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Background. The population of people aged 260 years continues to increase globally, and has been projected by the United Nations
Population Division to increase to 21% of the total population by 2050. In addition, the number of older people living with HIV has
continued to increase owing to the introduction of antiretroviral therapy as a treatment for HIV-infected people. Most of the older people
living with HIV are in sub-Saharan Africa, an area that faces the biggest burden of HIV globally. Despite the high burden, there are limited
reliable data on how HIV directly and indirectly affects the health and wellbeing of older people within this region.

Objective. To showcase the availability of data on how HIV directly and indirectly affects the health and wellbeing of older people in Uganda
and South Africa (SA).

Methods. The World Health Organization Study on global AGEing and adult health (SAGE), in collaboration with Medical Research
Council/Uganda Virus Research Institute and London School of Hygiene and Tropical Medicine (MRC/UVRI and LSHTM) Uganda
Research Unit and the Africa Health Research Institute (AHRI) in SA, started the SAGE Wellbeing of Older People Study (WOPS) in
Uganda and SA in 2009. Since initiation, respondents have been surveyed every 2 years, with four waves of surveys conducted in Uganda
and three waves in South Africa.

Results. The available datasets consist of two cohorts of people, aged >50 years, who were surveyed every 2 years between 2009 and
2018. The prevalence of HIV positivity over this period increased from 39% to 54% in Uganda and 48% to 62% in SA. The datasets
provide comparisons of variables at a household level and at an individual level. At the individual level, the following measures can be
compared longitudinally for a 10-year period for the following variables: sociodemographic characteristics; work history and benefits;
health states and descriptions; anthropometrics performance tests and biomarkers; risk factors and preventive health behaviours;
chronic conditions and health services coverage; healthcare utilisation; social cohesion; subjective wellbeing and quality of life; and
impact of caregiving.

Conclusion. This article describes the WOPS in Uganda and SA, the population coverage of this study, and the survey frequency of WOPS,
survey measures, data resources available, the data resource access and the strengths and weaknesses of the study. The article invites
interested researchers to further analyse the data and answer research questions of interest to enhance the impact of these data.
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The number of older people living with HIV continues to increase
globally. This is mainly due to the introduction of antiretroviral
drugs, which have improved the survival of people living with
HIV,"* and due to populations of older people who are acquiring
new HIV infections.!”! As of 2020, an estimated 21% of all people
living with HIV, >6.5 million people, were aged =50 years.®
Most of these older people living with HIV reside in sub-Saharan
Africa. Despite the increase in the number of older people living
with HIV, there are limited reliable data on HIV and ageing in
the African region.l*?! Reliable data on HIV and ageing, and how
these individually and combined affect the health of older people in
low- and middle-income countries, will provide knowledge about
health and social needs and facilitate interventions for improved
health maintenance as people age. Longitudinal research in multiple
settings has provided reliable data about the health and wellbeing
of older people with and without HIV within Africa, with results
that can be used for effective planning for both health and social
programmes for this ageing population.!'®12!

In order to fill these data gaps, the World Health Organization
(WHO), in collaboration with Medical Research Council, Uganda
Virus Research Institute (MRC/UVRI), and London School of
Hygiene and Tropical Medicine (LSHTM) Uganda Research Unit
and the Africa Centre surveillance area (presently the Africa Health
Research Institute (AHRI)) in South Africa (SA) developed and
implemented the Study on global AGEing and adult health (SAGE)
Wellbeing of Older People Study (WOPS). In Uganda and SA, WOPS
cohorts are open cohorts of people aged 250 years living with and
without HIV. These cohorts were established in 2009 as part of WHO
SAGE.M

SAGE is a longitudinal study on the health and wellbeing of adult
populations as well as the ageing process.*! The target population
has been people who are >50 years, but it has also collected data
from a comparison sample of younger adults aged 18 - 49 years
in each wave. SAGE WOPS in both Uganda and SA has collected
longitudinal data on people 250 years directly or indirectly affected
by HIV/AIDS. The main aim of WOPS in both Uganda and SA
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has been to study the health and wellbeing of older people living
with and without HIV, with special emphasis on the effects of the
introduction of antiretroviral therapy (ART) on older people living
with HIV.

For the WOPS in Uganda and SA, older people were defined by the
World Health Organisation as those aged >50 years. This definition
was based on the fact that the life expectancy in most of the sub-
Saharan African (SSA) countries was very low by 2009, owing to
the HIV/AIDS epidemic and also the fact that most of the people
aged =50 years in SSA were already grandfathers and mothers.!'"!
In addition, the WHO based this on the fact that by age 50 most
of the people in Africa were already affected by extreme poverty
and diseases of ageing, including non-communicable diseases.
Since its inception in 2009, four waves of WOPS have been undertaken
in Uganda, and the fifth wave was underway at the time of writing
this article, while three waves have been completed in SA.

Objective

To add to the body of knowledge by providing reliable data on
HIV and ageing, and how these individually and combined effect
the health of older people in low- and middle-income countries
(LIMCs). The main aim of this article is to describe the data and
data resources available from multiple waves of SAGE WOPS
in Uganda and SA. Specifically, we describe the study settings
and population coverage, survey frequency, survey measures, the
data resources available, and strengths and areas that may need
improvement in future WOPS surveys. Lastly, we also describe the
sociodemographic characteristics of the study respondents at each
wave of WOPS. Our objective is to attract collaborating researchers
to further analyse the data and publish impactful outcomes to
influence future research and policy implementation that will
improve the wellbeing of older people in LMICs.

Methods

Design

The research design for this study was longitudinal, multisite,
prospective and cross-sectional. The survey was conducted every
2 years or as close to 2 years as possible at the two sites. Three data
collection waves were completed in SA, and four in Uganda. In SA,
the first wave took place between 2009 and 2010. The second wave
took place between 2013 and 2015. The third wave took place between
2016 and 2017. The fourth wave took place in Uganda only in 2019.
During each wave, respondents of the previous waves who were alive
and still living in the survey area were traced and interviewed.

Setting and participants

Study setting in Uganda

In Uganda, WOPS surveys were implemented at two sites in rural
southwest Uganda (in Kalungu and Masaka districts) and one site in
southern Uganda (Wakiso district) in and around Entebbe town near
Kampala, the capital city of Uganda. Since 1989, the MRC/UVRI and
LSHTM, Uganda Research Unit has been conducting HIV/AIDS-
related epidemiological and clinical studies in these populations.
Specifically, HIV/AIDS epidemiological studies have been ongoing
within the general population cohort (GPC) that is located in
Kalungu district.™” Clinical studies have been ongoing at the Masaka
site and in and around Entebbe where the MRC/UVRI and
LSHTM Uganda research site has its headquarters."”” Within these
study settings, use of antiretroviral drugs for treatment of people
infected with HIV began in 2004, and presently all people living with
HIV can access antiretroviral drugs at Uganda Ministry of Health-
affiliated ART treatment centres within the WOPS site settings.

The Ugandan participants

For the initial recruitment of study respondents in WOPS Wave 1,
a list was created of all people =50 years from existing MRC cohorts,
from which a random sample of 510 study respondents were
selected. The sample included the following groups of respondents:
(i) older persons who were living with HIV but not yet on ART;
(ii) older persons living with HIV and on ART for at least 1 year;
(iii) three groups of older people who were not living with HIV
who had a child living with HIV; (iv) people who had a child who
died of AIDS-related illness; and (v) had not lost any child due to
HIV infection (each group was equally represented in the study
sample, with 100 participants per each group). The reason for
stratification of the sample (for both Uganda and SA) into these
different categories was to study the differences in health and
wellbeing between these groups. However, when ART guidelines
changed to start ART for everyone living with HIV (at wave
3), there were fewer people who were dying of HIV/AIDS, and
therefore fewer people available to be strategised into the groups.
The original rationale for adding a group of older persons who
had lost their adult children as a result of HIV/AIDS was to study
the indirect effects of HIV on the health and wellbeing of older
people. For example, if an older person lost an adult child to HIV/
AIDS, they would take on the responsibility of caring for their
grandchildren, which was likely to impact on their health and
wellbeing.'®*) However, since this was a longitudinal study over
a very long period, and developments in medicine meant that the
study objectives had to be adjusted slightly to be more aligned with
the context, from wave 3 onwards we stratified the sample into
two categories, i.e. older people living with HIV and those living
without HIV. This change in sampling did not affect the study other
than that there were fewer available data to evaluate the impact of
losing a child to the disease.

For WOPS in Uganda, HIV testing was done following the
Ministry of Health of Uganda testing algorithm. The algorithm for
HIV rapid testing consisted of an initial screening with the rapid
test, Determine HIV1/2 (Abott Diagnostics Medical Co, Ltd., Japan).
If the test result was negative, the participant was given a diagnosis
of HIV-negative with no further rapid testing. If the test result was
positive, the sample was retested with the rapid test HIV 1/2 Stat-Pak
(Chembio Diagnostic System, Inc., USA). If both tests gave a positive
result, the participant was given a diagnosis of HIV-positive with
no further rapid testing. If the tests give discordant results (i.e. one
positive and the other negative), the sample was further evaluated
with the rapid test SD Bioline (Standard Diagnostics Inc., Republic
of Korea). For those samples assessed by all three tests, two positive
test results were interpreted as a positive diagnosis. If two of the three
tests gave negative results, then the participant was considered to be
HIV-negative. At each study wave, follow-up participants who were
HIV-negative in the previous wave were retested in order to avoid
misclassification.

In waves 2, 3 and 4, we re-interviewed those respondents from
wave 1 who were still living in the area at the time of the initial
interviews. In addition, at each wave, we replaced all the study
respondents who were known to have died to maintain the study
cohort sample size, taking into account the additional risk of death
in cohorts involving older people. All sample replacements were
randomly selected from among older people in the same study
populations, stratified for gender, HIV status and age. In wave 2, 437
respondents were interviewed, in wave 3, 600 study respondents and
wave 4, 557 study respondents.

Participant characteristics in the Uganda cohort are outlined in
Tables 1 - 3 by data collection waves.
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Table 1. Characteristics of participants categorised by HIV status in the Uganda Wellbeing of Older People Study, waves 1 - 4

Variable
HIV status, n (%)
Gender, 1 (%)
Male
Female
Age, years, median (IQR)
Age group, years, 1 (%)
50 - 59
60 - 69
70 - 79
>80
Education level, n (%)
No formal education
Primary
Secondary
Higher than secondary
Missing
Marital Status, n (%)

Never married/widowed

Married/cohabiting

Divorced/separated
Current employment
status, 7 (%)

Working

Not working

IQR = interquartile range.

WAVE 1 (n=510)

Wave 2 (n=471)

Wave 3 (n=602)

Wave 4 (n=557)

HIV- HIV- HIV- HIV- HIV- HIV-
negative positive negative HIV-positive negative positive negative positive
311 (61.0) 199 (39.0) 227 (48.2) 244 (51.8) 271 (45.9) 320 (54.2) 257 (46.1) 300 (53.9)
113 (36.33) 85 (42.71) 79 (34.8) 97 (39.8) 96 (35.4) 138 (43.3) 93 (36.2) 129 (43.0)
198 (63.67) 114 (57.29) 148 (65.2) 147 (60.3) 175 (64.6) 181 (56.7) 164 (63.8) 171 (57.0)
69 (60 -77) 57 (53-65) 71(62-78) 57.5(53-63) 72(64-79) 60 (56-66) 74(67-80) 63 (59 -68)
67 (21.54) 111 (55.78) 33 (14.5) 135 (55.3) 28 (10.5) 154 (48.3) 11 (4.3) 98 (32.7)
90 (28.94) 60 (30.15) 69 (30.4) 82 (33.61) 90 (33.6) 123 (38.4) 81 (31.5) 147 (49.0)
100 (32.15) 27 (13.57) 82 (36.1) 23 (9.4) 88 (32.8) 32 (10.0) 98 (38.1) 42 (14.0)
54 (17.36)  1(0.5) 43 (19.0) 4 (1.6) 62 (23.3) 11 (3.4) 67 (26.1) 13 (4.3)
80 (25.72) 38 (19.1) 53 (23.5) 35 (14.5) 58 (21.4) 50 (15.6) 56 (21.8) 46 (15.3)
144 (46.3)  95(47.74) 129 (57.1) 139 (57.4) 165 (60.9) 196 (61.3) 148 (57.6) 172 (57.3)
50 (16.08) 42 (21.11)  30(13.3) 55 (22.7) 31 (11.4) 68 (21.3) 34 (13.2) 64 (21.3)
24 (7.72) 18 (9.05) 14 (6.2) 13 (5.4) 17 (6.3) 6(1.9) 19 (7.4) 18 (6.0)
13 (4.18) 6 (3.02)

108 (47.6) 110 (45.1) 111 (43.2) 123 (41.0)
143 (45.98) 97 (48.74) 70 (30.8) 77 (31.6) 113 (41.9) 123 (38.4) 100 (38.9) 111 (37.0)
105 (33.76) 60 (30.15) 49 (21.6) 57 (23.4) 96 (35.6) 114 (35.6) 46 (17.9) 66 (22.0)
63(20.26) 42 (21.11) 61 (22.6) 83 (25.9)
237 (76.21) 174 (87.44) 166 (73.5) 213 (88.4) 191 (71.0) 287 (90.0) 176 (68.5) 256 (85.3)
64 (20.58) 23 (11.56) 60 (26.6) 78 (29.0) 78 (29.0) 32 (10.0) 81 (31.5) 44 (14.7)

Table 2. Characteristics of participants categorised by HIV status in the South Africa Wellbeing of Older People Study, waves 1 - 3

Wave 1 (n=422) Wave 2 (n=499) Wave 3 (n=466)
HIV- HIV- HIV- HIV- HIV- HIV-

Characteristic negative positive negative positive negative positive
HIV status, 7 (%) 219 (51.9) 203 (48.1) 201 (40.3) 298 (59.7) 177 (38.0) 277 (62.0)
Gender, n (%)

Female 177 (80.8) 139 (68.5) 41 (20.4) 68 (22.8) 32 (18.1) 66 (22.8)

Male 42 (19.18) 64 (31.53) 160 (79.6) 230 (77.2) 145 (81.9) 223 (77.2)
Age years, median (IQR) 68 (59 - 75) 56 (51 - 61) 67 (60 - 74) 58 (54 - 62) 70 (62 - 79) 61 (58 - 66)
Age group, years, 1 (%)

50 - 59 56 (25.57) 137 (67.49) 49 (24.4) 183 (61.6) 31 (17.5) 116 (40.1)

60 - 69 75 (34.25) 54 (26.6) 63 (31.3) 89 (30.0) 54 (30.5) 137 (47.4)

70 - 79 60 (27.4) 10 (4.93) 55 (27.4) 24 (8.1) 49 (27.7) 32 (11.1)

>80 28 (12.79) 2 (0.99) 34 (16.9) 1(0.3) 43 (24.3) 4(1.4)
Education level, n (%)

No formal education 113 (51.6) 61 (30.0) 102 (52.0) 138 (46.3) 87 (53.7) 125 (46.3)

Some education 106 (48.4) 142 (70.0) 96 (48.0) 160 (53.7) 75 (46.3) 145 (53.7)
Marital status, n (%)

Never married 44 (20.1) 72 (35.5) 36 (17.9) 94 (31.7) TBA TBA

Married 116 (53.0) 90 (44.3) 61 (30.4) 67 (22.6) TBA TBA

Divorced/separated/widowed 59 (26.9) 41 (20.2) 104 (51.7) 136 (45.8) TBA TBA
Current employment status, 7 (%)

Employed 7 (3.2) 17 (8.4) 10 (5.0) 33 (11.1) TBA TBA

Not employed 211 (96.35) 184 (90.6) 190 (95.0) 264 (88.9) TBA TBA

Missing 1 (0.46) 2 (0.99)

IQR = interquartile range; TBA = to be analysed.
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Table 3. Summary of survey measures in Wellbeing of Older People Study wave 1, 2, 3 and 4 and South Africa wave 1, 2 and 3

Source

Domain

Information

Household data

Individual data

Respondent and household
characteristics

Transfers and support
networks

Assets, income and
expenditure

Household care and health

insurance

Sociodemographic
characteristics
Work history and benefits

Health states and
descriptions

Anthropometrics
performance tests and
biomarkers

Risk factors and preventive
health behaviours

Chronic conditions and
health services coverage

Healthcare utilisation

Social cohesion

Subjective wellbeing and
quality of life
Impact of caregiving

Identification and contact details; structure of household; dwelling characteristics; improved
water, sanitation and cooking facilities

Family, community and government assistance into and out of the household; informal
personal care provision/receipt

List of household assets; sources and amount of household income; household expenditure on
food, goods and services, healthcare

Persons in household needing care

Ethnicity/background; religion; language spoken; area of residence; employment and
education

Occupation; length of time worked; reasons for not working; type of employment; mode of
payment; hours worked; retirement

Overall self-rated health; eight self-rated health domains (affect, mobility, sleep/energy,
cognition, interpersonal activities, vision, self-care and pain); 12-item World Health
Organization Disability Assessment Schedule, version 2 (WHODAS-II); activities of daily
living; instrumental activities of daily living

Measured blood pressure; measured height and weight; measured waist and hip
circumference; timed walk; near and distant vision tests; grip strength, executive functioning
(verbal recall, digit span forwards and backwards, verbal fluency); non-fasting fingerprick
dried blood spots

Tobacco and alcohol consumption; fruit and vegetable intake; physical activity

Self-reported and symptomatic reporting of arthritis; stroke; angina (Rose Questionnaire);
asthma; depression (ICD-10, DSM-1V). Self-reporting of diabetes; chronic lung disease;
hypertension; cataracts; oral health (edentulism); injuries; cervical and breast cancer screening
Past need for healthcare; reasons for healthcare or for not receiving healthcare; inpatient and
outpatient healthcare: number of admissions/visits within the past 3 years (inpatient) or 1 year
(outpatient); reasons for admission/visit; details of hospital or provider; costs of hospitalisation
or healthcare visit; satisfaction with treatment; health system responsiveness; vignettes for
responsiveness of health services (only in Uganda)

Community involvement and social networks; perceptions of other people and institutions;
safety in local area; stress; interest in politics and perceptions of government

Perceptions about quality of life and wellbeing; 8-item World Health Organization Quality of
Life measure (WHOQoL); day reconstruction method

Household members needing care; type of care required; length of time spent on care; costs of
care; impact of providing care on carer wellbeing

Study setting in South Africa

In SA, WOPS was implemented at the AHRI, previously the Africa
Centre for Population and Health. AHRI is located in the Mpukunyoni
tribal area, Hlabisa subdistrict, northern rural KwaZulu-Natal, SA.

South African participants

The SAGE-WOPS cohort at AHRI gathered data on persons aged
>50 years, which included people living with HIV during three survey
waves (2010, 2013 and 2017). The WOPS cohort enrolled individuals
purposively selected from the AHRI Demographic Surveillance Area
(DSA). In waves 1 and 2, respondents were enrolled to represent
four groups: (i) HIV-positive on ART for 21 year; (ii) HIV-positive
not on ART or on ART for <3 months; (iii) HIV-negative having an
adult child aged 18 - 49 on ART for >1 year; and (iv) HIV-negative
having an adult child aged 18 - 49 who died of HIV-related causes.
However, there was considerable overlap between these groups in
wave 2, mainly owing to the changes in availability of ART over time,
and therefore in wave 3 the sample was only stratified by gender, age
and HIV status.

In SA, it was decided not to select a comparison group because of
the extensive nature of the HIV epidemic in this setting, where the
majority of families had experience of someone being affected or
infected. The SA cohort is embedded in the larger health surveillance
dataset where this information is kept. To avoid research fatigue,
the same questions were not asked in both the surveillance and the
WOPS study, but further analysis is required to link the identifiers for
the participants. The purpose of the present article is to highlight the
availability of these data in the hope that students and collaborators
interested in the data would agree to work with us to put them to
further use.

In SA, the final numbers of recruited respondents were 422 in wave
1, 512 in wave 2 and 726 in wave 3. We re-interviewed wave 1 WOPS
respondents who were still living in the area in subsequent waves,
and, as in Uganda, we replaced all respondents who were known to
have died or moved away. An oversampling rate of 20% was used in
wave 3 to allow for refusals (n=4) and/or individuals who could not
be located (n=24 died, n=3 moved away). The number of respondents
who took part in all three waves in SA was 338.
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Wave 1 baseline
n=510

New recruits (n=126)
Missed survey (n=50)
Lost to follow-up (n=115)

New recruits (n=176)
Missed survey (n=12)
Lost to follow-up (n=84)

New recruits (n=67)
Missed survey (n=12)
Lost to follow-up (n=98)

Fig. 1. Flow chart of Wellbeing of Older People Study participants waves
1 - 4 in Uganda.
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Note: More data are available with further analysis of the SA dataset

Fig. 2. Flow chart of Wellbeing of Older People Study participants waves 1 - 3
in South Africa (SA).

Participant characteristics in the SA cohort are outlined in Table 2 by
data collection waves.

WOPS survey measures

For both Uganda and SA, a standardised questionnaire adapted
from WHO SAGER" was used in the WOPS surveys. In addition,
standardised methods, interviewer training and translation
protocols of the questionnaire to the local language were
used in both countries. The SAGE household and individual
questionnaires (see Table 3 included the following six sections:
(i) respondent and household characteristics, the number of
adult members of the household >18 years and those <18 years,
living conditions, assets and household income, household and
family support networks and social networks, transfers to family,
friends, community and governments; (ii) descriptions of health
(with self-reported information about mobility, self-care, pain and
discomfort, cognition, interpersonal activities, sleep and energy,
affect, vision and wellbeing; (iii) self-reported chronic diseases
including arthritis, stroke, hypertension, chronic lung disease
(including tuberculosis and asthma), angina, depression, diabetes,
cataracts/eye health, oral health, hearing (from wave 3) and
injuries and physical disability; (iv) healthcare utilisation and risk
factors and behaviours (including healthcare use, health are/clinic/

hospital stays, HIV tests and results, tobacco use, alcohol use and
diet; (v) care-giving and care-receiving (with information about
caregiving roles and responsibilities, characteristics of any deceased
child(ren) of respondent, residence history of deceased child(ren)
of respondent, sickness and treatment knowledge, personal care,
health/nursing care, physical assistance, financial assistance, health
impact, overall health and financial expenses and implications
and assessment of satisfaction with caregiver’s role; (vi) objective
health measurements including anthropometrics, performance
tests and biomarkers (such as blood pressure, weight, height, waist
circumference, normal and rapid timed walking speeds, vision tests
(both distant and near vision), hand grip strength and cognitive
processing as measured through verbal recall and verbal fluency.

Dried blood spots (DBS) were collected from consenting
respondents. The DBS were collected for studying the relationship
between biomarkers and a number of outcomes. These biomarkers
included C-reactive protein, D-dimer, IL6, human apolipoproten
and HbAlc. Biomarker data have been related to a frailty
phenotype.??! In wave 3, saliva samples were obtained for storage
and later genetic testing (via Oragene OG-500 kits). The samples
are stored in the AHRI biorepository and available to collaborators
for further investigation. Saliva contains a wide range of genetic
data that can be used for genetic research and clinical diagnostic
purposes. Analysis of these samples for the many biomarkers that
can be identified in saliva may lead to description of comorbidities
of conditions and disease that appear in this cohort.

A summary of the main measures for waves 1 - 4 is shown in
Table 3.

In Uganda, in addition to administering the study questionnaire,
a verbal autopsy (VA) questionnaire was administered to the next
of kin of any WOPS respondents who died between the WOPS
rounds. The VA questionnaire was administered to determine the
probable cause of death of the deceased WOPS respondent. The
VA autopsy questionnaire used was adapted from the WHO 2007
VA questionnaire.”?! Data generated from the VA have not been
analysed.

Research ethics committee approval

We obtained ethical clearance from the Uganda Virus Research
Institute Research and Ethics Committee (ref. no. GC/127/19/04704),
the Uganda National Council for Science and Technology (ref. no.
$54982) and the London School of Hygiene and Tropical Medicine
(ref. no. 17640). Approval was also obtained from the WHO Ethical
Review Committee (ref. no. RPC-149). In SA, ethical clearance
was approved by the Biomedical Research Ethics Committee of the
University of KwaZulu-Natal (ref. no. BF 136/09).

Discussion

The WOPS longitudinal dataset from two rural environments
provides a platform and rich data to describe and interrogate the
health and wellbeing of older people living with and without HIV in
the SSA region. Since the study was conducted in both Uganda and
SA, comparisons on the health and wellbeing of older people can be
done from within the eastern and southern Africa regions.

A number of peer-reviewed publications have been published from
the WOPS study in both Uganda and SA (appendix https://www.
samedical.org/file/2057), in addition to a number of presentations at
national and international conferences. Further analysis of this dataset
has the potential to provide researchers from multiple disciplines with
new insights in the changing landscape of the HIV epidemic.

Based on the data available, potential disciplines that could
use the data include, but are not limited to, gerontologists, social
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scientists, social workers, policy makers, psychologists, public health
clinicians, epidemiologists, statisticians, healthcare workers, chronic
disease clinicians, pulmonologists, language therapists, audiologists,
physiotherapists, occupational therapists, dieticians, HIV clinicians
and disability practitioners, to name the main disciplines. The
longitudinal data will allow these disciplines to explore and describe
aspects of health and wellbeing of older people, directly and indirectly,
affected by the HIV epidemic.

Conclusion

Some of the research questions that could be explored from this data

and comparisons made between the regions are:

o How has caregiving for family members living with HIV changed
over the period when HIV treatment regimens have changed?

o What is the impact of community involvement and social networks
on the quality of life of older people in rural LMICS settings? How
do these factors impact the older persons’ wellbeing? Does HIV
infection influence the phenomenon of wellbeing in older people
and quality of life? Does social cohesion play a role in quality of life
and health and wellbeing of older people living with HIV?

« How do older people access healthcare in different African regions,
and how have healthcare utilisation practices changed as the
epidemic has evolved? Does HIV infection influence patterns of
healthcare utilisation for older people, and what do the findings
indicate to policy makers who plan healthcare utilisation services?

o How do we characterise the prevalence of multimorbidity of
conditions such as diabetes, hypertension, cataracts, edentulism,
cervical and breast cancer, and these conditions’ comorbidity
with HIV?

« How do lifestyle factors such as tobacco and alcohol use interact
with HIV, and how do they impact health and wellbeing among
older people in rural settings?

o How can measures of disability inform the development of
interventions to support older people in rural settings?

Many other research questions could be answered from this database
considering the wide range of measures listed in Table 3 and
recorded at both sites. Describing the data in this data set through
the data profile article aims to raise awareness of the opportunity
for researchers and students to utilise and collaborate with other
researchers interested in factors that affect the health and wellbeing
of older people living with and without HIV infection.

The SAGE website (www.who.int/healthinfo/systems/sage) and
specifically the SAGE WOPS HIV studies (https://www.who.int/
healthinfo/sage/hiv_studies/en/) provide details of the studies and
links to the data archive for all waves and materials, which are in the
public domain and available free of charge. Prospective users of the
study instruments, protocols and meta- and micro-data will need to
agree to the online user agreement before access is granted.
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