
health of the patient. The prevalence of depression 
decreased with the duration of therapy. This can be 
attributed to the fact that the treatment process to 

reduce the symptoms of the disease will help the 
patient to achieve a better life [6].

The quality of life of PLWHA is also influenced 
by psychosocial problems. In particular, depression, 
which is the biggest psychosocial problem experienced 
by PLWHA is requiring serious handling because it can 
have an impact on the quality of life. According to David 
et al., the higher the level of depression in HIV/AIDS 
patients, the more it can reduce the quality of life [7].

In people with a positive HIV infection stage, 
unstable and declining physical conditions followed by 
the appearance of physical symptoms and the enormous 
social pressure obtained from the environment can be a 
source of stress that can cause PLWHA to experience 
depression. Furthermore, PLWHA who have entered 
the AIDS stage, they are more prone to experience 
depression due to worsening and life-threatening health 
conditions that interfere with daily activities and cause 
them to depend on other people so that they often 
require special treatment in the hospital which causes 
them to lose social contacts. In addition, patients also 
often feel that their life is short so that whatever is done 
will be in vain. This will have an impact on their quality of 
life [8]. According to Lubis (2016), there is a significant 
correlation between depression and the quality of life of 
people with HIV/AIDS in Medan, Indonesia. It indicates 
that a higher depression level causing low quality of 
life [9]. Therefore, the authors are interested in examining 
the correlation between the Beck Depression Inventory 
(BDI) and the World Health Organization Quality Of 
Life (WHOQOL-BREF) Scores in Stage III HIV/AIDS 
Patients at Pusyansus RSUP Haji Adam Malik Medan.

Methods

This study is a correlative analytic study with 
a cross-sectional approach, which describes and 
analyzes a situation at a certain time, which assesses 
the correlation between the BDI II score and the 
WHOQOL-BREF score in HIV/AIDS stage III patients 
at the central public hospital, namely Pusyansus RSUP 
Haji Adam Malik Medan, Indonesia. This study was 
conducted from May 2019 to November 2019.

The objects of this study were including patients 
with HIV/AIDS Stage III at RSUP Haji Adam Malik who 
has been visited the hospital during the period of time 
from May 2019 to November 2019. Furthermore, the 
patients will be selected based on the inclusion criteria. 
Inclusion criteria for selecting research samples were 
men and women with Stage III HIV/AIDS aged range of 
18 years old ≤ research subjects ≤60 years old, able to 
read and write, never been diagnosed with a depressive 
disorder, willing to participate in the study (signed the 
informed consent). The exclusion criteria were suffering 
from severe physical impairment (paralyzed) and 
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suffering from psychiatric and other disorders. Selected 
patients who have met the inclusion criteria and signed 
the informed consent were asked to fill BDI II and 
WHOQOL-BREF questionnaires. The sample in this 
study was determined using a non-probability sampling 
type of consecutive sampling where all subjects who 
came sequentially and met the selection criteria were 
included in the study until the required number of 
subjects was met.

The BDI II and WHOQOL-BREF Scores 
variables were analyzed to determine its correlation. 
The normality of data distribution was first tested using 
the Kolmogorov–Smirnov test because the number 
of samples is more than 50. If the two variables are 
normally distributed or at least one of the variables 
is normally distributed and the linearity is met, the 
correlation between two scores was analyzed based on 
Pearson correlation test.

Results

The demographic characteristics of selected 
patients for this study can be seen in Table 1. It can 
be seen clearly that most patients were male (66.20%) 
and the work status was dominated by unemployment 
(66.20%). The selected patients were majorly unmarried 
(58.50%). The highest level of education was junior high 
school and senior high school (41.50% of each). Their 
ages were in the range of 31–40 years old (44.60%). 

The most duration of illness was found to be 1–4 years 
(66.20%).

The demographic characteristics of selected 
patients for this study can be seen in Table 1. It can 
be seen clearly that most patients were male (66.20%) 
and the work status was dominated by unemployment 
(66.20%). The selected patients were majorly unmarried 
(58.50%). The highest level of education was junior high 
school and senior high school (41.50% of each). Their 
ages were in the range of 31–40 years old (44.60%). 
The most duration of illness was found to be 1–4 years 
(66.20%).

Based on the Pearson correlation test (Table 2), 
it was found that p < 0.001 (very significant) and a 
correlation value of r = −0.43 (negatively correlated 
with moderate correlation strength) with a total of 65 
subjects.

Table 2: Correlation between BDI II and WHOQOLBREF 
domain 1 scores

Mean ± SD P R N
BDI II Score 34.67 ± 1.41
WHOQOLBREF domain 1 
Score Median (minmax)

44 (38–63) <0.001 −0.43 65

Table 3 shows the correlation between the 
BDI score and the WHOQOL-BREF Domain 2 score. 
From the results of the Pearson correlation test, it was 
found that p < 0.001 (very significant) and a correlation 
value of r = −0.45 (negatively correlated with moderate 
correlation strength) with a total of 65 subjects.

Table 3: Correlation between BDI II and WHOQOLBREF 
domain 2 scores

Mean ± SD P R N
BDI II Score 34.67 ± 1.41
WHOQOLBREF domain 2 
Score Median (minmax)

44 (38–69) <0.001 −0.45 65

Table 4 shows the correlation between the BDI 
score and WHOQOL-BREF Domain 3 score. Based on 
the Pearson correlation test, it was found that p < 0.001 
(very significant) and a correlation value of r = −0.47 
(negatively correlated with moderate correlation 
strength) with a total of 65 subjects.

Table 4: Correlation between BDI II and WHOQOLBREF 
domain 3 scores

Mean ± SD P R N
BDI II Score 34.67 ± 1.41
WHOQOLBREF domain 
3 Score Median (minmax)

44 (19–81) <0.001 −0.47 65

Table 5 shows the correlation between BDI 
and WHOQOL-BREF Domain 4 scores. Based on the 
Pearson correlation test, it was found that p < 0.001 
(very significant) and the correlation value r = −0.615 
(negatively correlated with strong correlation strength) 
with a total of 65 subjects.

Table 1: Sample distribution based on demographic 
characteristics

n (%)
Gender

Men
Women

Age
18–30 years old
31–40 years old
41–60 years old

Occupation status
Employee
Unemployment

Marital status
Married
Unmarried

Educational level
Elementary school
Junior high school
Senior high school
University

HIV/AIDS duration of illness 
1–5 years
>5–10 years 
≥10 years

BDI II Score
Mean ± S.D.

WHOQOLBREFdomain 1 score
Median (minmax)

WHOQOLBREFdomain 2 score
Median (minmax)

WHOQOLBREFdomain 3 score
Median (minmax)

WHOQOLBREFdomain 4 score
Median (minmax)

43 (66.20)
22 (33.80)

19 (29.2)
29 (44.6)
17 (26.2)

22 (33.80)
43 (66.20)

27 (41.50)
38 (58.50)

3 (4.60)
27 (41.50)
27 (41.50)
8 (12.30)

43 (66.2)
18 (27.7)
4 (6.2)

34.67±1.41

44 (38–63)

44 (38–69)

44 (19–81)

44 (6–100)

Table 5: Correlation between BDI II and WHOQOLBREF 
domain 4 scores

Rerata ± SB P R N
BDI II Score 34.67 ± 1.41
WHOQOLBREF domain 
3 Score Median (minmax)

44 (6–100) <0.001 −0.615 65
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Discussion

This study was conducted to assess the 
correlation between BDI II and the WHOQOL-BREF 
scores in stage III HIV/AIDS patients at Pusyansus 
RSUP Haji Adam Malik Medan.

The gender distribution of most subjects was 
men (66.2%). This result is in accordance with the data 
recorded by the Ministry of Health of Indonesia; 74.8% 
of the total number of HIV patients in Indonesia was 
dominated by men. Imazu et al. (2017) was found that 
the majority of HIV/AIDS patients were men (96.8%)10 
and in addition, Sun et al. (2014) also found in their 
research study that the HIV/AIDS patients were also 
dominated by men (89.50%) [11].

Based on the age parameter, the most age 
obtained was in the range of 31–40 years old. According 
to the data from the Directorate General of P2P of 
the Indonesian Ministry of Health and the Directorate 
General of PP&PL of the Indonesian Ministry of Health, 
it was found that the highest prevalence for people with 
HIV/AIDS and people who are at risk of acquiring HIV 
infection is at the productive age, namely 25–49 years 
old [12].

In this study, it was obtained that HIV/AIDS 
patients as research subjects were majorly unemployed. 
According to Chkhartishvili et al. (2011), out of 218 
research subjects, 163 (74.77%) were unemployed 
while the rest were employed [13]. According to Nojomi 
et al., the occupation of people has a significant effect 
on the quality of life [14].

In this study, more subjects were unmarried [11]. 
According to Greef et al. (2015), marital status is one of 
the factors that affect the quality of life of HIV patients/
AIDS [15]. Individuals who are unmarried and divorced 
have a worse quality of life than individuals who are 
married.

In this study, the highest levels of education 
were junior high school and senior high school. The 
results of this study are not in accordance with Sun 
et al. in 2014, who got 43.3% of research subjects 
were elementary school, it has been explained in their 
research that low education level leads to low quality of 
life compared to highly educated individuals [11].

Based on the results of this study, the BDI II 
score indicates moderate depression. This is in line 
with research conducted by Bathia, which reports that 
depression will increase in number due to the severity 
of HIV/AIDS [6].

There is a significant correlation between BDI 
scores and WHO-QOL domain 1 scores in this present 
study, namely physical health in patients with stage 
III HIV/AIDS. In addition, the negative correlation with 
moderate correlation strength indicates that the higher 
the BDI score, the lower the WHOQOL-BREF score 

will be generated. In the physical domain, PLWHA are 
basically able to carry out activities related to physical 
treatment and medication, such as exercise, adequate 
sleep, and regular use of drugs. This is evidenced by 
the number of PLWHA who answered in the category 
very often, satisfying, and mediocre for all questions 
about physical. Respondents responded that the 
physical pain caused by HIV/AIDS disrupted their 
physical activity and caused discomfort while sleeping. 
With physical exhaustion, muscles will hardly work. 
With mental exhaustion, the ability to concentrate will 
be decreased. A study by Basavaraj et al. 2010 stated 
that fatigue or low energy has been associated with 
both physical and psychological morbidity and poor 
quality of life in patients with HIV/AIDS [16].

There is a significant correlation between the 
BDI II and the WHO-QOL domain 2 scores, which is 
psychological in patients with stage III HIV/AIDS. 
In addition, a negative correlation with moderate 
correlation strength indicates that the higher the BDI 
score, the lower the WHOQOL-BREF score. In the 
psychological domain question, how often to enjoy life 
and how often to be able to concentrate, there was only 
one respondent (4.8%) who answered the category 
very often. The reason is that respondents often feel 
feeling blue (loneliness, hopelessness, anxiety, and 
depression), so it can be said that the quality of life of 
PLWHA from a psychological perspective is not good. 
According to Cella (2016), a state of depression can 
make patients pessimistic about the future, seeing 
themselves as worthless, tend to shut themselves 
up and not hang out with other people and think of 
themselves as people who are cursed by God, so that 
this will affect the overall aspects of the patient’s quality 
of life. About 72.65% of PLWHA said that their life 
was not as good as other people’s lives; besides that, 
PLWHA also experienced physical problems where 
42.3% of PLWHA felt weak and 41.88% of PLWHA 
experienced sleep disorders [17].

There is a very significant correlation between 
BDI II and WHO-QOL domain 3 scores, namely social 
in patients with stage III HIV/AIDS. In addition, a 
negative correlation with moderate correlation strength 
indicates that the higher the BDI score, the lower the 
WHOQOL-BREF score. As a result of questions related 
to the social domain, how the patients feel accepted 
in the society, there was 38.1% of patients answered 
moderate. They feel that they are in the category of 
being accepted because there are still people who 
want to mingle with respondents even though they 
already know their HIV status, there are still those who 
care, even there are people who provide support for 
them. No respondent (0%) answered that the sexual 
relationship and friend’s support were very satisfying. 
This happens because they feel excluded from friends 
and even from their own families who know that they 
have been diagnosed with HIV/AIDS. The main reason 
PLWHA feels this way is because, for PLWHA, one of 
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the biggest social problems they experience is social 
isolation from family and society. Stigma has a very 
serious impact on HIV-positive people and on HIV 
control efforts as a whole. PLWHA are reluctant to seek 
the health services and social support they should 
be able to get. Many PLWHVA have to lose their jobs 
or lose the opportunity to get a job, insurance, other 
public services, even a child can be refused education 
at school [18]. The incidence of depression was more 
common in HIV patients with poor social support [6]. 
According to Amiya et al. (2014), family support in the 
incidence of depression and suicide among PLWHA 
has the most important role [19].

There is a significant correlation between the 
BDI and the WHO-QOL domain 4 scores, which is 
psychological in patients with stage III HIV/AIDS. In 
addition, a negative correlation with strong correlation 
strength indicates that the higher the BDI score, the 
lower the WHOQOL-BREF score. In the environmental 
domain, the frequency of feeling safe, how healthy 
the living environment is the need for money, and 
recreational opportunities, there were no respondents 
(0%) who answered none at all. This happens because 
a lack of understanding about HIV and AIDS results 
in people who suffer from this disease often isolated 
from their environment so that patients tend to close 
themselves. Environment, namely satisfaction with 
physical security, home environment, financial 
resources, health services, access to information, 
opportunities to participate in recreational activities, 
physical environment (pollution, noise, weather, etc.), 
and transportation services [20].

This study is in accordance with the results 
of research by Lubis (2016) in Medan which shows a 
significant correlation between depression and the quality 
of life of people with HIV/AIDS (r = −0.59, p = 0.001), 
where the higher the depression, the lower the quality 
of life will be generated. Similar research was also 
conducted by Fatigerun which resulted in the lowest 
quality of life in the domain of environment and social 
relations so that living conditions decreased and 
resulted in decreased quality of life [9].

Conclusions

1. The most demographic characteristics of HIV/
AIDS sufferers in RSUP Haji Adam Malik were 
men (66.20%). Most of the work status was 
unemployed (66.20%). Most of the marital 
status was unmarried (58.50%). The highest 
levels of education were junior and senior high 
schools (41.50%).

2. There is a BDI II score with a mean ± SD 34.67 
± 1.41 indicating moderate depression.

3. There was a significant correlation between 

BDI II and WHO-QOL Domain 1 score in 
patients with HIV/AIDS Stage III with a p < 
0.001. Pearson correlation value of −0.431 
indicates a negative correlation with moderate 
correlation strength.

4. There was a significant correlation between 
BDI II and WHO-QOL Domain 2 score in 
patients with HIV/AIDS Stage III with a p < 
0.001. Pearson correlation value of −0.450 
indicates a negative correlation with moderate 
correlation strength.

5. There was a significant correlation between 
BDI II and WHO-QOL Domain 3 score in 
patients with HIV/AIDS Stage III with a p < 
0.001. Pearson correlation value of −0.473 
indicates a negative correlation with moderate 
correlation strength.

6. There was a significant correlation between 
BDI II and WHO-QOL Domain 4 score in 
patients with HIV/AIDS Stage III with a p < 
0.001. Pearson correlation value of 0.615 
indicates a negative correlation with strong 
correlation strength.

Recommendations

1. This study suggests a correlation between BDI 
scores and WHOQOL-BREF scores in patients 
with Stage III HIV/AIDS that can provide a 
scientific contribution that shows that the 
higher the BDI score, the lower the WHOQOL-
BREF score.

2. For future study, it is hoped that this study can 
become a reference material for assessing 
the correlation between BDI scores and 
WHOQOL-BREF scores in patients with Stage 
III HIV/AIDS.
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