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Abstract  Objective. Evaluate the psychological experience of women living with HIV at Brazzaville University 

Hospital. Patients and Method. Descriptive and analytical cross-sectional study including women aged at least 18 

years, infected with HIV during the period from April 1 to September 30, 2022 (06 months) without psychiatric 

history and consenting to the study. Results. Eighty patients (8,4%), mean age 45.92 ± 14.5 (21-69) years, single 

(n=33; 41.3%), with secondary education (72.5%), shopkeepers (n=30; 37.5%), urban residents (n=48.7%). 

Socioeconomic status was low (n=30; 37.5%). The mean duration of HIV infection was 118.7 months. Pre-test 

counseling had not been carried out (n=66; 82.5%), and HIV had been discovered during a medical check-up (n=47; 

58.8%). The serological results were announced by the general practitioner (n=26; 32.5%), the nurse (n=28; 35%). 

The home-site distance for dispensing ARVs was between 6-10 km in 51.3% of cases. Patients were on the 

TDF+3TC+DTG (n=35; 43.7%) and TDF+FTC+EFV (n=36; 45%) protocols. The partner's serostatus was unknown 

(n=41; 51.3%), and the desire to have a child was expressed (n=21; 77.8%). ART (n=34; 42.5%) and avoidance of 

breastfeeding (n=30; 37.5%) were cited as means of preventing mother-to-child transmission of HIV. HIV status 

was disclosed within the family (n=50; 62.5%). Tuberculosis was the first opportunistic infection found (n=15; 

42.8%) and patients were at WHO stage 4 (n=42; 52.5%). Psychological disorders were anxiety (n=32; 40%) and 

moderate depression (n=9; 3.7%). Self-esteem was very low (n=26; 32.5%) and low (n=37; 46.3%). Associated 

factors were: age (P=0.03), level of education (p=0.02), residence (p=0.02) as well as socio-economic level (p=0.02), 

pre-test counseling not done (p=0.003). Conclusion. Loss of self-esteem, anxiety and depression are common 

among women living with HIV in Brazzaville, and this is linked to stigmatization, low socio-economic level and 

lack of clear information about HIV. It is therefore important to take mental health into account in the overall care of 

people living with HIV. 
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1. Introduction 

Psychological disorders are common among people 

living with HIV, due to the neurological tropism of the 

virus which, with the advent of highly active antiretroviral 

tritherapies, is becoming a chronic disease. On the one 

hand, the central nervous system has to cope with a 

chronically neurotropic virus, and on the other, the side-

effects of certain antiretroviral drugs further exacerbate 

psychological disorders [1]. When patients are not 

informed about the natural history of HIV infection and 

the various treatment options, stress, anxiety and even 

deep depression can result.  

 

In Africa, where HIV infection is still a factor of social 

discrimination and even rejection, sufferers are left to their 

own devices, and many drop out of follow-up care [2].  

In the Congo, few studies have tackled the issue of the 

psychological experience of women living with HIV. 

2. Objectives 

To determine the prevalence of psychological disorders 

in women living with HIV and to identify associated factors. 

3. Patients and Method 

This was a cross-sectional study covering six months  
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and carried out in two sites for the management of 

HIV/AIDS infection, namely the infectious diseases 

department of the Brazzaville University Hospital and the 

CTA. Women aged at least 18, living with HIV, with no 

psychiatric history, receiving or not receiving ART and 

consenting to the study were included. Appropriate scales 

were used to determine the degree of psychological 

disturbance (Table 1 and Table 2). Data were processed 

using EPI Info 3.3.0 software. Qualitative variables were 

expressed as headcount and percentage, and quantitative 

variables as mean and standard deviation. Statistical tests 

were used according to their applicability. For all tests,  

a P <0.005 was considered statistically significant. 

4. Results 

The prevalence of psychological disorders was 8.4%. 

These were eighty female patients with an average age of 

45.92 ± 14.5 (21-69) years, single (n=33; 41.3%)  

(Figure 1), with secondary (72.5%) or primary (12.5%) 

education, shopkeepers (n=30; 37.5%), urban residents 

(n=48.7%). Socioeconomic status was low (n=30; 37.5%). 

The mean duration of HIV infection was 118.7 months. 

Pre-test counseling had not been carried out (n=66; 

82.5%), and HIV had been discovered during a medical 

check-up (n=47; 58.8%). The serological result was 

announced by the general practitioner (n=26; 32.5%),  

the nurse (n=28; 35%). The home-site distance for 

dispensing ARVs was between 6-10 km in 51.3% of cases. 

Patients were on the TDF+3TC+DTG (n=35; 43.7%)  

and TDF+FTC+EFV (n=36; 45%) protocols. The partner's 

serostatus was unknown (n=41; 51.3%), and the desire to 

have a child was expressed (n=21; 77.8%). ART (n=34; 

42.5%) and avoidance of breastfeeding (n=30; 37.5%) 

were cited as means of preventing mother-to-child 

transmission of HIV. HIV status was disclosed within  

the family (n=50; 62.5%). Tuberculosis was the first 

opportunistic infection found (n=15; 42.8%) and patients 

were at WHO stage 4 (n=42; 52.5%). Psychological 

disorders were anxiety (n=32; 40%) and moderate 

depression (n=9; 3.7%). Self-esteem was very low (n=26; 

32.5%) and low (n=37; 46.3%). Associated factors were: 

age (P=0.03), level of education (p=0.02), residence 

(p=0.02) as well as socio-economic level (p=0.02),  

pre-test counseling not done (p=0.003) (Table 3). 

 

 

Table 1. PHQ-9 questionnaire (depression assessment) 

In the last 2 weeks, how often? 

Have you been bothered by any of the following problems? 
Never 

0 
Several days 

1 

More than half 

of the time 

2 

Almost every 

day 

3 

1-Little interest or pleasure in doing things     

2-Sad, depressed or hopeless     

3-Difficulty falling or staying asleep, or sleeping too much     

4-Feeling tired or lacking energy     

5-Lacking appetite or eating too much     

6-Having a low opinion of yourself, or feeling like you're a failure, or that you've 
disappointed your family or yourself 

    

7-Having difficulty concentrating, for example, when reading the newspaper or 

watching television 
    

8-Moving or speaking so slowly that others might have noticed. Or, on the 
contrary, being so agitated that you had trouble keeping still compared to usual. 

    

9-Thinking that it would be better to die or consider harming yourself in some 

way. 
    

Interpretation 
0 to 4: insignificant; 5 to 9: medium; 10 to 14: moderate; 

- 15 to 19: moderately severe; 20 to 27: severe 

Table 2. Anxiety assessment 

Au cours des 14 derniers jours, à quelle fréquence 

avez-vous été dérangée par les problèmes suivants? 
Never Several days 

More than half 

of the time 

Almost every 

day 

1-Feeling nervous, anxious or tense 0 1 2 3 

2.Unable to stop worrying or control your worries 0 1 2 3 

3- Excessive worry about everything and nothing 0 1 2 3 

4- Difficulty defending yourself 0 1 2 3 

5- Such agitation that it's hard to keep still 0 1 2 3 

6- Easily upset or irritable 0 1 2 3 

7- Fear that something terrible will happen 0 1 2 3 

Interpretation 

- 0 to 6: low stress;7 to 14: moderate stress 

- over 14: high stress 
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Figure 1. Marital status 

Table 3. Associated factors 

 

Psychological 

disorders OR [IC95%] 
p-

value 
Yes No 

Age range    0,68 

20-30 2(7,41) 1(1,88) 
4,65 

[0,37-58,08] 
0,23 

30-40 4(14,81) 10(18,86) 
2,33 

[0,28-19,24] 
0,43 

40-50 9(33,33) 21(39,62) 1 0,03 

50-60 10(37,04) 19(35,84) 1,22[0,41-3,66] 0,71 

60-70 2(4,41) 2(3,77) 0,93[0,23-3,77] 0,92 

Education 

level    
0,99 

Out of school 1(3,70) 2(3,77) 
0,95 

[0,08-11,12] 
0,96 

Primary 3(11,11) 7(13,20) 0,81[0,18-3,49] 0,78 

Secondary 20(74,07) 38(71,69) 1 0,02 

Higher 3(11,11) 6(11,32) 0,95[0,21-4,20] 0,94 

Marital status    0,39 

Single 12(44,44) 21(39,62) 1 0,12 

Divorced 1(3,70) 1(1.88) 
1,75[0,10-

30,59] 
 

Married 3(11,11) 9(16,98) 0,58[0,13-2,58] 0,47 

Common-law 5(18,52) 17(32,07) 0,51[0,15-1,75] 0,28 

Widowed 6(22,22) 5(9,43) 2,09[0,52-8,36] 0,29 

Residence    0,05 

Urban 17(62,96) 22(41,50) 1 0,42 

Rural 6(22,22) 9(16,98) 0,86[0,25-2,89] 0,81 

Semi-urban 4(14,81) 22(41,50) 0,23[0,06-0,81] 0,02 

5. Discussion 

1. Analysis of the methodology 

Our study presents some biases related to the sample 

size, the selected sites of care for people living with HIV 

and its prospective nature, which did not allow us to 

obtain retrospective information. In addition, some 

hospital records and registers were unusable, making it 

impossible to obtain patient-related information. These 

difficulties were encountered by most African authors [3]. 

Despite these limitations, the present study was able to 

shed light on the psychological experiences of women 

living with HIV in Brazzaville. 

2. Epidemiological aspects 

The prevalence of psychological disorders among 

women living with HIV in Brazzaville appears high. It is 

similar to that observed in Malawi [4] among people on 

antiretroviral treatment (12%) and among those not on 

treatment (16%). [5] In Morocco, the prevalence of 

psychological disorders in this population category is 

3.4%, half as high as in Congo [6]. The early introduction 

of ARV HAART in Morocco seems to be associated with 

an improvement and reduction in the prevalence of 

psychiatric or psychological disorders among PLWHA. 

The types of studies carried out, methodological 

differences and the tools used to diagnose these disorders, 

specific to each author, could partly explain the 

differences in prevalences observed. 

These are women, whose most common age group is 

between 30 and 60. This is a sexually active population in 

search of a union situation with a view to procreation. The 

older you get, the more difficult it is to be HIV-positive. 

In Cameroon, 10.3% of women of childbearing age were 

between 25 and 29 [7]. Overall, the proportion of HIV-

positive people in this population category increases with 

age: from a minimum of 1.1% among women aged 15-20, 

the proportion reaches a maximum of 49.9% among those 

aged 40-49. This observation is in line with that made by 

several authors in Africa [8,9]. 

The majority of women had secondary education. It 

would seem that the level of education has some influence 

on the experience of HIV/AIDS seropositivity. The low 

level of education among housewives testifies to the 

ignorance and vulnerability of this category of the 

population in terms of knowledge about preventive 

measures against HIV infection. In a CAP study carried 

out in Brazzaville, Ossibi Ibara and colleagues reported 

that 47% of FAPs had insufficient if not mediocre 

knowledge of HIV, leading to psychological disorders 

such as depression and life uncertainty [9]. 

More than half the women of childbearing age infected 

with HIV were housewives. A significant proportion were 

unemployed. This is a population category with a low 

economic level, making these women vulnerable to 

external sexual solicitations and pressures. These data are 

in line with those published by UNAIDS in its 2019 

annual report [10]. Improving living conditions and, above 

all, the household food basket in Africa, and particularly 

in the Congo, could minimize the high rate of 

contamination in this category of the population, and thus 

psychological disorders.  

In almost half the cases (41%), HIV-infected women 

were single, and in a significant proportion, they were 

living in common-law relationships. Living alone has a 

psychological impact on overcoming the burden of the 

disease, as reported in the sub-region. Sharing one's 

serostatus with one's partner can be seen as a 

psychological comfort in coping with the disease [11]. 

In 37.5% of cases, HIV-infected women had a low 

socio-economic status. In a context where the care of 

people living with HIV is not always effective at the level 

of African governments in general and in the Congo in 

particular, patients are obliged to pay out of their own 

pockets for examinations related to certain opportunistic 

infections and adjuvant medications. This takes its toll on 

patients' psyches, already impoverished by a disease with 

which they are called upon to cope chronically [12]. 

The average duration of HIV infection in these patients 

was 118.7 months, and in 82.5% of cases the interview 

prior to retroviral serology had not been carried out. In  

35% of cases, the positive result was announced by the 

nursing staff. Adherence to comprehensive management 

41.30%

27.50%

15%

13.70%

2.50%
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of HIV infection depends on the quality of screening, 

explanation of the natural history of HIV infection to 

patients and training of healthcare staff [13]. When the 

announcement of seropositivity is not framed by norms as 

recommended by the WHO, it can lead to the patient 

withdrawing into herself, denying the illness and 

ultimately to psychological disorders that are difficult to 

resolve [14]. 

In 86.3% of cases, patients living with HIV travelled a 

distance of more than 6 km to reach the various 

antiretroviral drug dispensing sites. It would seem that the 

distance of patients from the ARV dispensing site is a 

predictive factor of lost-to-sight status, added to which is 

the stress of looking for travel expenses in a context of 

low socio-economic level. This observation has already 

been made elsewhere [15]. 

In 43.7% of cases, patients were on antiretroviral 

therapy combining tenofovir, lamivudine and dolutegravir, 

and in 45% on therapy combining tenofovir, lamivudine 

and efavirenz. The WHO recommends positioning 

dolutegravir as the first integrase inhibitor in adults and 

adolescents, in order to minimize not only the risk of 

failure, but also the psychiatric side-effects associated 

with efavirenz in ATRIPLA [16]. 

2.1. Partner's serostatus 

In 51.3% of cases, patients living with HIV did not 

know the serostatus of their partners. This can lead to 

additional stress during even occasional intercourse, in the 

sense of guilt about contaminating the partner. This 

feeling of guilt has already been reported in the literature 

[17]. In 33.8% of cases, infected women had a desire to 

have children, and the reason given was the need to have a 

child in 77.8% of cases. The fact of being HIV-positive 

for a chronically evolving disease, added to the false 

information received, has a negative influence on the 

psyche, especially when one has not yet had a child. This 

real-life observation is similar to that made by Traoré Na [18].  

In worrying proportions, the serological status of 

women living with HIV was known within the family, or 

at least by certain members (62.5%). Spouses were 

informed in only 17% of cases. The fact that serological 

status is disclosed within the family increases the risk of 

stigmatization and rejection felt towards the family by 

people living with HIV. These data are similar to those 

reported in Africa on the reasons for non-adherence or 

abandonment of treatment encountered in this population 

category [19]. 

3. Clinical aspects 

A corollary of late recourse to healthcare structures in 

connection with psychological disorders is the appearance 

of opportunistic infections, of which tuberculosis is still 

the main pathology among PLWHA (42.8%), alongside 

others such as neuromeningeal cryptococcosis (25.7%) 

and toxoplasmosis (22.8%) [20,21]. These opportunistic 

infections, often of neurological origin, are a source of 

cognitive exhaustion, leading to depression and various 

psychological disorders [17,21]. In 52.5% of cases, 

women living with HIV were classified as WHO stage 4.  

The advent of the AIDS stage largely justifies the 

psychological disorders observed in women, including 

fear of death, the feeling of being left to one's own devices, 

and increased stigmatization in the immediate environment. 

In 36.3% of cases, stigmatized women found the 

attitude of their entourage embarrassing, justifying the 

anxiety observed in the 40% patient population. They felt 

discriminated against in 26.3% of cases, and this behavior 

on the part of their entourage justified the therapeutic 

abandonment observed in nine patients (11.3%). 

4. Psychological assessment 

Depression, loss of self-esteem and anxiety were the 

main psychological disorders observed in the patients. 

Depression, the main psychological disorder found in 

women living with HIV, was rated as insignificant and 

moderate in 65% and 20% of cases respectively. In 

Malawi, the prevalence and correlation with diagnosis of 

probable depression in people living with HIV was more 

established in those not yet on ART [21]. 

Self-esteem, as measured by the Rosenberg scale, was 

low in 46.3% and high in 7.5% of cases... 

Anxiety was moderate in 36.3% of cases. In the sub-

region, anxiety also appears to be more frequent in 

PLWHA, with one-third of patients in the Casablanca 

series in Morocco [21,22]. There are several possible 

reasons for this high rate of anxiety, both in the Congo 

and in the sub-region: stigmatization, rejection by family 

and friends, and general inaccessibility to care are among 

the main concerns associated with anxiety among these 

patients. 

The Caroll Riff well-being score was above 18 for 79 

patients (98.7%). People living with HIV most often need 

to be understood, supported and made to feel fulfilled. 

This is what the WHO recommends in its new strategies 

for combating the disease, which include community 

outreach workers and peer educators in the follow-up of 

PLWHA [22]. 

5. Factors associated with psychological disorders 

The objectives of the present study were not only to 

describe the different characteristics of women living with 

HIV with psychological disorders, but also and above all 

to identify the different factors associated with these 

disorders. Thus, age between 30 and 40 (p=0.03), level of 

education (P=0.02) and residence (P=0.05) were 

statistically significantly associated with the occurrence of 

depression in women living with HIV. In fact, young age, 

an area of intense sexual activity, also remains a fragile 

area when it comes to the announcement of HIV 

seropositivity. Young patients see their marital and social 

futures compromised, and more often than not find 

themselves depressed in a context of low educational 

attainment. These data are in line with those found in the 

literature [23]. 

Low socio-economic status, with its corollary lack of 

access to electricity (p=0.02), poor diet (p=0.003) and use 

of psychoactive substances (p=0.003) also influenced the 

occurrence of psychological disorders.  

Women who had not received pre- and post-test 

counselling in accordance with WHO recommendations 

(P=0.003) and those who had not voluntarily accessed 

antiretroviral treatment (P=0.001) had manifested the 

depression-type psychological disorders found in the 

present study. In Malawi, the prevalence of depression 

was high among PLWHA not yet on ART (17%) versus 

those already on ARV treatment (12%). Poverty, which is 

specific to this population category, has an impact on the 
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ability to feed oneself, thus justifying undernutrition as a 

factor influencing psychological disorders. 

At clinical level, deterioration in general condition 

(p=0.002), undernutrition (p=0.02) and the presence of an 

opportunistic infection (p=0.004) were also statistically 

significantly associated with the occurrence of depression 

in patients. 

On the other hand, anxiety as a psychological disorder 

was not associated with either age or level of education 

among women living with HIV. Residence (p=0.003) and 

the notion of taking psychoactive substances (p=0.01) 

determined the occurrence of anxiety-type psychological 

disorders in patients. Clinical factors such as AEG, 

undernutrition and the occurrence of opportunistic 

infections also had a statistically significant association 

with the occurrence of anxiety in women living with HIV. 

6. Conclusion  

Psychological disorders in women living with HIV 

constitute a real public health problem in the Congo, 

linked to depression and anxiety fostered by 

stigmatization. This is a sexually active population with a 

low socio-economic level. The factors identified are partly 

those found in the literature. Comprehensive care for 

people living with HIV, including sexual and mental 

health, is a necessary component of programs and policies 

to combat HIV/AIDS infection. 
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