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ABSTRACT 

Many recursive factors will be influenced on HIV infected children for their mental development viz., care of 

orphans, lack of nutritional supplements, death of parents due to illness, coping with co morbidity psychological factors 

etc. However these factors induced child mortality converges with low quality domain under the age of < 15 years. In this 

proximity our study try to address the main factors affecting of HIV infected children for the existing HAART rationality. 

Lower CD4 count, death parents, psychological factors were found to be positively correlated with CLHIV quality domain 

and outcomes. Study concludes that CLHIV should get proper care such as nutritional intervention, effective counselling, 

strengthen family support, effective comprehensive care reduce the risk of mortality and also awesome development of 

quality domain in the era of HAART at larger extent.  
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INTRODUCTION 

Despite being home to the world’s third largest population suffering from HIV/AIDS, the AIDS 

prevalence rate in India is lower than in many other countries. In 2015, India AIDS prevalence rate stood at 

approximately 0.26%,the 90
th

 highest in the world. The estimated adult HIV prevalence was 0.32% in 2008 and 

0.31% in 2009.The states with high prevalence rates include Manipur 1.40% followed by Andrapradesh 0.90% 

Mizoram 0.81%,Nagaland 0.78% Karnataka 0.63% and Maharastra 0.55%.Asper the global summary of AIDS 

epidemic in 2014 has documented total number of PLHIV infected would be 36.90 million ;adult 34.30 

million,women constitute 2.60 million and in case of children <15 years of age group is found to be 2.60 million. 

Simultaneously we observed that AIDS associated mortality is positively related to infection rate, around 12.0 

million infected people died every year by these devastating diseases. Same figures will be correlated in children 

<15 years of age group (150000).However AIDS deadly diseases has been impact on national GDP, quality life of 

HIV infected children, Cruel paradox of the situation is that it is usually the poorest in Society who are most 

vulnerable to HIV/AIDS. They are least able to cope with an increased demand on, and ultimate reduction in 

resources, which increases poverty and therefore vulnerability and susceptibility to further infections. Poor people 

are often unable to purchase food or afford basic medical care to treat infections; thereby increasing the risk of 

HIV transmission. Poverty may drive women into prostitution and men to become migrant labourers. However 

many recursive factors could be influenced on infected children mental development viz., care of orphans, lack of 

nutritional supplements, death of parents due to illness, coping with co morbidity psychological factors etc is 

mainly intervene the child illness and increases mortality rate of HIV infected children < 15 years of age group. In 
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this proximity our study try to address the main factors affecting of HIV infected children for their rationality  

MATERIALS AND METHODS 

A cross sectional observational study conducted at Vanivilash children hospital which is attached to the Bangalore 

Medical College and Research Institute, Fort road, Bangalore in the accrual period of 2014-2015. a total 100 CLHIV 

HAART data tracked from pre ART and ART card. Attributed quality domain data was collected from WHO questionnaires 

through focus group and in-depth interview. Collected data was analysed by using SPSS statistical software. Uinvariate and 

multidimensional scale techniques statistical method was used to draw the significant inference. Informed consent obtained 

from parents or guardian /care takers. 

RESULTS 

 

Figure 1: Age Wise Distribution of CLHIV 

In figure 1 results revealed that age profile of CLHIV who are receiving HAART treatment at ART centre of 

Bangalore Medical College and Research Institute. The mean age of the patient was 10.36 with SD2.18 years. Age between 

<3 years was 18 cases; 3-5 years 24% ;6-10 years 21% ; 10-14 years 31% and <15 years age is attained in 6 cases of 

CLHIV.  

 

Figure 2: Gender Wise Distribution of the CLHIV Received HAART 
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Figure 2 depicted that male and female sex ration 1:1 which comprise gender frequency was males 65% and 

female 35% respectively. Nearly 80 % of l CLHIV belongs to below poverty line and lack of parent literacy, the 

socioeconomic condition is worse significantly (p<0.01) associated with illness of child. The poverty is predeterminants of 

development of child bearing at age group <15 years (p<0.01). 65-70 % of children drop out due to parental HIV 

illness,poverty, lack of family support p<0.01, co morbidity (p<0.01), death of parents due to AIDS associated illness 

(p<0.01), AIDS opportunistic infection(p<0.01), Suboptimal drug adherence of HAART (P<0.01), psychological domain 

negation (p<0.01), level of independence (p<0.01), care of orphans (p<0.01), induced drug toxicity(p<0.01), polypharmacy 

intervened with HAART therapy(p=0.21), coexistence of HIV TB infection during HAART therapy, early mortality 

(p<0.01),Increased RNA Plasma viral load, delay inception of HAART therapy,lack of family support, and other associated 

attributes / parameters influenced the CLHIV quality domain in the era of HAART therapy 

DISCUSSIONS 

In the present study early mortality was observed. In fact nearly three fourth of the total deaths occurred during 

the first six months following HAART initiation. And children who developed their quality domain were less likely to die 

in the succeeding follow up time. On multivariate logistic univariate model clearly describe the event of factors 

significantly affecting the quality domain of CLHIV. As per the analysis findings lower CD4 count, increased RNA plasma 

viral load, delay inception of HAART, lack of family support, death of parents bearing at younger age, malnourishment 

reached threshold level, WHO clinical stage –IV AND low haemoglobin level at inception of HAART could be 

determinants of decreases rate of quality life and increased mortality rate in HAART era. The results from this study 

showed a significant decrease in the estimated cumulative survival, especially during the first six months following 

HAART inception. These findings are comparable with report from studies conducted in India by NACO 2012.  

CONCLUSIONS 

In summing of the results the present study concludes that CLHIV should get proper care such as nutritional 

intervention, effective counselling, strengthen family support, effective comprehensive care reduce the risk of mortality 

and also awesome development of quality domain in the era of HAART at larger extent.  
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