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Abstract

Introduction: The concept of lifestyle is closely related to the concept of health. Several studies have been 
conducted on the dimensions of health-related lifestyle in patients living with human immunodeficien-
cy virus/acquired immunodeficiency disease (HIV/AIDS), but none has comprehensively addressed it.  
This study is carried out for the purposes of defining and clarifying its concept in HIV/AIDS patients.
Material and methods: This study used a hybrid model of concept analysis comprising three phases; 
namely, a  theoretical phase, field work phase, and a  final analysis phase. To find relevant literature, 
an  electronic search of  valid databases was utilised using keywords related to the  concept of  health- 
related lifestyle. In the field work phase semi-structured interviews were performed with 12 people living 
with HIV/AIDS. The conventional content analysis was used in two theoretical and field work phases, 
and the results were combined in the final analysis phase. 
Results: From the sum of 1362 gained titles in theoretical phase, 71 texts were analysed and five attri-
butes were extracted, including physical health behaviours, social and recreational activities, sexuality 
and fertility health, health-centred care, and distress and coping. The  most important consequence 
of a healthy lifestyle in literature review is enhanced physical and mental health. Working in the field 
phase added a social interactions category to the feature of the concept. In the third phase with the com-
bination of the results of two phases, the final definition of the concept was presented.
Conclusions: Health-related lifestyle in HIV/AIDS patients is a set of behaviours that have different 
physio-psycho-social dimensions that people display in their individual and social lives, thereby pro-
viding their physical and mental health.
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Introduction

Although since the  first pandemic of  human immuno-
deficiency virus/acquired immunodeficiency disease (HIV/
AIDS) has been around for decades, it is still recognised as 
one of the most important infectious diseases in the world 
today  [1]. The significance of  the disease can be traced back 

to 76.3 million people and 35 million deaths since the  onset 
of the epidemic. The data provided in 2017 also indicate 36.9 
million people worldwide, 1.8 million new cases, and about  
1 million deaths associated with the disease [2].

Although improvements have been made in the  treat-
ment of  aids, the  aids virus is still a  public health problem 
worldwide. Prevention, early diagnosis, and serious treatment 



Health-related lifestyle in HIV/AIDS patients: a hybrid concept analysis 121

HIV & AIDS Review 2019/Volume 18/Number 2

1. How is the  health-related lifestyle of  people living 
with HIV/AIDS defined in the  literature, and what are 
the properties, antecedents, and the consequences of this 
concept?

2. What do people with HIV/AIDS define or experience in 
their health-related lifestyle?

Material and methods
In this study, the concept of HRL in PLWHA was anal-

ysed using a hybrid model. The model consists of three theo-
retical phase, field work, and final analysis.

Theoretical phase

The present study employed a  systematised, evidence- 
based approach to search the literature. This method includes 
one or more characteristics of a systematic review, but does 
not claim to present the same results as a systematic review 
does  [12]. In this phase, the  databases of  Medlib, Iran Me-
dex, Magiran, Sid, Irandoc, Web of  Science, Google Schol-
ar, Cinahl, PubMed, Medline, Proquest, Ovid, Elsevier, and 
Wiley were searched by a combination of keywords (lifestyle, 
health-related lifestyle, HIV, AIDS, health behaviours, quality 
of life), both in English and Persian, without time limit, and 
up to the end of 2017. According to inclusion criteria, articles 
with full text in Persian or English, and referring to the defi-
nition, outcomes, features, and outcomes of  the  concept 
of HRL, were evaluated. Exclusion criteria included repetitive 
texts, book reviews, letters to the editor, and unrelated texts. 
Figure 1 shows the process of reviewing and selecting texts at 
the theoretical stage. As shown in the figure, after the remov-
al of  repetitive texts and then the evaluation of  the abstract 
of the texts in terms of relation with the concept, the full text 
of the articles that were qualified and relevant to the concept 
was investigated. Accordingly, from 885 titles obtained in 
the initial search, 68 research articles and three dissertations 
entered the analysis stage. Among the texts, 15 cases were re-
ported in Asia, 29 in the United States, 22 in Africa, and five 
in Europe. Table 1 presents an overview some of studies con-
ducted on HRL in PLWHA.

To analyse the literature, the conventional content analysis 
method was used based on the model proposed by Graneheim 
and Lundman. The  texts were carefully studied by the  re-
searcher as a unit of analysis several times and summarised by 
meaning units. Each sentence, phrase, and a word referring 
to the definition and dimensions of the HRL in people with 
HIV/AIDS were identified, and each was assigned a  code. 
The codes were categorised by performing continuous com-
parisons in different categories and subcategories according 
to their repetition, differences, and similarities.

Field work phase

Field phase data were collected from 12 HIV/AIDS 
patients referring to the behavioural  disease counselling 

of the disease are important aspects of care for affected peo-
ple, with which nurses deal with these patients in all of these  
areas. In this regard, admission of lifestyle and new behaviours 
consistent with this disease is one of the major concerns that 
a nurse faces in caring for affected people [3].

Lifestyle is defined as all behaviours that are under 
the control of a person or affect the health of the individual 
and it includes all behaviours such as eating habits, sleep and 
rest, physical activity and exercise, weight control, immuni-
sation against disease, stress adjustment, and the ability to 
use family and community support [4]. In other words, life-
style is a normal and daily activity that people have accepted 
into their lives in an acceptable way so that these activities 
affect their health [5]. The concept of lifestyle is closely re-
lated to the  concept of  health  [6], and today most health 
problems are related to lifestyle and changes in lifestyle [7]. 
The World Health Organisation (WHO) believes that chang-
ing lifestyle can be countered by many risk factors that are 
among the most important causes of mortality  [8]. There-
fore, one of  the  goals of  the  WHO by 2020 is to promote 
a  healthy lifestyle in the  community, according to which 
countries should put in place strategies that are effective in 
improving individual and social life [4].

Several quantitative and qualitative studies are conduct-
ed on the  dimensions of  care for HIV/AIDS patients and 
their life experiences, including patient compliance with 
antiretroviral therapy (ART), social stigma, nutrition, and 
the  prevention of  transmission of  disease to others, espe-
cially in risk groups, have been conducted in the world, all 
of which are dimensions of lifestyle, but none has compre-
hensively addressed the health-related lifestyle of these indi-
viduals. Interestingly, in spite of the general definitions given 
in various texts of the word life style, lyons and he in various 
papers believe that until now a comprehensive and complete 
definition that contains all the  hidden angles of  this con-
cept is not provided and, of course, is emphasised. It is not 
possible to do this except by considering the mental aspects 
of the concept and the exact understanding of the grounds 
upon which the  lifestyle is formed [9, 10]. Therefore, con-
sidering the  high prevalence of  AIDS and the  importance 
of  lifestyle in the management of people with this disease, 
proper understanding and accurate assessment of the con-
cept of lifestyle and health behaviours in the formulation and 
implementation of health plans for prevention and the pro-
motion of the health, care, and treatment of these people it 
is essential.

In this regard, the present study was conducted to anal-
yse the health-related lifestyle (HRL) in people with HIV/
AIDS (PLWHA), based on the hybrid model. Using the hy-
brid method based on the literature review as well as the life 
experience of the participants in the field can provide more 
accurate information about the concepts. The hybrid model 
depicts a clear picture of concepts based on the context and 
specific situation and, in this respect, has superiority to other 
conceptual analysis methods [11].

This paper tries to answer the following questions by us-
ing the concept of hybrid analysis:
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centres of Imam Khomeini Hospital (Tehran) and Rasht, 
from April to September 2018. In this phase, the  views 
of PLWH on HRL were addressed. To select participants, 
a purposeful sampling approach was used, and attempts 
were made to comply with principles of maximum vari-
ation sampling. Participants with the  ability to express 
their experiences in Persian and a willingness to partic-
ipate in the study were included in the study. The general 
information of participants is presented in Table 2. In this 
phase, qualitative data were collected through individual, 
semi-structured, face to face, and thorough interviews by 
asking open questions and continuation until data sat-
uration. Initially, the  first interview was conducted by 
the first author (M.Kh.), and after having been approved 
by other members of  the  research team, the  subsequent 
interviews were conducted. The  interviews began with 
a broad and general question (for example: What do you 
normally do during the day?), and then exploratory ques-
tions were asked to encourage participants and gain more 
in-depth information (for example: How is your physical 
activity? What do you eat during the  day? Explain your 
sleep situation). In other words, the  following questions 
were asked based on the initial responses of the people and 
the interview guide. In the cases where the participant put 
forward a subject whose search was useful, the researcher 
also followed suit. The location and time of the interview 
were selected according to the opinion of the participants 
(usually in a private room in one of the counselling cen-

tres mentioned above). The duration of the interview was 
between 35 and 80 minutes (average of 50 minutes), and 
all interviews were recorded. After transcribing 12 inter-
views, Maxqda10 Software (Udo Kuckartz, Berlin, Germa-
ny) was used to manage and organise the obtained data. 
For data analysis, directed content analysis method was 
used. First, the interviews were read word by word, line by 
line, and paragraph by paragraph several times in order 
to obtain the general understanding. Then, the meaning 
units and initial codes were extracted, and similar codes 
were classified as sub-categories. The related sub-catego-
ries formed categories, and the related categories formed 
the themes.

Rigor of qualitative data in the field 
work phase

To ensure the trustworthiness of qualitative data, the Lin-
coln and Guba criteria, including credibility, confirmability, 
dependability, and transferability, were used  [13]. Member 
check (rechecking the meanings and codes of the interview 
with the  participant) and peer check and external check 
(rechecking the meanings and codes of  the  interview with 
research colleagues as well as the four faculty members qual-
ified in the  qualitative research and research subject) pro-
longed engagement with the  data gathering and analysing 
(allocating a lot of time to review and modify the codes sev-
eral times), maximum variation during sampling, writing all 

Figure 1. Summary of the theoretical phase based on the PRISMA flowchart (selection, critical appraisal, and data extraction 
of studies)

Studies included in theoretical analysis phase

Original article (n = 68), thesis (n =3)

Abstracts were excluded
(n = 957)

103 articles were removed due to duplication
1184 articles of English and 75 Persian articles remained

(total n = 1259)

Identification

Additional records identified through other sources SID (n = 77): 
37 Persian language, 40 English language

The number of records found in the initial search: 1285 

PubMed (272), ScienceDirect (318), Ovid (24), 
Proquest (186), Scopus (477), Google Scholar (8)

1259 abstracts were screened for relevance
(included = 230)

Full-text articles excluded, 
not related to aim of study

(n = 158)

230 full-text articles assessed for eligibility
and relatedness to aim of study

(included = 72)
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the research steps explicitly so that other researchers would 
also be able to track the data, recording participants’ state-
ments, and a detailed description of the field and the partici-
pants were used to ensure the scientific accuracy and validity 
of the data collected at this stage.

Final analytical phase 

In this phase, the  codes and categories obtained from 
the field work phase were compared with the data obtained 
from the literature review in the theoretical phase, and final-

Table 1. An overview of some of studies conducted on the concept of health-related lifestyle in people living with HIV

Author (year) Country Study design Study subject Sample/sample size Data collection

Orban (2010) USA Cross-sectional Coping strategies 166 adolescents  
with HIV/AIDS

Questionnaire

Dessie (2012) Africa Qualitative Sexual activities 13 PLWHA Interview

Amoran (2012) Nigeria Cross-sectional Risky sexual behaviours 637 PLWHA Questionnaire

Saumoy (2016) Spain Clinical trial The impact 
of multidimensional lifestyle 
on cardiovascular risk factors

54 PLWHA Questionnaire 
and laboratory 

tests

Melchior (2007) Brazil Qualitative ART adherence challenges 34 PLWHA Interview

Nedjat (2015) Iran Mixed method Sexuality needs and fertility 
health

40 and 400 PLWHA 
in qualitative and 
quantitative study

Interview and 
questionnaire

Nalugo (2015) Uganda Cross-sectional Lifestyle factors and fertility 
health

614 adolescents with 
HIV/AIDS through 

the prenatal

Questionnaire

Uphold (2007) USA Cross-sectional Healthy lifestyle and QoL 226 males with  
HIV/AIDS

Questionnaire

Magidson (2015) USA Longitudinal Structure of daily activities 199 PLWHA Questionnaire 
and electronic 

monitoring

Jorjani (2014) Iran Cross-sectional Disclosure and its related 
factors

175 PLWHA Questionnaire

Wang (2015) China Cross-sectional Changes in the use 
of cigarettes after disease

2973 PLWHA Questionnaire

Lee (2001) USA Cross-sectional Effect of sleep and activity 
pattern on fatigue

100 females with  
HIV/AIDS

Questionnaire 
and electronic 

monitoring

Plach (2005) USA Qualitative Self-care activities 9 women ≥ 50 years, 
old with HIV/AIDS

Interview

Ramirez (2004) Puerto 
Rico

Cross-sectional Physical activity, leisure time, 
life satisfaction

67 PLWHA Questionnaire

Radfar (2014) Iran Qualitative Effective behaviours on 
the transmission

64 PLWHA Focus group 
interview

Moralejo (2006) Spain Cross-sectional Art adherence 143 PLWHA Questionnaire

Philogen (2014) Haiti Mixed method Complementary and 
alternative medicine (CAM)

680 PLWHA Questionnaire 
and interview

Abachi (2014) Iran Phenomenology Stigma and QOL 6 PLWHA Interview

Sowel (1997) USA Qualitative Self-care activities 27 females with  
HIV/AIDS

Focus group 
interview

Krishnan (2007) India Qualitative Sexual activities 30 PLWHA Interview

Sanders (2009) USA Qualitative Women sexual behaviours 
and functions about 

pregnancy

9 mothers with  
HIV/AIDS

Interview

Rahmati (2009) Iran Qualitative Risky behaviours 61 PLWHA Interview
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ly the common features of HRL in HIV/AIDS patients were 
identified and the definition of the concept was presented.

Ethical considerations

Permission for this study was obtained from the Ethics 
Committee of  Iran University of Medical Sciences (ethical 
approval number IR.IUMS.FMD.REC.1395.9221199206). 
Oral and written informed consent was received from 
the  participants. The  participants were allowed to leave 
the study at any time. All participants were assured that in-
terviews would be completely confidential and that the re-
sults would be reported anonymously.

Results
Theoretical phase

In this section, the findings from the literature review are 
discussed in three parts: attributes, antecedents, and conse-
quences.

Attributes

In the literature review, five main attributes were extract-
ed (a total of 138 codes, 23 subcategories, 10 categories, and 
five main categories), which are referred to in the following:

1. Physical health behaviours: this category, which in-
cludes nutrition habits, physical activity, and sleep pat-
terns, reflects the behaviours that people display in their 
daily lives in relation to their physical health. In a review 
of  the  literature, PLWHA compliance with the  correct 
food pattern (healthy, fresh, and varied diet), having 
proper physical activity, particularly regular exercise, 
and improving sleep quality will help them to improve 
their health [14-17].

2. Social and recreational activities: interpersonal rela-
tionships and economic and social wellbeing are two 
important parts of this category. In general, the relation-
ships that PLWHA have with their spouse/partner, fam-
ily, friends, health professionals/health care providers, 
and the community, as well as disclosure or concealment 
of  these people, are the  main themes of  interpersonal 
relationships. Socioeconomic prosperity includes issues 
related to individuals’ occupational and recreational ac-
tivities [18]. Unemployment, which mainly results from 
stigma and physical loss, can lead to loss of income and 
reduced welfare.

3. Sexuality and fertility health: sexual desire and ac-
tivity  [19, 20], giving information about sexual rela-
tions [21], sexual risk behaviours (non-use of a con-
dom, having more than one partner, sexual relations 
with sex workers, unprotected anal sex, concurrent 
sexual relations, having IV drug-abusing partners, 
and lack of knowledge about partner’s status) [21-26], 
attention to reproductive health (using family plan-
ning methods, pregnancy experience after diagnosis, 
and receiving prenatal care) [19, 21, 27], and screen-
ing (performing pap smear and sexually transmitted 
disease testing) are the most important behaviours in 
this category of  HRL mentioned in the  literature re-
view [18, 19].

4. Health-centred care: treatment adherence and self-care 
constitute two main dimensions of this category. Treat-
ment adherence, which includes the  strict implemen-
tation of  the drug program and the ongoing follow-up 
of  the disease (regular visits to the doctor and seeking 
medical care) in the review of the literature is an import-
ant part of PLWHA’s lifestyle and is affected by a variety 
of  factors  [14, 28-31]. Self-care refers to activities that 
individuals carry out through their own abilities and re-
sources aimed at promoting health and preventing dis-

Table 2. Demographic characteristics of the participants in the field work phase

Transmission mode
Disease 
situation

Duration 
of disease

Education
Having 
children

Marital 
status

AgeGenderParticipant

Jointly used needle syringeAIDS3 yMiddle school–Single37 yMale1

Jointly used needleHIV7 yDiploma1 childMarried28 yMale2

Sex (homosexual)HIV2 yBachelor–Single39 yMale3

SexHIV4 yDiploma–Single48 yMale4

SexHIV4 mDiploma–Single33 yMale5

Jointly used needleAIDS10 yDiplomaNo childrenMarried37 yMale6

SexHIV3 yDiploma–Single25 yMale7

UnknownHIV2 yBachelor2 childrenMarried40 yFemale8

UnknownHIV2 yDiploma1 childMarried32 yFemale9

Probably dentistryHIV2 yDiplomaNo childrenMarried33 yFemale10

TattoosHIV5 yMiddle school 1 childMarried38 yFemale11

Probably dentistryHIV8 yBachelor–Single38 yFemale12
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ease severity, including information about the  disease, 
avoiding high-risk health behaviours (smoking, drug 
abuse, alcohol abuse), and the use of complementary and 
alternative medicine (CAM) [32-34].

5. Distress and coping: the  last category of  attributes 
of the concept of HRL in PLWHA, which was found in 
the literature review, was distress and coping. The stress-
es that individuals face due to the disease (psychosocial 
stress and treatment-related stress) and coping with 
those stresses are the  main themes of  this category.  
People with HIV/AIDS are exposed to various stress-
es [35, 36], and they use adaptive and maladaptive strat-
egies to manage these stresses [37-41].

Antecedents

Health-related lifestyle antecedents referred to in the lit-
erature review can be divided into five categories:

1. Demographic factors: these factors include age, sex, 
education, place of  residence, economic status, and 
occupational status. For example, age is among the an-
tecedents influencing art adherence  [31, 42], drug de-
pendence [43], smoking [44], use of condoms in sexual 
relationships [26], and disclosure of illness [45]. 

2. Psychosocial factors: stigma, discrimination within 
the  family, social, and health care settings, psycho-
logical disorders such as anxiety and depression, fear, 
social support, functional support, and moral respon-
sibility are among factors that fall into this category. 
Stigma can be considered as the most important pre-
dictor, referred to in various texts, which influences on 
behaviours such as decrease of ART adherence [28, 39], 
reduction of interpersonal relationships [29, 46], non-
use of  condoms  [47], non-disclosure of  disease  [39,  
48-50], suicidal ideation and action  [49], and unpro-
tected sex [51].

3. Clinical antecedents: modes of  transmission, disease 
stage, number of symptoms, CD4 count, viral load, and 
the presence of symptoms such as pain and fatigue are 
antecedents that affect the HRL in PLWHA. 

4. Health care system factors: the  quality and quantity 
of  physician-patient communication and antiretroviral 
drug-use factors can be found in this class of anteced-
ents. A good relationship between physician and patient 
increases ART adherence  [52], while difficult access to 
a doctor reduces it [53]. Drug-related factors also include 
the experience of side effects of medications [28, 47] or 
the concern about their experience [36, 53], intolerance, 
or drug tiredness [28, 53], difficult process of providing 
drug, and lack of trust in the medication [53].

5. Factors related to knowledge and attitude: lack of ed-
ucation and incorrect mental beliefs are the  two main 
factors that fall into this category of  antecedents. For 
example, in women with HIV/AIDS who did not have 
a Pap smear, lack of instruction by health care personnel 
and no obligation to perform this test because of difficul-
ty were the two main reasons [54].

Consequences

As mentioned in the literature, the most important con-
sequence of a healthy lifestyle is enhanced physical and men-
tal health. Adopting a healthy lifestyle improves neurocog-
nitive function, life quality, and satisfaction, and ultimately 
improves the physical and mental health of affected individ-
uals [14, 15, 34].

Working definition

HRL in PLWHA is a set of behaviours affected by var-
ious personal and social factors aimed at providing physi-
cal and mental health, including addressing physical health, 
health-centred care, sexuality and reproductive health, so-
cial and recreational activities, and stress management.

Field work phase

Six categories related to the concept of HRL were deter-
mined during interviews (Table 3), including:
• Physical health: eating habits, physical activity, and 

sleep are the  three main parts of  this category of  life-
style behaviours. A  number of  participants stated that 
they had been trying to improve their nutritional status 
and ultimately their physical health with healthy and di-
verse foods since they were infected: “I eat less sweets, but  
I always have my diary and milk. I try to eat every kind 
of food. I try to have every type of food such as proteins in 
my diet based on my medications”. (p3)

Nightmares caused by ART were among the  most 
important problems affecting sleep quality of  partici-
pants: “At first when I took my medicines, I had night-
mares as I was falling from somewhere or they were taking 
me to jail, I had horrible nightmares”. (p5)

Physical weakness and loss of  physical strength were 
problems that reduced the individuals’ physical activity. In 
this regard, a participant reported: “I feel my body is debili-
tating, I’m not as strong as before, I feel like resting more”. (p6)

• Social interactions: in relation to this category, one 
of  the  most important challenges that participants are 
faced with is the fear of exposing the disease and others’ 
reaction to their disease, so that in some cases they went 
to another city or place to receive care in spite of the pres-
ence of health care services in their place of residence. In 
this regard, participant 4 stated: “In my family, only my 
brother knows it, I could tell no one then I wouldn’t take 
my files from health care centre in county and come here to 
spend this much. No one can understand it”.

Most participants expressed a  number of  instances 
in which they were treated in a  discriminatory way in 
medication areas, or were even refused services: “Once  
I had a problem with my tooth and I went to two dentists, 
but they didn’t accept me, at last I had to tell nothing in 
the third place to have my tooth treated”. (p2) 

Another participate reported: “Some time ago I had 
an accident, my uncle told the hospital staff about my dis-
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Table 3. Attributes extracted from fieldwork phase

Main categories/Categories/Subcategories

Physical health

Nutritional habits

Eating level

Diversity of food

Choose a healthy diet

Sleep status

Sleep quality

Sleep schedule

Physical activity

Physical power

Physical activity level

Social interactions

Disclosure of disease

Disclosure to important people of life

Disclosure to social and therapeutic centres

Facing the challenges of disclosure

Social support

Interruptions in interpersonal relationships

Relations with peers

Being accepted

General acceptance

Acceptance by health care services

Entertainment and welfare

Recreational activities

Physical-recreational activity

Self-entertainment

Communicating with others

Financial problems

Job instability

Financial burden of disease

Main categories/Categories/Subcategories

Sexuality and fertility health

Sexual activity

Risky sexual behaviours

Qualitative and quantitative sexual dysfunction

Stressful marriage

Unstable marriage

Marriage rearrangement

Childbearing

Concerning about reproduction

Getting advice

Health-centred care

Art adherence

Proper implementation of ART program

ART adherence challenges

Self-care

Continuous follow-up

Preventive measures

Seeking information

Health-related risk behaviours

Using complementary and alternative medicine

Distress and coping

Stress management

Adaptive coping

Maladaptive coping

Reaction to limitations

Fear of disease transmission

Feeling of being limited

Table 3. Cont.

ease so that they can provide better care…. They didn’t even 
visit me until 2 a.m., they didn’t even touch me”. (p11)

• Entertainment and welfare: the most important problem 
PLWHA are faced with in this area is economic problems. 
Reduced physical activity, avoidance of  employers from 
employing affected people, and inappropriate co-work-
ers’ behaviours were among the  most important issues 
that participants reported: “In the past, I had power of two 
healthy men, I could work but now I can’t. This disease crip-
pled me somehow … then again if others know that they 
would not accept to work with me”. (p1)

• Sexuality and fertility health: the main themes of this 
category are marriage, sexual relations, and childbear-
ing. Constraints on establishing a  family are another 
social consequence of the disease that were reported by 

the majority of patients, especially those who were not 
married: “I thought there are some people like me who 
may intend to marry, but each person I dated told me that 
you yourself are sick. That’s why I’m disappointed”. (p1)

Regarding sexual activity, one of  the  participants 
stated: “My sexual relationship became less frequent, I al-
ways hated condoms, I’m not comfortable with it at all, I’m 
tolerating somehow…”. (p11)

Most married patients who did not have a child and 
even some single patients reported one of their concerns 
was having a child: “I myself am much interested in hav-
ing a baby but my husband doesn’t accept it, early in my 
marriage I become pregnant but he took the official letter 
for getting an abortion, so I aborted my child”. (p10)

• Health-centred care: adherence to ART and self-care 
constitute the main dimensions of this category of attri-
butes. Regarding familiarity with drugs and their timely 
use, a participant stated: “I don’t still know my medicine,  



Health-related lifestyle in HIV/AIDS patients: a hybrid concept analysis 127

HIV & AIDS Review 2019/Volume 18/Number 2

I don’t every take them on time, whenever I go to a party 
or somewhere, I took my mom’s pills box and put them in 
it”. (p11)

A number of participants also said that they have be-
come more sensitive to health since they were infected: 
“When something is harmful for me I don’t consume it,  
if someone has cold I would not accept to drink water with 
his/her glass at all”. (p6)

• Distress and coping: the strategies used by individuals 
to adapt to the disease constitute the main theme of this 
category. A  number of  people used positive methods 
(adaptive coping) and a  number of  negative methods 
(maladaptive coping) in adapting to the disease. In this 
regard, participant 9 stated: “At first I was deeply de-
pressed, but little by little I get to know my disease, my 
husband helped me a lot, my family helped me a lot, they 
tried to keep me happy, I talked with god a lot, I was going 
to holy places every week”.

Discussion
In this study, the concept of HRL in clinical nurses was 

investigated using a  hybrid concept analysis approach by 
integrating the findings of theoretical and fieldwork phases. 
The  results showed that health-related lifestyle is a  com-
plex and multidimensional pattern of  a  set of  behaviours 
that PLWHA display in their daily lives to reduce their dis-
ease-related harm and increase their health. In the current 
study, six attributes were extracted as follows:

One of the extracted attributes was “addressing physical 
health”, which includes dietary habits, sleep status, and phys-
ical activity. The findings of this study showed that most par-
ticipants experienced problems such as lack of exercise and 
weight loss, physical weakness and loss of physical strength, 
and reduced sleep quality. These people believed that HIV/
AIDS had a negative impact on their physical condition, and 
because they were more susceptible to disease than ordinary 
people, they tried to follow a healthy diet, have enough rest, 
and do activities such as walking regularly to improve their 
physical health; in other words, they believed that the dis-
ease caused them to carefully monitor their physical condi-
tion and choose a healthier lifestyle. This was so serious that, 
according to some, they were somehow obsessed with their 
physical health.

The second attribute was “social interactions”. In addi-
tion to living with chronic and threatening AIDS, patients 
face numerous challenges in their personal relationships 
with family, friends, colleagues, and even health care pro-
viders [55], and the everyday experience of social labelling 
and social exclusion is from the life experience of these peo-
ple [18]. One of the most important challenges participants 
were faced with in social interactions was the fear of expos-
ing the  disease and the  reactions of  others to the  disease. 
The importance of this issue is so high that some of the par-
ticipants did not disclose their illness to any of their family 
members and, in some cases, they had migrated from their 
place of  living due to the  fear of  disclosure and rejection. 

However, families are the most important source of person-
al care during illness in many developing countries. AIDS 
has challenged this issue in many cases, and people with 
disabilities have been excluded from their families [56]. In 
other words, an  individual with HIV/AIDS always finds 
himself/herself in a  tense state of  concealment and disclo-
sure for help, and this disruptive situation deprives him/her 
of  the role of a patient who could receive others’ attention 
and empathy [46]. In the study by Esmaelzadeh et al., fear 
of being rejected by family and partner, as well as stigma and 
discrimination in the  community, were factors that influ-
enced the disclosure of the disease [57].

The social relationships of  PLWHA are affected at dif-
ferent levels and with different dimensions and intensity. 
Many participants severely restricted their social circle, 
and in some cases they isolated themselves. In a  study by 
Zhang et al., half of the people reported that the disease had 
influenced their individual relationships with relatives or 
friends [58]. In a study by Lekganyane et al., PLWHA also 
isolated themselves and took on hidden strategies [59].

In the field of social interactions, another issue that par-
ticipants report is the need for community acceptance, partic-
ularly in health care systems. Many people complained about 
the inappropriate and discriminatory behaviour of health care 
providers and had even been refused by them. In the study by 
Tavakol and Nikain, most patients expressed annoyance and 
discomfort due to discriminatory treatment from physicians 
and unequal access to health care services [60]. 

The third feature of  the concept of HRL in PLWHA is 
the issue of “entertainment and welfare” for these people. Job 
destabilisation due to reduced physical capacity, employers’ 
refusal to employ them, and inappropriate co-worker en-
counters, and thus economic problems, were the most im-
portant concerns that participants in this area are faced with. 
Despite the  fact that the  HIV virus cannot be transmitted 
in most work environments or in normal working relation-
ships, assuming the risk of transmission has led many em-
ployers to avoid employing sick people or to dismiss them. 
In most workplaces, affected people also encounter labels, in-
sults, and exclusion from their colleagues [61]. In a study by 
Kabbash et al., PLWHA reported changes in their job status, 
inability to perform the job and similar activities the same 
as before being inflicted with the disease, lack of job oppor-
tunities, and lack of opportunities for recreational activities. 
Most patients had financial problems and feared that they 
would not have enough nutrition and care in the future [62].

“Sexuality and fertility health” was the  fourth attribute 
derived from theoretical and field work data. In this study, 
sexual activity, married life, and reproduction of  PLWHA 
were affected by the disease. Most participants reported de-
creased sexual intercourse or discomfort with condom use. 
In the study by Behboodi-Moghadam et al., HIV/AIDS also 
affected the physical ability for sexual intercourse, attitudes 
towards sex, and the quality of sex [63]. Another problem for 
the participants was the marriage issue. A number of them 
suggested that the disease is a major obstacle to their mar-
riage. This issue was also reported in Fallahi’s study [49].
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The fifth attribute was “health-centred care”. Adherence 
to ART was the most important aspect of this category of at-
tributes. Although most participants stated that they were 
taking their medicines in a timely manner, almost all of them 
experienced adverse drug reactions and reported these side 
effects as well as the fact that the use of these drugs for their 
whole life was exhausting and debilitating. Drug use, even if 
it has no side effects, is reminiscent of the fact that the per-
son is ill, and this can be regarded as a source of stress for 
the individual [49]. In a study by Li et al., a number of partic-
ipants introduced drug tiredness or avoidance of drug side 
effects due to ART non-adherence [53]. PLWHA used strat-
egies such as smoking cessation, drugs, and alcohol, giving 
information about the disease, and continuous follow-up to 
reduce the health effects of illness. In a study by Plach et al. 
and Sowel et al., PLWHA used some strategies to improve 
their physical and mental state [38, 40].

The last attribute was “distress and coping”. Yang et al. 
argue that the main problem for HIV/AIDS patients is psy-
chosocial problems, and the factors that are associated with 
this problem include adjustment in relation to occupation 
and profession, and economic, cultural, and psychological 
status [64]. In the present study, all participants experienced 
anxiety, misery, depression, disappointment, anger, and feel-
ings of disability and incapability, and most of them experi-
enced suicidal tendencies. These patients use adaptive strat-
egies (such as trusting in God, changing attitudes toward 
disease and positive thinking, and referring to a psycholo-
gist) and maladaptive strategies (such as self-blaming, cry-
ing, silence, isolation, self-mutilation, and suicide) to adapt 
to the disease. Radzniwan et al. reported prevalence of de-
pression, anxiety, and stress in their study of 36.9%, 45.1%, 
and 26.7%, respectively [65].

Conclusions
By applying the hybrid model, we analysed the concept 

of HRL of PLWHA in Iran, because no studies on this top-
ic had been conducted in the  past. In conclusion, accord-
ing to the  results of  the  theoretical and fieldwork phases 
of this study, HRL from the perspective of PLWHA is a set 
of  behaviours that have different physio-psycho-social di-
mensions that people display in their individual and social 
lives, thereby providing their physical and mental health and 
adapting to the problems associated with the disease. In this 
regard, they are faced with many challenges.

The results of  this study can lead to a  clear definition 
of the concept of HRL in PLWHA based on the social and 
cultural characteristics of Iranian community and develop-
ment of a valid and reliable tool for measuring the health- 
related lifestyle in these individuals, which can be applied  
by doctors, nurses, and sociologists. It is also possible to 
compare the tools of this study with existing lifestyle tools to 
reveal differences between the general tools in normal life-
style and the specific tools employed by people living with 
HIV/AIDS.

Limitations
One limitation of  this study was the  lack of  access to 

the  full text copies of  some papers.  In addition, access to 
all resources via an  electronic database was not possible.  
Another limitation was the  language barrier and the  use 
of literature just in English and Persian languages. Although 
in the hybrid concept development, the aim of the fieldwork 
phase is to empirically elucidate and explore the  concept 
not its empirical generalisation, HRL in PLWHA is a con-
text-based concept that needs to be studied from the  per-
spectives of diverse cultures and contexts in order to provide 
a comprehensive definition.
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