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1. Introduction: Health-related quality of life in the era
of widely available ART and the significance of the
"fourth 90" target

The development of effective antiretroviral therapy (ART) has enabled most people living with
HIV (PLHIV) to achieve long-term viral suppression and has transformed HIV infection into a
manageable chronic condition. As a result of this shift in the medical effectiveness of treatment,
the topic of health-related quality of life (HRQoL) has come to the fore as a key indicator of further
progress in the care of PLHIV (Andersson et al., 2020).

The original UNAIDS 90-90-90 targets for controlling the epidemic (by 2020: 90% of all people
with HIV know their diagnosis, 90% of those diagnosed are on ART, and 90% of those treated have
suppressed HIV replication) have been met or significantly advanced in many countries (Lazarus
et al., 2016; UNAIDS, 2014a). However, these targets do not take into account the persistent
challenges faced by aging people with HIV and do not reflect the fact that many PLHIV, despite
successful and effective treatment, experience a reduced quality of life in terms of mental, social,
or sexual well-being (Lazarus et al., 2016). For this reason, the original trio of 90s has been
supplemented by a "fourth 90", which aims to ensure that 90% of people living with HIV live with
a good quality of life (UNAIDS, 2019). However, achieving this "fourth 90" requires solutions that
go beyond viral suppression through ART and include broader determinants of health and well-
being (Andersson et al., 2020).

Attention is thus shifting to factors such as mental health, social support, and, in particular, HIV-
related stigma, which can prevent people from fully benefiting from treatment. For example,
research shows that poor mental health or experiences of stigma among PLHIV reduce treatment
adherence (Katz et al., 2013; Miners et al., 2014) and that achieving viral suppression alone does
not guarantee a good quality of life (Miners et al., 2014; Zeluf-Andersson et al., 2019). For
example, a meta-analysis of dozens of studies confirmed that HIV stigmatization has a significant
negative impact on various health indicators in PLHIV, including depression and lower self-rated
quality of life (Rueda et al., 2016). A groundbreaking finding in recent years is also the fact that
when viral load is suppressed, the risk of HIV transmission through sexual contact is essentially
zero, which has given rise to the well-known destigmatization strategy symbolized by the acronym
U=U ("Undetectable = Untransmittable"). This finding has fundamentally influenced public health
strategies (UNAIDS, 2018b). Paradoxically, however, the persistent stigma and discrimination
associated with HIV continue to adversely affect the lives of people with this diagnosis (Rueda et
al., 2016).

Improving HRQoL in PLHIV therefore requires innovative integration of prevention programs
focused on psychosocial aspects and removing barriers such as stigma and mental illness.



Czech context

In the Czech Republic, modern ART is widely available and the vast majority of people treated for
HIV achieve stable viral suppression. Considering global developments, the Czech professional
community now focuses on the quality of life as another key parameter in the care of PLHIV. The
National Program for Addressing HIV/AIDS for 2023—-2027 has therefore included among its
priorities the creation of a methodology for measuring HRQoL in people living with HIV and the
establishment of a baseline assessment of this indicator (Ministry of Health of the Czech Republic,
2023). Specifically, activity No. 4.3.5 of the National Program set the task of developing a
methodology for measuring HRQoL in PLHIV and implementing a pilot assessment of the baseline
level of this indicator by the end of 2025 (Ministry of Health of the Czech Republic, 2023). The
Ministry of Health has entrusted the National Institute of Public Health (SZU) in cooperation with
the National Institute of Mental Health (NUDZ) with the fulfilment of this task. With the financial
support of the Czech World Health Organization (WHO) office, a working group consisting of
representatives of both institutions, clinical experts, and representatives of the Czech AIDS
Society prepared and implemented a pilot study focused on the quality of life (HRQoL) in people
living with HIV, contributing to the fulfilment of the goal of the so-called “fourth 90” in the Czech
Republic. With regard to the Ukrainian community living in the country, the research materials
were prepared in Ukrainian as well as Czech.



2. Stigmatization: definition, forms, mechanisms of
action, and impact on HRQol in PLHIV

The term stigmatization generally refers to a social process in which a person is assigned a
"tainted" identity based on certain characteristics (whether real or perceived), which disqualifies
them from full social acceptance (Goffman, 2009). Erving Goffman's now classic definition
describes stigma as an attribute that deeply devalues its bearer in the eyes of society (Goffman,
2009). More recent conceptualizations emphasize that stigma arises from the interaction of
multiple factors. According to Link and Phelan (2001), it is a combination of processes of labelling,
stereotyping, separating "us" and "them," loss of social status, and discrimination that occurs in
a context of unequal power relations in society. In the case of HIV, stigmatization stems from
prejudices associated with this infection (e.g., the perception of HIV as a consequence of
"irresponsible" or otherwise "improper" behaviour) and is reflected in legal and social structures
(Kolarova, 2013). HIV stigma is closely linked to existing power relations in society and often
overlaps with other prejudices against otherwise marginalized groups that are disproportionately
affected by HIV (e.g., LGBTQ+ people, people who use drugs, sex workers, migrants, etc.) (Stangl
et al., 2013). This accumulation of multiple disadvantaged identities is referred to as intersectional
stigma and, as a result, causes some PLHIV to face multiple stigmas simultaneously (Turan et al.,
2025). Turan et al. (2025) therefore recommend that research and interventions take into account
this intersection of different stigmas and not limit themselves to isolated categories, as they
believe that this is the only way to design effective strategies targeting complex forms of
stigmatization.

Mechanisms of stigma's impact on health and quality of life

Decades of research on minority stress have shown that stigma is a chronic stressor (Meyer, 2013;
Pachankis et al., 2015; Pitoriak, 2017) that has psychological and practical impacts on the lives of
people with HIV. At the individual level, fear of rejection leads to hiding one's diagnosis, avoiding
social contact, and limiting the use of health services (Gesesew et al., 2017; Sayles et al., 2009).
People who fear stigmatization often delay HIV and other STI testing and also enter care later
because they avoid the widely stigmatized label of "HIV-positive person." A systematic review in
low- and middle-income countries has shown that perceived stigma significantly increases the
risk of late initiation of HIV treatment (Gesesew et al., 2017). Similarly, in American studies, stigma
correlated with poorer adherence to ART and reduced willingness to seek health care (Rintamaki
et al., 2006; Sayles et al., 2009). In addition to behavioural consequences, stigmatization has a
demonstrable impact on mental well-being. Exposure to repeated discrimination and social
rejection undermines self-esteem, evokes feelings of loneliness and hopelessness, and can lead
to the development of depressive and anxiety symptoms (Rueda et al., 2016; Slater et al., 2015).
Social support acts as a protective factor that can mitigate the effects of stigmatization (Rao et
al., 2012). This finding highlights the importance of peer support and community networks in the
care of PLHIV.



The impact of HIV stigma on HRQolL

HIV stigma has been repeatedly identified as one of the most significant predictors of a poorer
health-related quality of life among PLHIV. A number of studies from different countries and
populations consistently find a strong inverse association between the level of perceived stigma
and the overall self-rated quality of life or mental well-being of people living with HIV (Holzemer
et al., 2009; Reinius et al., 2018; Rueda et al., 2016; Zeluf-Andersson et al., 2019). For example,
Holzemer et al. (2009), in a study of 726 PLHIV in an international sample, found that perceived
stigma measured on a multidimensional scale contributes independently to explaining the
variance in the quality of life, and even after taking into account clinical factors and physical
symptoms, stigma remains a significant factor reducing quality of life. Similarly, a study from Spain
(Fuster-Ruizdeapodaca et al., 2014) involving 557 PLHIV analysed in detail the different impacts
of two forms of stigma: experienced and internalized. Using structural modelling, the authors
showed that experienced discrimination had a direct negative impact on the quality of life, which
even identification with the group identity (i.e., identification with the PLHIV community) could
not mitigate. In contrast, the impact of internalized stigma on the quality of life was indirect and
fully mediated by certain aspects of identity (especially the emotional relationship to the group
of people living with HIV), with stronger identification with the "HIV community" paradoxically
having a negative impact in this case and reinforcing internalized stigma (Fuster-Ruizdeapodaca
et al., 2014). This conclusion suggests that in highly stigmatized groups, the increased salience of
belonging to a stigmatized group can lead to a deterioration in self-perception, which is an
important finding for intervention planning, showing, for example, that simply strengthening the
group identity may not be beneficial.

In an environment with highly accessible and effective treatment, the question arises as to what
extent stigma continues to affect the quality of life of PLHIV. A study from Sweden —a country
where approximately 95% of diagnosed PLHIV have suppressed viral loads —found that although
most patients report a high quality of life, there remains a subgroup whose quality of life has been
significantly reduced by HIV (Zeluf-Andersson et al., 2019). Factors associated with a poorer
quality of life included psychological and psychosocial aspects in particular: e.g., feelings of
hopelessness, negative self-perception related to HIV, persistent physical symptoms, the adverse
effects of treatment, but also social determinants such as a recent experience of homelessness
(zeluf-Andersson et al., 2019). These results confirm that even in a developed healthcare system,
the quality of life cannot be taken for granted and HIV continues to be a burden, particularly in
terms of mental health and social functioning. Similarly, a Swiss study focusing on PLHIV over the
age of 50 identified poor mental health, poorer physical health, a long duration of HIV infection,
a lack of available support, and financial problems as key predictors of a reduced quality of life,
while sufficient perceived social support significantly improved the quality of life (Niderost &
Imhof, 2016). Hence, in the context of high ART availability, the so-called "soft" factors related to
the psychosocial conditions of PLHIV's lives become increasingly important. Last but not least, it
appears that depression and anxiety (often as a result of internalized stigma or minority stress)
are among the most common comorbidities in PLHIV, which significantly reduce their quality of
life (Nobre et al., 2017; Rueda et al., 2016). Nobre et al. (2017) found in a study from Finland (n =
453) that the main factors associated with a high quality of life among PLHIV were good mental
health (absence of depression), employment, a stable relationship, and a better financial
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situation. In contrast, viral and immunological indicators (e.g., CD4 count) had no significant effect
(Nobre et al., 2017). This result again underscores that in the era of effective treatment, the
quality of life of PLHIV is determined more by socioeconomic and psychological factors than by
the medical parameters of HIV infection alone.

Implications

HIV stigma is now seen not only as a medical problem, but also as a human rights issue and an
obstacle to achieving the goal of ending the AIDS epidemic as a public health threat by 2030
(UNAIDS, 2019). Eliminating stigma and discrimination is therefore integrated into strategic
documents. In December 2017, UNAIDS announced a global partnership to eliminate all forms of
HIV stigma and discrimination (UNAIDS, 2018a). It stated that effective destigmatization
interventions are necessary to improve the HRQolL of PLHIV ("the fourth 90"). Approaches to date
have included, for example, public campaigns to raise awareness of HIV, training for healthcare
professionals, programs to meet people living with HIV, and changes in legislation to reduce
discrimination (Stangl et al., 2013; UNAIDS, 2014b).

The National AIDS Trust recommends that stigma be addressed simultaneously at the level of laws
and policies, in institutions (health care, schools, workplaces), in communities, and among
individuals. Each proposed intervention should also consider where stigma occurs (context), what
specifically needs to be changed, and how to achieve this (National AIDS Trust, 2024). Another
important principle is the involvement of people living with HIV themselves in the design and
implementation of these activities (Bogart & Uyeda, 2009; UNAIDS, 2007)

Overall, reducing stigma and improving the quality of life of PLHIV are closely related and
represent a necessary prerequisite for the success of global efforts to "end the AIDS pandemic"
and fulfil the principle of health equity (Andersson et al., 2020; UNAIDS, 2019).



3.HRQol in PLHIV in Czechia: National HIV/AIDS
Program 2023-2027 and the role of the pilot study

Extending the concept of HRQoL into the care of PLHIV requires reliable tools and methodology
for its measurement. In the Czech context, the impetus for the creation of such a methodology
was the National HIV/AIDS Program 2023-2027, which set the strategic goal of developing a
quality of life indicator for PLHIV and determining its baseline values in the population (Ministry
of Health of the Czech Republic, 2023). To achieve this goal, a working group was formed,
consisting of representatives from the National Institute of Public Health, the National Institute
of Mental Health, the non-profit sector, and clinical experts. The first step was to conduct a review
of available tools for measuring quality of life and select one that would be suitable for pilot use
in the Czech Republic.

Selection of a tool for measuring HRQoL

There are a number of general tools for measuring quality of life, but for the purposes of this
project it was necessary to use an instrument specifically developed for PLHIV, which is validated
and, at the same time, sufficiently short and practical for administration in the field among a
population that has long been difficult to reach using quantitative methods in Czechia.

The working group therefore considered several possible tools. One of them was, for example,
the WHOQOL-HIV questionnaire, created by the World Health Organization as a specialized
version of the general WHOQOL-100 quality of life scale for people living with HIV. WHOQOL-HIV
exists in a 120-item version and a shortened BREF version with 31 items. The tool provides
comprehensive coverage of six domains of the quality of life (physical, psychological, level of
independence, social relationships, environment, and spiritual/existential) (World Health
Organization, 1998). However, the disadvantage was the absence of a Czech version and the still
considerable length of even the shortened form. We were concerned that filling out
approximately 30 questions specifically related to HIV would be time-consuming for many
participants and could lead to a lower willingness to participate. Another option considered was
the HAT-QolL (HIV/AIDS-Targeted Quality of Life Instrument) questionnaire developed by Holmes
and Shea (1998). However, this tool was published in the 1990s and contains 42 items focusing
on various domains of life with HIV (Holmes & Shea, 1998). We ruled out the HAT-QoL due to its
length, relative obsolescence, and licensing uncertainties.

After weighing the pros and cons of other available options, the team ultimately decided on the
PozQol (Positive Quality of Life) questionnaire. This tool was developed in Australia in close
collaboration with the community of people living with HIV and was published in 2018 (Brown et
al., 2018). The main advantages of PozQol include:

e Practicality: PozQol contains only 13 items, so it is not too burdensome for participants to
complete. The brevity of the questionnaire was also a key criterion in view of the planned
method of distribution and the effort to maximize its return rate.

o Specificity and validity: The scale was specifically developed in collaboration with PLHIV
and was rigorously validated on a sample of 465 PLHIV in Australia (Brown et al., 2018).



The result of the development is a questionnaire battery with four subscales that has good
psychometric properties. The authors demonstrated high internal consistency of the
domains (the entire scale (a=0.95) and their subscales: Health Concerns (a=0.91),
Psychological (a=0.91), Social (a=0.82), and Functional (a=0.87)) and confirmed that
PozQol correlates with other health indicators in the expected manner (Brown et al.,
2018).

e Content breadth: PozQolL covers four key domains of the quality of life relevant to HIV:

o (1) Psychological (e.g., mood, life satisfaction, self-esteem),

o (2) Social relationships and sense of belonging,

o (3) Health concerns (subjective perception of health, concerns about physical
health now and in the future); and

o (4) Functional domain (ability to perform everyday activities, independence, sense
of meaning in life despite HIV)

e The items are formulated both positively (e.g., "I enjoy life") and negatively (e.g., "l am
concerned about the impact of HIV on my health"), which helps to reduce one-sidedness
of the responses. Each item is rated on a scale of 1-5 according to the degree of
agreement. After recoding the negatively worded items, an overall score and the
subscores for individual domains are created. Scores can be summative or average
(PozQol, 2020). A higher score indicates a better quality of life.

o Availability and adaptability: PozQol is a freely available, non-commercial (open-access)
tool and has been translated into more than 30 languages since its inception, which also
facilitated our work on the Czech version. There is a detailed implementation manual for
the tool (PozQol, 2020), and previous translations provided guidance on preserving the
meaning of the items. Importantly, the authors of PozQol and its sponsor (ViiV
Healthcare) allow localized modifications free of charge, which removed legal barriers to
its use in the Czech Republic.

Czech and Ukrainian versions of PozQoL

When preparing the Czech adaptation, we followed the recommended methodologies for
translating psychological scales (Wild et al., 2005). As a team, we developed three parallel
translations of the original English items into Czech, which we then harmonized into the final
version. This version was then subjected to back-translation, and we subsequently resolved any
ambiguities to verify that the meaning of the items had been preserved. All discrepancies or
unclear formulations were adjusted based on consensus within the team. At the same time, we
obtained the consent of the authors of the tool to carry out the Czech adaptation. In addition to
the Czech version, we also provided a Ukrainian language version of the questionnaire, taking into
account the demographic composition of the PLHIV population in the Czech Republic (where
Ukrainians constitute the second largest group). For this, we used the existing official Ukrainian
version of PozQol (available on the project website) and made some minor adjustments for
terminological consistency; the check was performed by a native speaker (a member of the team).
The final Czech and Ukrainian versions of the PozQolL were then pilot tested on a group of PLHIV
during a summer camp to verify their comprehensibility. The pilot participants confirmed that the
guestions were understandable to them. Even before the actual data collection, the project
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obtained the Ethics Committee approval (protocol no. SZU/10422/2025 dated July 30, 2025),
ensuring that the chosen procedure complied with ethical research standards. Informed consent
of the study participant was part of the questionnaire.

Pilot study and other questionnaire content

Given the aforementioned link between the quality of life of PLHIV and their mental health and
social support, the working group decided to supplement the pilot questionnaire survey with
several other validated tools. The aim was to capture the key factors influencing HRQoL in PLHIV
without making the questionnaire too long or demanding. Specifically, the following scales were
included:

e PHQ-9 (Patient Health Questionnaire-9): a short nine-item questionnaire focused on
depressive symptoms based on the DSM-IV diagnostic criteria (Kroenke et al., 2001). The
PHQ-9 is used worldwide to screen for depressive symptoms and is also well established
in the Czech clinical environment. It has been used, for example, in the Opatruj.se
platform for online mental health monitoring; see Aliev et al. (2020). By including the PHQ-
9 in the study, we will obtain quantified data on the degree of depressive symptoms
among participants, which will allow us to analyse the relationship with the quality of life
scores.

e GAD-7 (Generalized Anxiety Disorder-7): a seven-item tool for detecting generalized
anxiety (Spitzer et al., 2006). Like the PHQ-9, the GAD-7 is widely used in clinical practice
for the rapid assessment of anxiety symptoms. Depression and anxiety are among the
most common mental disorders in people with chronic diseases, including HIV (Rueda et
al., 2016), and their presence can significantly reduce quality of life. By including the GAD-
7, we can determine the prevalence of anxiety disorders among Czech PLHIV and, if
necessary, control their influence when assessing HRQoL.

e Social support item: To assess subjectively perceived social support, we used the
Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet et al., 1988),
specifically its Czech adaptation (Pitondk et al., 2024). This scale contains 12 items
assessing support from family, friends, and significant others. Each item is rated on a
seven-point Likert scale. Social support was included because, as the above-mentioned
studies show, it plays a crucial role in adapting to life with HIV and can modify the impact
of stigmatization on HRQoL (Niderost & Imhof, 2016; Rao et al., 2012).

o Demographic and clinical data: The questionnaire naturally also included other basic
sociodemographic information (age, sex and gender identity, education, marital status,
employment status, region of residence) to enable the description of the sample and the
assessment of the impact of socioeconomic factors on the quality of life. Clinical data
related to HIV were also included: the length of time since diagnosis and since starting
treatment, the presence of an AIDS diagnosis, presence of other chronic diseases, any
recent HIV-related hospitalizations, and the name of the HIV centre where the patient is
monitored (including whether treatment was started at the same centre or
elsewhere/abroad). Information on the estimated travel time to the HIV centre was also
included as an indicator of geographical accessibility to care. This information will allow
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subsequent analysis to examine, for example, differences in HRQoL by length of life with
HIV, comorbidity, or the place of care provision.

Overall, a comprehensive questionnaire was created that combines the standardized PozQolL
scale for measuring the quality of life with several additional metrics of mental health and social
situation. This comprehensive approach reflects the fact that HRQoL in PLHIV is a
multidimensional construct, influenced by health status, mental health (Nobre et al., 2017), and
social background (Niderost & Imhof, 2016). All selected tools are short and validated, ensuring
that the questionnaire minimizes respondent burden.
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4. Methodological description of the pilot study:
objectives, design, PozQol tool, administration, and
plan of statistical analyses

The HRQol pilot study among PLHIV in Czechia was designed as a cross-sectional study aimed at
determining the baseline quality of life of people living with HIV and testing the practical
applicability of the questionnaire described above.

The main objectives of the study were

(1) to obtain pilot data on the health-related quality of life of PLHIV in Czechia,

(2) to identify the factors most significantly related to HRQoL (especially the presence of
depression, anxiety, level of social support, stigmatization, etc.), and

(3) to create a methodological basis for long-term monitoring of these indicators within the
National Program for HIV/AIDS in Czechia.

The study was designed as a pilot study, i.e., it also focused on the practical verification of data
collection methods and possible adjustments prior to future follow-up research or routine
monitoring. The pilot survey included adults (aged 18 years and older) living with HIV who are
monitored at one of the HIV centres in the Czech Republic. We did not strive for a strictly random
selection; the aim was to reach the widest possible range of PLHIV in a given time window so that
the sample would best reflect the diversity of the PLHIV population (in terms of age, region,
gender, treatment regimen, the length of time living with HIV, etc.). Hence, this study involved a
non-probability sample based on self-selection across all regions of the Czech Republic, with the
support of healthcare professionals at HIV centres.

Questionnaire administration

Data collection was carried out in a combined form, i.e., both online and in the form of a paper
guestionnaire for maximum accessibility (the Czech as well as the Ukrainian questionnaires are
attached to this report). The SZU and NUDZ, in cooperation with HIV centres, prepared a
distribution strategy: in all 10 HIV centres (Prague, University Hospital Bulovka; Prague, Central
Military Hospital; University Hospital Plzen; University Hospital Ostrava; University Hospital Brno;
Masaryk Hospital in Usti nad Labem; University Hospital Hradec Kralové; Hospital Ceské
Budéjovice; Regional Hospital Liberec; University Hospital Olomouc), with the prior consent of
their founder, information posters in Czech and Ukrainian were displayed in waiting rooms with
a QR code linking to the electronic questionnaire form (Survio platform). Patients could thus
complete the questionnaire on their smartphone or later on their home computer.

Anyone wishing to do so could request a paper form from the nurse at the relevant HIV centre.
After completion, the paper questionnaires were placed in sealed envelopes and deposited in
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secure collection boxes directly at the HIV centre to ensure the anonymity of the responses. These
forms were then periodically sent by the medical staff to the SZU, where they were converted
into a digital format (by manual data entry). No personal identifiers of participants were collected.
The questionnaire did not contain any names, national identification numbers, or other unique
information; each completed questionnaire was assigned a unique code. The anonymity and
confidentiality of the data were thus guaranteed, which was key to obtaining honest answers,
especially for the sensitive questions concerning mental health and experiences with
stigmatization.

Data collection

The questionnaire survey began at the end of September 2025 and lasted approximately six
weeks, until the beginning of November 2025. During that period, participants coming for check-
ups at the HIV centres were continuously informed about the possibility of participating in the
study by the posters on notice boards or by the staff. This procedure made it possible to obtain a
sufficiently large sample to assess the quality of life of people living with HIV in the Czech Republic.
During data collection, the ratio of online vs. paper completions was monitored. Finally, roughly
half of the respondents used the online option, which confirmed the practicality of QR codes and
digital data collection.

Data evaluation

After data collection was completed, data from the online system and digitized paper
guestionnaires were merged into a single database. This was followed by statistical analysis,
which was conducted in several steps:

e Descriptive analysis: First, the basic characteristics of the sample were described — age
structure, representation of men, women, trans and non-binary participants, average time
since diagnosis, clinical indicators (e.g., percentage of people with a history of AIDS or
other chronic diseases), etc. The results in individual scales were summarized separately:
average HRQol score (PozQol overall and in domains), average PHQ-9 and GAD-7 scores,
average social support score from the MSPSS questionnaire (overall and in domains). This
provided the first-ever estimate of the quality of life of PLHIV throughout the Czech
Republic, which can be used as a baseline for future comparisons.

e Analysis of the internal structure of the tool: As part of the pilot testing of the Czech
version of PozQol, the reliability of the scale was checked (Cronbach's alpha for the overall
scale and subscales). Later, exploratory and confirmatory factor analysis will be performed
to confirm that the items cluster into the expected domains (psychological, social, health
concerns, functional).

e Correlation analyses and testing of group differences: The main focus of the analysis was
to explore which factors are significantly related to quality of life. Using correlation
analyses and subgroup comparisons, relationships such as the following were examined:
higher depression/anxiety scores vs. lower Qol, low social support vs. lower Qol,
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experience of AIDS or comorbidity vs. QolL, or differences in QoL by gender, age, or length
of treatment.

Data processing and statistical evaluation were performed using Stata statistical software, release
17 (Stata Corp LLC, College Station, TX, USA.) and IBM SPSS Statistics (Version 24.0; IBM Corp.,
2016). Group comparisons were based on Student’s t-test and Fisher’s exact test. P-values less
than the significance level of 0.05 indicated a statistically significant difference.
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5. Results

In this report, we present the main findings of the research, while more extensive analyses will
be published in forthcoming scientific papers. In presenting the results, we take an advantage of
the fact that, in addition to the Czech sample, we have also a sufficiently large sample of Ukrainian
patients. Therefore, we compared these two groups where methodologically appropriate.

Description of the Czech and Ukrainian samples

A total of 594 people living with HIV completed the questionnaire. Two additional questionnaires
from respondents under the age of 18 were excluded from the analysis. The Czech sample
consisted of 466 respondents, while the Ukrainian sample consisted of 128 people. More than
half of the Czech sample (55.8%) completed the questionnaire online, while in the Ukrainian
sample the ratio was reversed (75.0% completed the paper version of the questionnaire). The
difference in the method of completion was statistically significant (P < 0.001) (see Table 1).

Table 1 Number of respondents in the Czech and Ukrainian samples according to how they
completed the questionnaire.

Way of completing

. ) CZ Sample UA Sample Total

the questionnaire
Online

N 260 32 292

Percent 55.8 25.0 49.2
Paper

N 206 96 302

Percent 44.2 75.0 50.8
Total

N 466 128 594

Percent 100.0 100.0 100.0

In the Czech sample, 90.7% of respondents identified as male, while in the Ukrainian sample, the
gender composition was essentially balanced (50.4% identified as male). The gender composition
of the two samples was statistically significantly different (P <0.001) (see Table 2). The
characteristics of the Ukrainian sample may be influenced by two factors. Firstly, historically
different modes of transmission (more heterosexual) and secondly, the ongoing war in Ukraine,
where women significantly outnumbered men among those seeking asylum in the Czech
Republic.
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Table 2 Composition of the Czech and Ukrainian samples by sex

Sex CZ Sample UA Sample Total
Males
N 421 64 485
Percent 90.7 50.4 82.1
Age — mean (SD) 43.5(10.4) 42.4(7.1) 43.4 (10.1)
Females
N 43 63 106
Percent 9.3 49.6 17.9
Age —mean (SD) 41.4 (11.2) 42.9 (8.1) 42.3 (9.4)
Total
N 464 127 591
Percent 100.0 100.0 100.0

Age —mean (SD) 43.3 (10.5) 42.7 (7.6) 43.2 (10.0)

There was no statistically significant difference in mean age between the two samples. Nor was
there a statistically significant difference between the sexes (see Table 2).

In terms of the respondents' education (see Table 3), the two groups differed significantly
(P <0.001). Compared to the Ukrainian group, the Czech group had a higher proportion of people
with completed secondary and tertiary education (68.2% vs. 38.6%).

Table 3 Czech and Ukrainian samples by level of education (values are given in percentages)

Education CZ Sample UA Sample Total
Elementary 7.4 9.5 7.8
Secondary vocational education 24.5 52.0 304
Cc?mplete s.econda.r\_/ education 379 14.2 378
with a leaving certificate

University level incl. B.A. 30.3 24.4 29.0

The Czech sample was largely represented by patients living in the capital city of Prague (30.8%),
followed by patients from the Moravian-Silesian Region (16.9%), South Moravian Region (12.4%),
South Bohemian Region, Central Bohemian Region, and Usti nad Labem Region. Ukrainian
patients were mainly from the Moravian-Silesian Region (19.8%), followed by the South
Bohemian Region, the Pilsen Region, and the Usti nad Labem Region (each 13.8%) (see Table 4).
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Table 4 Respondents’ region of residence (values are given in percentages)

Region of residence CZ Sample UA Sample Total
Prague, the Capital City 30.8 8.6 26.3
Central Bohemian Region 8.0 3.5 7.1
South Bohemian Region 8.2 13.8 9.4
Pilsen Region 3.0 13.8 5.2
Karlovy Vary Region 1.3 3.5 1.7
Usti nad Labem Region 7.2 13.8 8.5
Liberec Region 2.0 0.0 1.6
Pardubice Region 0.4 0.9 0.5
Vysocina Region 1.3 0.9 1.2
South Moravian Region 12.4 10.3 12.0
Zlin Region 33 2.6 31
Olomouc Region 5.2 8.6 5.9
Moravian-Silesian Region 16.9 19.8 17.5

Table 5 summarizes the centres where Czech and Ukrainian patients are currently being treated.
In the Czech sample, patients are mainly treated at health care centres located in the capital city
of Prague, as well as in Ostrava and Brno. In contrast, patients in the Ukrainian sample are
predominantly treated in Brno, Ostrava, Plzeri, Usti nad Labem, Ceské Budé&jovice, and Prague,
corresponding to the regional distribution of Ukrainian refugees in the Czech Republic.

Table 5 Health centre where the patient is currently being treated (values are given in
percentages)

Specialised HIV Health Centres CZ Sample UA Sample Total
University Hospital Bulovka, Prague 22.5 10.0 19.9
Cehtral .Mllltary.HospltaI — Military 14.9 0.8 12.0
University Hospital Prague

University Hospital Plzen 6.3 18.3 8.8

University Hospital Ostrava 21.4 20.0 21.1
University Hospital Brno 16.7 23.3 18.0
Masaryk Hospital in Usti nad Labem 8.0 13.3 9.1

University Hospital Hradec Kralové 0.2 0.0 0.2
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Hospital Ceské Budé&jovice 6.9 12.5 8.1
Regional Hospital Liberec 0.7 0.0 0.5

University Hospital Olomouc 2.4 1.7 2.2

PozQol questionnaire: the main instrument for assessing the quality of life of
people living with HIV

The PozQol questionnaire represents the main source of knowledge about the quality of life of
people living with HIV in the Czech Republic. We have preliminarily assessed the psychometric

qualities of the instrument based on item analysis and reliability analysis (internal consistency).
The results of the item analysis are summarized in Table 6.

Table 6 Item statistics of PozQolL questionnaire — mean and standard deviation (SD)?

Items of PozQolL Mean SD
1. 1 am enjoying life. 3.59 0.96
2. 1 worry about my health.? 3.35 1.08

3. I lack a sense of belonging

4.07 1.07
with people around me.? 0 0
4. | feel that HIV prevents
me from doing as much as | 3.99 1.15
would like.P
5. | feel good about myself 333 1.08
as a person.
6. Havmg.H.IV |.Iml.tS r;my 3.94 111
opportunities in life.
7.1 worry about the impact
of HIV on my health.? 3.42 1.1l
8. | feel in control of my life. 3.47 1.00
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9. 1 am afraid that people

may reject me when they 2.77 1.34
learn | have HIV.P
10. M ing HIV

/ anaging wears me 4.17 0.99
out.
11. | feel that HIV limit

ee that Fiv imits my 3.67 1.23

personal relationships.
12. | fear the health effects
of HIV as | get older.” 3.23 1.23
13. I am optimistic about my 3.44 1.05

future.

@ N =533 adult Czechs and Ukrainians patients living with HIV (cases with any missing values were

not included into the table)

b Negatively worded items were recoded for further calculation of scale and subscale means so
that higher scores for all items indicate a better quality of life

Internal consistency of the Czech version of PozQolL

We measured the internal consistency of the PozQoL questionnaire using Cronbach's alpha. The
results indicate excellent reliability of the instrument as a whole (alpha = 0.89) and of the
individual subscales. The exception is the Social subscale, where a value of 0.71 can be interpreted
as good reliability. The results of the internal consistency analysis confirm that the scale measures

with high reliability and accuracy (see Table 7).

Table 7 Internal consistency of the PozQol scale and its subscales — Czech sample

Scale/subscale Nu.mber of Cronbach’s N
items alpha

PozQol (total score) 13 0.89 431

Health concerns 3 0.84 458

Psychological 4 0.81 454

Social 3 0.71 453

Functional 3 0.81 450
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Comparison of group means for the Czech and Ukrainian samples on the PozQolL

Figure 1 summarizes the comparison of group means on the PozQol for the Czech and Ukrainian
samples. Means are presented with 95% confidence intervals (Cls). In terms of the overall score,
the samples do not differ statistically significantly — the Czech sample has an average of 3.56 and
the Ukrainian sample 3.60. Similarly, the means on the subscales differ statistically insignificantly.
The degree of agreement between the two samples is surprising. It seems that the similarity in
results may be the result of similar living conditions and high-quality healthcare.

Figure 1 Mean values on PozQol for the Czech and Ukrainian sample (total scale and subscales)
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The average scores on the PozQol subscales were slightly lower for women than for men (see
Table 8). However, these differences were not statistically significant in the Ukrainian sample. In
the Czech sample, there were statistically significant differences on the Health Concerns and
Functional subscales, which were then reflected in the overall score. Women in the Czech sample
had a lower subjectively perceived quality of life compared to men, and this difference was also
substantively significant (Cohen’s d = 0.47).
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Table 8 Mean values and standard deviation (SD) on the PozQol subscales by gender, separately
for the Czech and Ukrainian sample

CZ Sample UA Sample
PozQol Scales
Males Females Males Females

Health Concerns 3.36 (0.97) 3.00 (0.96)* 3.35(1.05) 3.30(1.13)
Psychological 3.47 (0.79) 3.23(0.62) 3.53(0.89) 3.49 (0.91)
Social 3.48 (0.95) 3.32(0.93) 3.72 (1.08) 3.54 (0.98)
Functional 4.09 (0.92) 3.55(0.94)* 4.04 (1.05) 3.87 (0.93)
Total 3.59 (0.71) 3.27 (0.64)* 3.65 (0.72) 3.54 (0.79)

*Results in bold are statistically significantly different between males and females (P < 0.05).

The overall mean score is a good indicator of differences between the samples studied, but to
assess the quality of life of a specific individual, it is advisable to use the recommended
interpretation of the scores achieved, as determined by the authors of the test. Table 9 shows
that 18.5% of the Czech patients have a low quality of life, compared to 19.5% of the Ukrainian
group. Individuals with this score would therefore need increased psychosocial support.

Almost half of the respondents fall into the category of medium quality of life (score 3.00 to 3.99).
The Australian authors of PozQol state that even for the group of people with these values, there
is potential for improvement in their quality of life. Patients with a good and very good quality of
life represent approximately one-third of the respondents. The interpretation of the categorized
scores suggests that for one-fifth of patients living with HIV, appropriate interventions should be
considered. A more detailed analysis of the characteristics of this group may reveal the context
of their poor quality of life and assist in the development of appropriate procedures.

Table 9 Categorised Scores on PozQol (values are given in percentages)

PozQol Score Categories CZ Sample UA Sample
Ej\'/?%oL 18.5 19.5
Moderate QoL 772 163
24,

é)gc? and very good QoL 343 341
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Psychological scales measuring depression and anxiety

The study included two short psychological scales in the questionnaire. These were the GAD-7, a
scale measuring generalized anxiety, and the PHQ-9, a scale measuring the presence of depressive
symptoms. The results of the group comparison on these scales are shown in Figure 2 and 3. The
results show that the Ukrainian and Czech samples do not differ in these psychological indicators.

Figure 2 Comparison of the Czech and Ukrainian sample in level of anxiety (GAD-7), percentage
distribution across categories

70

65 64.7

60

55

50

45

40

35

%

30

25 213 20.5

20

15
10 8.4 9.5
5.6
3.9

5
) L] ]

cz UA
(n=465) (n=127)

minimal mild moderate M severe

22



Figure 3 Comparison of the Czech and Ukrainian sample in terms of depression severity (PHQ-9),
percentage distribution across categories
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The importance of social support for shaping the quality of life was mentioned in the introduction
to this report. The inclusion of the MSPSS scale (multidimensional scale of perceived social
support) in the pilot study was therefore logical and theoretically justified. The differences
between the Czech and Ukrainian samples are not statistically significant in this case either, with
the exception of the family subscale. This domain is more important for the Ukrainian sample
than for the Czech sample in terms of social support (see Fig. 4).
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Figure 4 Mean values on the Multidimensional Scale of Perceived Social Support (MSPSS) for the

Czech and Ukrainian sample (total scale and subscales)
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We examined the relationship between the PozQol score and the aforementioned GAD-7, PHQ-
9, and MSPSS scales. Correlation analysis revealed a strong statistically significant inverse
association between the total PozQolL score and GAD-7 and PHQ-9 scores, as well as a strong
positive correlation between PozQolL and MSPSS scores (see Table 10). This confirms the fact
known from the literature that lower quality of life is associated with higher anxiety and
depression, and that, conversely, a good level of social support is associated with a good quality
of life. The associations found suggest that mental health care and good social contacts and family
relationships can significantly affect the quality of life of patients living with HIV.

Table 10 Spearman’s correlation coefficients between total scores on PozQol, GAD-7, PHQ-9

and MSPSS
PozQolL GAD-7 PHQ-9 MSPSS
PozQolL 1
GAD-7 -0.55 1
PHQ-9 -0.60 0.74 1
MSPSS 0.50 -0.36 -0.41 1
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6. Conclusion and future perspectives

Summary of key findings

In an era of widely available and effective antiretroviral treatment, the definition of successful
HIV care is changing—it is no longer enough to achieve and maintain viral suppression; attention
must also be paid to patients' quality of life. HRQoL is becoming the fourth “90”, a metric that
complements the original 90-90-90 targets and reflects the overall health, mental, and social
status of people living with HIV (Lazarus et al., 2016). In this text, we have presented arguments
why focusing on the quality of life of PLHIV is justified and supported by the literature: a number
of studies clearly show that even with successful treatment, many PLHIV suffer from problems
such as stigmatization, depression, anxiety, or social isolation, which significantly reduce their life
satisfaction and may indirectly jeopardize treatment outcomes (Rueda et al., 2016; Slater et al.,
2015).

HIV stigma is a complex phenomenon closely linked to quality of life. Its presence undermines the
mental well-being, interpersonal relationships, and self-esteem of PLHIV and, in the long term,
prevents these people from fully participating in society (Fuster-Ruizdeapodaca et al., 2014;
Holzemer et al., 2009). At the same time, stigma acts as a barrier to prevention and care, which
ultimately complicates purely medical goals (Gesesew et al., 2017). The fight against
stigmatization is therefore not only an ethical issue, but also a pragmatic part of efforts to improve
health outcomes and quality of life; without a comprehensive destigmatization policy, the "fourth
90" target cannot be met (Andersson et al., 2020).

The Czech Republic reflects this shift in emphasis on HRQoL in its National Program for Addressing
HIV/AIDS in the Czech Republic for the period 2023-2027. In this pilot study, we have outlined
how HRQoL can be measured and monitored and have shown the validity and practicality of the
proposed HRQoL measurement methodology. By selecting a suitable questionnaire tool (PozQol)
and incorporating additional indicators (in the areas of depression, anxiety, and social support),
we have created a comprehensive framework that enables the quantification of the quality of life
of PLHIV in the Czech Republic.

The administration of questionnaires via HIV centres and an online platform has proven to be
feasible and well received by the target group. This paves the way for the regular inclusion of
HRQol in the evaluation of care effectiveness—in addition to indicators such as viral load or CD4
cell count, monitoring the average quality of life score of patients and its development over time
may also become standard in the future (UNAIDS, 2019).

In summary, our pilot study has provided the first comprehensive picture of the quality of life of
PLHIV in the Czech Republic. It has found no significant differences in overall quality of life,
anxiety, or depressive symptoms between Czech and Ukrainian people living with HIV in the Czech
Republic, despite significant differences in gender distribution and educational attainment. The
PozQol instrument has demonstrated excellent reliability in both samples. Approximately one-
fifth of respondents in each group have reported low quality of life, indicating a clear need for
targeted psychosocial support. Quality of life has been strongly negatively associated with anxiety

25



and depressive symptoms and positively associated with perceived social support. These findings
highlight the crucial role of mental health care and social support—particularly family support—
in improving the well-being of people living with HIV.

Future outputs and use of results

This text provides a professional basis for regular periodical monitoring the HRQolL among people
living with HIV in the Czech Republic. From a practical point of view, the results may help the
Ministry of Health of the Czech Republic and the National HIV Commission make informed
decisions based on HRQol as a supplementary indicator of quality of care and guide further steps
within the National HIV/AIDS Program.

If certain factors (e.g., stigma, depression) are found to critically reduce the quality of life of Czech
PLHIV, it will be appropriate to strengthen the relevant interventions, for example, expand mental
health services for HIV-positive individuals (psychotherapy, peer mentoring). At the same time, it
will be possible to reveal any previously hidden needs. For example, if it turns out that certain
subpopulations (young vs. older patients, women vs. men, or non-native residents) have
systematically poorer HRQol, it will be possible to tailor support services specifically for these
groups.

The data from the pilot study will also serve as a baseline for future comparisons — it will be
possible to periodically repeat HRQoL measurements and monitor whether the implemented
changes lead to improvement (the PozQol scale was designed to be sensitive to changes over
time; Brown et al., 2018).

The concept of "quality of life" thus becomes another logical milestone in the evolution of HIV
care. After successfully prolonging and saving lives thanks to ART, the new challenge is to ensure
that PLHIV live these lives with dignity, satisfaction, and in good health. Achieving the fourth 90
target—90% of people with HIV in good health and quality of life—is certainly ambitious but
achievable, especially if medical, psychological, and social interventions are linked.

This expert report represents an open entry into the next phase of informed improvement in the
qguality of life of people living with HIV, a goal that should be the focus of attention for all
stakeholders, from policymakers to care providers to PLHIV themselves.
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8. List of abbreviations

AIDS — Acquired Immune Deficiency Syndrome

ART — Antiretroviral Therapy

CD4 - CD4+ T lymphocytes (immune marker)

CZ — Czech sample of respondents

CR — Czech Republic

CSAP — Czech AIDS Help Society

DSM-IV — Diagnostic and Statistical Manual of Mental Disorders, 4th edition
GAD-7 — Generalized Anxiety Disorder-7

GIPA — Greater Involvement of People Living with HIV/AIDS
HAT-QolL — HIV/AIDS-Targeted Quality of Life Instrument
HIV — Human Immunodeficiency Virus

HRQol — Health-Related Quality of Life

MSM — Men who have sex with men

MSPSS — Multidimensional Scale of Perceived Social Support
NUDZ — National Institute of Mental Health

PHQ-9 — Patient Health Questionnaire-9

PLHIV — People Living with HIV

PozQol — Positive Quality of Life Scale

QoL — Quality of Life

SzZU - National Institute of Public Health

STI — Sexually Transmitted Infections

U=U — Undetectable = Untransmittable

UA — Ukrainian sample of respondents

UNAIDS - Joint United Nations Programme on HIV/AIDS
WHO - World Health Organization

WHOQOL-HIV — World Health Organization Quality of Life — HIV version
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9. Attachments

Questionnaire in Czech language

Informace o vyzkumu a Informovany souhlas

Iyys

tykajici se ucasti ve vyzkumu Kvalita Zivota osob Zijicich s HIV

Vazena pani, vazeny pane,

Statni zdravotni Ustav a Narodni Ustav dusevniho zdravi resi vyzkum zaméreny na kvalitu Zivota

osob Zijicich s HIV. Cilem vyzkumu je ziskat védecké poznatky o kvalité Zivota osob s HIV, a

poznatky o tom, jak subjektivné posuzovana kvalita jejich Zivota souvisi s dalSimi faktory

(historie léceni, nékteré Zivotni okolnosti). Na zakladé vysledkl vyzkumu by méla byt pfrijata

doporuceni k opatienim, ktera by vedla ke zlepSeni kvality Zivota a wellbeingu osob s HIV.

ZpUsob feSeni vyzkumu byl posouzen a schvalen Etickou komisi Statniho zdravotniho Ustavu.

Touto formou Vas chceme seznamit s tim, co pro Vas uUcast na vyzkumu obnasi.

» Vyzkum probihd on-line formou, a to tak, Ze jim neni nijak ovlivnéna vase soucasna lécba ani
vase Zivotni situace. Na zakladé dobrovolnosti se mohou vyzkumu ucastnit osoby starsi 18
let, které vyjadfi souhlas s Ucasti na vyzkumu zaskrtnutim policka na konci Informovaného
souhlasu. U&ast na vyzkumu je mozné kdykoli odvolat bez udani ddvodu.

» Osoby, které souhlasi s ucasti ve vyzkumu, budou pozadany o vyplnéni on-line dotazniku.
Dotaznikové Setfeni se sklada ze $kdl zamérenych na kvalitu Zivota, duSevni zdravi, ddle
otazek na okolnosti Ié¢eni HIV a obecnych osobnich udajd (napf. vék, pohlavi, vzdélani).
Zodpovézeni dotazniku trva priblizné 10 az 15 minut.

> Zajiténi ochrany osobnich Gdajd odpovida platnym zdkondm (Zékon €. 101/2000 Sb). Ug&ast
na vyzkumu je zcela anonymni. Shromazdéné informace nebudou spojovany s zadnymi
konkrétnimi osobnimi udaji, jakymi jsou jméno, datum narozeni, rodné Cislo, adresa bydlisté.
Vyzkumna data jsou organizovana a zpracovavana tak, Ze je vyloucena identifikace konkrétni
osoby. Pfistup k datiim je omezen na fesitele vyzkumného ukolu. Na vyZzadani je pfistup
k podkladim umoznén zadavateli vyzkumu, etické komisi a regulacnimu organu. Vysledky
vyzkumu budou publikovany formou agregovanych dat.

» Dalsi informace o vyzkumu a etickych aspektech mize podat resitel projektu PhDr. Ladislav
Csémy (mail csemy@nudz.cz).

Potvrzuji, Ze jsem se seznamil/a s informacemi o vyzkumu a s podminkami, za nichz se vyzkum
uskutecnuje, a souhlasim s Ucasti.

Zaskrtdvaci policko |:| ANO — Pokracujte ve vyplniovani dotazniku

[ INE
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veers

spokojenost a pohodu.
Na stupnici od 1 (viibec ne) do 5 (extrémné) prosim uvedte, nakolik se vds tykaji ndsledujici vyroky.

Sl z| 2| ._|E
2| S| B3| E| @
=] o s o 2
> - [} > i
1 UzZivam si Zivota. 1123 |4]|5
2 Mdam obavy o své zdravi. 112 |3|4]5
3 Chybi mi pocit sounalezitosti s lidmi kolem mé. 112 |3|4]5
4 Mam pocit, Ze mi HIV brani délat tolik, kolik bych chtél/a. 112 |3)|4]5
5 Mam ze sebe dobry pocit. 1121|3415
6 To, Ze mam HIV, omezuje mé Zivotni prilezitosti. 1121|3415
7 Mam obavy z dopadu HIV na mé zdravi. 1121|3415
8 Mam pocit, Ze mam sv(j Zivot pod kontrolou. 112 |3|4]5
9 Bojim se, Ze mé lidé odmitnou, kdyz zjisti, Ze mam HIV. 112 |3|4]5
10 | Zvladani HIV mé vyCerpava. 112 |3|4]5
11 | Mam pocit, Ze HIV omezuje mé osobni vztahy. 112 |3|4]5
12 | Mam strach ze zdravotnich dopad( HIV se zvySujicim
" 1123145
vékem.
13 | Ohledné své budoucnosti jsem optimisticky/a. 1121|3415
Jak casto Vas trapil néktery z uvedenych problému v poslednich 2 tydnech?
g o N D E
s | 5 | €55
S| 5 |83 55
> =z > Q| - T
1 Maly zajem nebo potéseni z véci, které délate 0 1 2 3
2 Pocit, Ze jste na dné, pocit deprese nebo beznadéje 0 1 2 3
3 Potize s usindnim, pferuSsovanym spankem nebo s 0 1 ) 3
pfiliSnym spanim
4 Pocit Unavy nebo malo energie 0 1 2 3
5 Mala chut k jidlu nebo prejidani 0 1 2 3

6 Mél/a jste ze sebe Spatny pocit, Ze se Vam Zivot
nevydafril nebo Ze jste zklamal/a sam/sama sebe 0 1 2 3
nebo svou rodinu

7 Potize se soustfedénim, napf. na ¢teni novin nebo
sledovani televize

8 Pohyboval/a jste se nebo mluvil/a tak pomalu, Ze si
toho druzi mohli povSimnout? Nebo naopak — byl/a
jste tak nepokojny/a a neklidny/a, Ze jste se
pohyboval/a mnohem vic neZ obvykle

9 Myslenky, Ze by vam bylo Iépe, kdybyste byl/a
mrtev/mrtva nebo si néjakym zpUsobem ubliZil/a
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Jak casto Vas trapil néktery z uvedenych problémii v poslednich 2 tydnech?

2 5 2
g M E I
s | 3|25 x%

2| 2|88 E¢c

s z | S8 23
1 Nervozita, Uzkost nebo pocit, Ze jsem na hrané 0 1 2 3
2 NemozZnost prestat se obdvat nebo dostat obavy pod 0 ) 3

kontrolu

3 PriliSné obavy kvali rGznym vécem 0 1 2 3
4 Potize se uvolnit 0 1 2 3
5 Takovy neklid, Ze tézko dokazu klidné sedét 0 1 2 3
6 Snadno se rozzlobim nebo jsem podrazdény/a 0 1 2 3
7 Strach, jako kdyby se mélo stat néco hrozného 0 1 2 3

Pomoci ndsledujici skaly prosim oznacte, jak moc souhlasite ¢i nesouhlasite s ndsledujicimi
vyroky. Prosim zvolte vhodnou odpovéd pro kaZdou z poloZek (od 1=velmi silné nesouhlasim ...
po 7=velmi silné souhlasim)

£ E
g g £ 8| &
VG s o "R €| = |@
£ o & 3| 3| 35|EE
= = = £ 2 o |& @
Egedsd | g2 |Ex
258882 | &|5 |23
1 Marvn v bllzlfostl .<.:Iuvernou osobu, ktera mi vidy pomuze, 11213lalsl|ely
kdyzZ to potrebuiji.
2 Mam v !3|IZkOS’FI dbvérnou osobu, s niz mohu sdilet své 1121314als 7
radosti i strasti.
3 Ma rodina se mi skute¢né snazi pomahat. 1123 5167
4 Qd své ro<v:||ny _qostavam citovou podporu a pomaoc, 11213 56| 7
jakou potrebuiji.
5 Mam v b|IIZkOStI dyverrlmovu osobu, kterd je pro mé 11213lalslel7
opravdovym zdrojem utéchy.
6 Moji pratelé se mi skutecné snazi pomahat. 1/2|3|4|5|6]|7
7 Mohu se v pripadé potizi spolehnout na své pratele. 1/2|3|4|5|6]|7
I3 O svych problémech mohu mluvit se svou rodinou. 1/2|3|4|5|6]|7
9 Mam pratele, s nimiz mohu sdilet své radosti i strasti. 1(2|3|4|5|6]|7
10 I\/Iam v blizkosti dlivérnou osobu, které zalezi na mych 11213lalslel7
pocitech.
11 |Ma rodina je ochotna mi pomahat s rozhodovanim. 112 |(3|4|5|6]|7
12 |0 svych problémech mohu mluvit se svymi prateli. 112 |(3|4|5|6]|7
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Prosime vads jesté o nékolik udajii, které potfebujeme pro vyhodnoceni vyzkumu

Jaké pohlavi vam bylo pFipsano pfi narozeni?
[ ] muzské

[ ] zenské

[ ] nevim

[ ] nechci uvadét

Jaka je vase genderova identita?

[ ] muz

[ ]zena

[ ] trans muz

[ ]trans ena

[ ] nebinérni / genderqueer / agender / genderfluidni / polygender

|:| neidentifikuji se jako muz, Zena, trans nebo nebinarni — uvedte prosim, jak se identifikujete:

Ktera z nasledujicich kategorii nejlépe definuje vasi sexualitu / sexudlni orientaci?
|:| lesba (homosexualni)

|:| gay (homosexualni)

[ ] bisexudlni

[ ] heterosexudlni

[ ] queer

[ ] pansexudlni

[ ] asexualni

[ ] nevim, nejsem si jisty/jista

[ ] nic z vyée uvedeného

vek: [__|__|

Vzdélani:

[ ] zakladni

[ ] Sttedni odborné (vyuéeni, vyuéni list)
|:| Stfedni s maturitou

|:| Vysokoskolské (véetné Bc)

Rodinny/partnersky stav:

[ ] svobodny/a
[ ] Zenaty/vdand nebo Zijici s partnerem/kou

[ ] vdovec/vdova
[ ] rozvedeny/4
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Prace:

|:| zaméstnani/prace na plny nebo ¢astecny uvazek
[ ] podnikani, OSVC

[ ] ptilezitostna prace/brigada

|:| nezameéstnany, v soucasnosti hleda praci

[ ] diichod/renta

Misto pobytu. Zaskrtnéte, ve kterém kraji fakticky zZijete
[ ] Hlavni mésto Praha

[ ] stfedocesky kraj

|:| JihoCesky kraj

[ ] Plzetisky kraj

|:| Karlovarsky kraj

[ ] Ustecky kraj

|:| Liberecky kraj

|:| Kralovéhradecky kraj
|:| Pardubicky kraj

|:| Kraj Vysocina

|:| Jihomoravsky kraj

[ ] Zlinsky kraj

|:| Olomoucky kraj

|:| Moravskoslezsky kraj.

Historie lécby

Jak dlouho se lécite s HIV?
[ ]do 1 roku

[ ]2az5let

[ ]6a%10let

[ ] vice nez 10 let

[ ] nelé¢im se

Mél/a jste nékdy AIDS?
|:| Ano

[ ]Ne

[ ] Nevim

Mate néjaké dlouhodobé onemocnéni, které Vas Zivot ovliviiuje vice nez HIV?

|:| Ano
[ ]Ne
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Byl/a jste v poslednich dvou letech hospitalizovan/a kvuli zdravotnimu problému
souvisejicimu s HIV?

|:| Ano
[ ]Ne

Ve kterém HIV centru se aktualné |écite:
|:| Praha, Nemocnice na Bulovce
[_] Praha, Usttedni vojenska nemocnice

[ ] Plzen

|:| Ostrava

[ ]Brno

[ ] Usti nad Labem
[ ] Hradec Krélové

[ ] Ceské Budéjovice
[ ] Liberec

[ ] olomouc

Zahajeni lécby HIV probéhlo:
|:| v CR ve stejném HIV centru, kam nyni dochazim

|:| v CR v jiném HIV centru, zaskrtnéte, ve kterém:
[ ] Praha, Nemocnice na Bulovce
[ ] Praha, Ustiedni vojenska nemocnice

[ ] Plzen

|:| Ostrava
|:| Brno
[ ] Usti nad Labem
[ ] Hradec Kralové
[ ] Ceské Budéjovice
[ ] Liberec
[ ] olomouc
[ ] v zahranici

Cesta z mista bydlisté do HIV centra vam trva:
[ ] méné ne? 1 hodinu

|:| alespon 1 hodinu, ale méné nez 2 hodiny
|:| alespon 2 hodiny, ale méné nez 3 hodiny
[_]3 hodiny ¢&i vice

DEKUJEME VAM zA VYPLNENI DOTAZNIKU!
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Questionnaire in Ukrainian language

IHpopmayia npo docnidxceHHA ma IHpopmosaHa 3200a
LLLOA0 YYacTi y AOoCNiAKeHHI Akicmb umms awodel, aki »cusymeo 3 Bl/1

LLlaHOBHa NaHi, WaHOBHWUI NaHe,

LepraBHUI iIHCTUTYT OXOPOHU 340p0B’A Ta HalioHaIbHUI iIHCTUTYT NCUXiYHOTO 340POB’'A
NPOBOAATbL AOCAIAXKEHHA, CNPAMOBaHE Ha OLHKY AKOCTI }KUTTA Ntoael, Aki *KusyTb 3 BI/1. MeTa
AOCNIAXKEHHA — OTPMMATU HAaYKOBI 3HAHHA NPO AKICTb XKUTTA Ntoael 3 BIJ1, a Takox npo Te, AK
Cy6’EKTMBHO OLiHIOBAHA AKICTb iXHbOrO XUTTA NOB’A3aHa 3 iHWKMMM daKkTopamum (icTopin
NiKyBaHHSA, NeBHi }XUTTEBI 06CTaBMHM). Ha OCHOBI pe3ynbTaTiB A4OCNiAKEHHA MAOTb OYyTH
NPUIMHATI peKoOMeHAaL,i WoA0 3aX0A4iB, AKi 6 CNpUANM NOKPALLEHHIO AKOCTI XKUTTA Ta A06pobyTy
noaen 3 BIJ1. MnaH gocnigxeHHa 6yn10 po3rasHYTO Ta cxBaneHo ETMYHOO Komicielo eprkaBHoro
iHCTUTYTY OXOPOHM 340POB’A.

LMm AOKYMEHTOM MM XO4EMO 03HaANOMUTK Bac i3 TUMm, Wo nepeabayvae ana Bac yyactb y
OOCNIAXKEHHI.
e [JlocnigXeHHA NPOBOAUTLCA OHAAMH i }KOAHMM YNHOM He BMN/NMBAE Ha Bawe noToyHe
NiKYBaHHA UM XKUTTEBY CUTYaLito. JOOPOBINbHO Y HbOMY MOXKYTb BpaTh y4yacTb 0cobu
BiKOM Bif, 18 poKiB, AKi NOrogAaTbCA HA y4acTb, NO3HAYMBLUM BiANOBIAHE NOAE HANPUKIHL,
IHpopmoBaHOi 3rogu. Y byab-aKMIA MOMEHT MOKHa BiZLKIMKATM CBOIO y4acTb 6e3
NOACHEHHA NPUYMH.

e Ocobu, AKi noroaAaTbCA B3ATM y4acCTb Y AOCNIAKEHHI, 6yAyTb 3anpoLleHi 3aN0BHUTH
OHNANH-aHKeTy. AHKeTa CKNAJAETbCA 3i LKA, CMPAMOBAHMX HA OLIHKY AKOCTI XKUTTA,
NCUXIYHOro 340POB’A, @ TAKOXK NUTaHb, LLLO CTOCYHOTbCA NiKyBaHHA BIJ1 Ta 3aranbHuUX
NepCcoHanbHUX AaHUX (HaNpPUKAag, BiK, CTaTb, OCBiTa). 3aNOBHEHHA aHKETU 3aMMaE
npnbansHo 10—-15 xBuUAnH.

e 3aXMCT NepCOHaNbHUX AaHUX 34iNCHIOETBLCA BigNOBIAHO A0 YNHHOTO 3aKOHOAABCTBA
(3akoH N2 101/2000 36. 3aKkoHiB). Y4acTb y AOCNIAXKEHHI € NOBHICTIO aHOHIMHOIO.
3ibpaHa iHbopmaLia He byae nos’A3aHa 3 OyAb-SKMMM KOHKPETHUMKW 0COBUCTMMM
OAHUMM, TAKUMM AK iM'A, AaTa HAPOAMKEHHS, iAeHTUdIKaLUiMHMIN HoMmep YM aapeca
npoxmMBaHHA. JocniaHULUbBKI AaHi opraHi3oBaHi Ta 06pobAAITLCA TAKUM YMHOM, OO
BUKIOUMUTU MOXKAMBICTb igeHTUIKaLIT KOHKpeTHOT ocobu. [locTyn A0 AaHUX MatOTb
e BUKOHAaBL AOCNIAHMUbBKOro NPOEKTY. 3a 3aNMTOM AOCTYN A0 MaTepianiB moxe
6yTM HaZaHWUIM 3aMOBHUKY AOCNIAMKEHHSA, ETUYHIN KOMICIi Ta perynaTopHOMY opraHy.
Pe3ynbTat gocnigrKeHHs 6yayTb onyoniKoBaHi y BUrAAAl 3BeAeHUX AaHUX.

e [JlopaTkoBy iHpOpMaLLito NPO AOCAIAKEHHA Ta ETUYHI aCNEKTU MOXKe HadaTn KepPiBHUK
NPOEKTY AOKTOp dinocodii laancnas Ycemu (e-mail csemy@nudz.cz).
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NiaTBepAKyHo, WO A 03HaloMmnBCsA/03HalloMmunaca 3 iHpopmaLieto NPo AOCAIAKEHHSA Ta 3
YMOBaMM, 33 IKUX BOHO NPOBOANTLCA, i NOTOAKYHCA B3ATU Y HbOMY y4acTb.

Mpanopeupb oA BiaAMITKM

|:| TAK — MNpoaoBsKyiTe 3an0BHEHHA aHKETU

[ ]Hi
Lle gocnigKeHHA Npu3HaueHe ana antoaei, aki XusyTb 3 BIJ1. Mu xotinmn 6 3anutatn Bac npo
Balle 340pOB’A, CTOCYHKU, 3a40BOJIEHICTb XXUTTAM Ta 6narononyyus.

3a wkanoto 8id 1 (308cim Hi) 0o 5 (Oyxce) npocumo 3a3Ha4UMU, HACKiNbKU 8ac cmocylomscs
HaeseOeHi Hux4ye meepoOHEeHHs.

o Q
2| s 5. 2 g o
AR ER:
m| | C| ,m 3 d
1 A HacoNOAKYOCh XKUTTAM. 1 2 3 4 |5
2 MeHe HenoKoiTb MOE 310P0B’A. 1 2 3 4 |5
3 MeHi He BUCTa4YaE Big4yTTA EAHOCTI 3 NHOAbMWN HABKOO 1 ’ 3 4 5
MEHe.
4 A BiguyBato, Wwo yepes Bl/1 a He morKy pobuTtn barato 3 Toro, 11213 4 |s
LLLO MeHi 6 xoTinoca.
5 Al BBarkato cebe xopoLoo NOAMHOI0. 123 4 |5
6 BI/T obmexkye MOi KUTTEBI MOXKAMUBOCTI. 1 2 3 4 |5
7 MeHe HenoKoiTb Te, K BI/1 BnAnBae Ha MoOe 340p0B'A. 1 2 3 4 |5
8 A Mmato Big4yTTA KOHTPOIIO HA4 BNIACHUM XUTTAM. 1 2 3 4 |5
9 A 6otocA, Wo, AisHaBLWKCL NPO Miit BIJ1-cTaTyc, ntoan 1 ) 3 4 |s
MOXYTb MEHE LypaTunCcAa.
10 | NlikyBaHHA BIJT meHe BUCHAXKYE. 2 3 4 |5
11 | A BiauyBsato, Wo BI/1 obmerxkye moi 0COBUCTI CTOCYHKM. 1123 4 |5
12 | A 6otocs, Wo 3 Bikom BIJ1 maTme cepiio3Hi Hachigku ana 11213 4 |s
MOro 340pPOB’A.
13 | Al 3 onTMMmi3MOM AMBAIOCA B MAaNBYTHE. 1123 4 |5
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AIK yacTo Bac Typ6byBana AKacb i3 HaBegeHUX NPobiem NPOTAroM OCTaHHIX 2 TUXKHIB?

E g .
g2 195 ¢%s
o ¥ 4 2 ¢ ¢ 3(% 8:
S |lg3323s3
1 HeBennkuit iHTepec abo 3a40BOMIEHHSA Bif TOro, WO 0 1 ) 3
BM pobuTe
2 MouyTTA NpUrHiveHocTi, genpecii abo 6esHaaii 0 1 2 3
3 TpyAHOLLj i3 3aCMHAHHAM, NepepmnBYacTMmM CHOM abo 0 1 ) 3
HagMiPHMM CHOM
4 BiauyTTAa BTOMM abo 6pak eHeprii 0 1 2 3
5 MoraHuit anetTuT abo nepeigaHHA 0 1 2 3

6 Bu gymanu npo cebe noraHo, BigyyBanu, Lo Balle
XUTTA He cKnanocs, abo Lo BM po3dyapyBanu cebe 0 1 2 3
4yM cBOIO Cim’to

7 TpyAHOLLI 3 KOHLEeHTpPaLUIiED, HaNnpuKag, nig vac

YUTAHHA ra3eTn Yn nepernagy Tenesisopa 0 1 2 3
8 Bu pyxannca abo roBopuamn HacTiIbKM NOBINIbHO, W0
e MOrAn NOMITUTH iHWI? ABO HaBnaku — 6ynum 0 1 ) 3
HaCTiNbKW 3HEPBOBaHi Ta 3aHEMOKOEHI, WO pyxaanca
3HayHo binblue, HiXK 3a3BUYai
9 AymKku, Wwo Bam 6yno 6 kpawe, AK6M B nomepnaun 0 1 ) 3

ab0 AKMMOCb YMHOM CcOobi 3aluKoAUU

fIK YacTO NPOTArom OCTaHHIX ABOX TUXKHIB Bac HENoOKoiNa byab-aKa 3 nepeniueHnx npobaem?

— © =
T x
v = (]
212 |38 |x
T g o ol X
R I -
™ g q b g =2
1 HepBo3HicTb, TpuBOra abo Bia4yTTA, WO A «Ha 0 1 ) 3
MEXKi»
2 HemoxknuBicTb nepectatn xBuaoBaTMCA abo B3ATH 0 1 ’ 3
CBOI XBUNOBAHHA Nif, KOHTPOb
3 HaamipHi xBUAOBaHHA 3 NpUBOAY Pi3HMX peyen 0 1 2 3
4 TpyaHoLwi 3 po3cnabaeHHAM 0 1 2 3
5 TaKuii HECNOKIMN, WO Ba*KKO BCMAITU Ha Micui 0 1 2 3
6 Jlerko moxkete poscepautnca abo posapaTysaTmca 0 1 2 3
7 CTpax, Hibn Ma€e CTaTUCA LLLOCb Kaxanee 0 1 2 3
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BMKOPUCTOBYIOUM HaBeAEHY HMUKYE LKAy, No3HauTe, 6yab Nacka, HAaCKiNbKK BU 3rogHi abo
He 3rogHi 3 HaBegeHMMU TBepaKeHHAMU. O6epiTb BigNoBiAb ANA KOXKHOTO NYHKTY (Big 1 =
30BCiM He 3roaeH/3rogHa ... A0 7 = NOBHICTIO 3roaeH/3rogHa).

JEo |8 J-| -
¢ P F|sEz, 228
I g 3 I|o/3 T T
R
89w 8 oleggola
Mm o T O o|T|O fn|E o
1 Y meHe nopyu € 6l'll/l3b.Ka mop,m.-|a, AKa 3aBXAM 1120 3 lal s |6l 7
LONOMOMXKe, KO/ MeHi LLle NoTpibHO.
2 Y MeHe nopyy € 6/1M3bKa N0ANHA, 3 AKOKO A MOXKY 1 |2 3 lal s 7
noAinNTUCA CBOIMM pagoLamm Ta NPUKPOLLAMMN.
3 Mos poamHa cnpasai HamaraeTbCa MeHi 4onomaraTu. 1 |2 3 |45 |6 7
4 Big, cBoOEi pop,leM FI. mpwyuyp €MOLiMHY NiIATPUMKY Ta 1120 3 a4l s l6!| 7
LONOMOTY, AKI MeHi NOTPIOHi.
5 Y meHe n.opyq € 621nM3bKa NtogmHa, AKa € ANA MeHe 1 |2 3 lal 5 |6 7
CMpPaBKHIM ArKepenom po3paau.
6 Moi gpy3i cnpasai HamararTbCA MeHi gonomaraTu. 1 |2 3 |45 |6 7
7 Y pa3i Tpy4HOLLIB A MOXKY MOKNACTUCA Ha CBOIX APY3iB. 1 |2 3 |45 |6 7
8 Mpo cBOi Npo6aemu 5 MOXKY MOrOBOPUTU 3 POAUHOLO. 1 |2 3 |45 |6 7
9 Y meHe € Apy3i, 3 AKMMN 4 MOXKY NOAINUTUCA CBOIMU 1120 3 lal 5|6l 7
pagoLwamu Ta NPUKPOLLAMM.
1 y ~ " —
0 MeHe nopyd € 61M3bKa Nt0ANHA, AKIN HebalayKi Moi 1120 3 a4l s l6!| 7
noyyTTA.
11 ™M i "
.OFI poAuHa rotoBa AONOMaraTm MeHi 3 NPUUHATTAM 1120 3 a2l s l6!| 7
pilleHb.
12 [Npo cBoi npobaemun A MOXKY NOrOBOPUTK 3 APY3AMM. 1 |2 3 |4/ 5 |6 7

MpocrMmo Bac NPo HAAAHHSA LW Ki/IbKOX BigomMocTel, AKI Ham NOTPi6HI AnA OUiHKK
BOCNiAMKeHHA

flka cTaTb 6yna Bam npunucaHa NPy HapPOAXKEHHI?

|:| 4o 0Biva

|:| *KiHOYa

[ ] He 3Hato

[ ] He xouy BKasysaTy

flka Balwla reHAEepHa iAEeHTUYHICTL?

|:| 4YONI0BIK

|:| *KiHKa

|:| TPaHC-40/10BIK

|:| TPaHC-KiHKa

[ ] HeBinapHa / reHpaepksip / areHaep / reHaepdatoigHa / nonireHaep
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|:| A He ineHTUPiKyIo cebe AK Y0N0BIK, XiHKa, TPaHC YM HebiHapHa ocoba — byab lacKa, BKaXKiTb,
AK BU cebe ineHTUdiKyeTE:

flka 3 HaBeAeHUX HMXKYe KaTeropid HaMKpalle BUSHAYaE Bally CeKCyasibHY Opi€HTaLil0?
|:| necbiika (romocekcyanbHa)

[ ] reit (romocekcyanbHmit)

[ ] 6icekcyanbHuit/a

[ ] retepocekcyanbhuii/a

|:| KBip

[ ] naHcekcyanbHuii/a

[ ] acekcyanbHuit/a

[ ] He 3Hato, #i He BneBHeHWMI1/BNeBHEHA

|:| HiYOro 3 BULLEHaBeAeHOro

Bik: |__|__|

OcsiTta:

|:| MNouaTKoBa

|:| CepepaHsa npodeciitHa (npodecinHo-TexHiYHa OcBiTa, CBIAOLITBO NPO KBasidiKalliito)
|:| CepepgHs 3 aTecTtaToM 3pinocTi

|:| Buula ocsiTa (BK/IlOYHO 3 BaKanaBpiaTom)

CimeitHunit/napTHepPCbKUiA CTaH:

[ ] HeoppysKeHmit/He3amixkHs

[ ] ompyskeHuit/3amikHs abo NPOKMBALO 3 NAPTHEPOM/KOHO

[ ] saiseus/BooBa

[ ] posnyuenuii/a

Po6ora:

|:| poboTa/3aliHATICTb Ha NOBHWUI ab0 HENOBHWUI Pobounit AeHb
|:| nianpmemunyteo, @O

[ ] HecTabinbHa po6ota/migpobitok

[ ] 6e3pobithuit/a, Hapasi Wwykato poboTy

[ ] nencia/penTa

Micue npouBaHHA. MMo3HauTe, B AKOMY Kpai BU PaKTUUHO NPOXKUBAETE

|:| micto lMpara

D CepenHbOYeCbKN Kpam
[ ] NnisaerHouecbkuit kpait
[ ] NnseHcbkuit kpait

|:| KapnoBapcbKuii Kpak

[ ] YcTeupkuit kpait
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|:| Nibepeubkuii Kpan

|:| KpanoBorpageubKuin Kpamn
|:| Mapaybiubknin Kpan

[ ] Kpait Bucounna

|:| MiBAeHHOMOPABCbKUI Kpan
[ ] 3niHcbkuii kpait

|:| OnomoyubKnin Kpamn

[ ] Mopascbkocinesbkuii kpaii

Icmopisa niKkyeaHHA

Ak poBsro Bu nikyeteca Big BIJ1?
[_] a0 1 poky

|:| Big 2 Ao 5 pokis

|:| Big 6 oo 10 pokis

[ ] 6inbwe Hix 10 pokis

|:| He NiKyloCb

Yu manu Bu Konn-Hebyab CHIA?

|:| Tak

[ ] Hi

|:| He 3Hato

Yu maeTe BU XPOHiUHe 3aXBOPIOBAHHA, AKe BMJIMBAE Ha Balue XUTTA binblie, Hix BIJT?

|:| Tak

[ ] Hi

Yu 6ynn BM BNPOAOBIK OCTaHHIX ABOX POKiB rocnitanizosaHi uepes npobaemu 3i 3gopos’am,
nos’a3saHi 3 BIN1?

|:|TaK
[ ] Hi

Y akomy BlJ1-ueHTpi BU Hapasi niKkyereca:
|:| Mpara, likapHAa Ha Bynosui (Nemocnice na Bulovce)
|:| Mpara, LieHTpanbHuit Bilicbkoswit rocnitans (Ustfedni vojenskd nemocnice)
|:| Mn3eHb
D Octpasa
[ ] BpHo
[ ] Ycri-Haa-Nabem
|:| lpageub-Kpanose
YecbKi bygeroBuui
[ ] niGepeup
|:| Onomoyup

Mouartok nikyBaHHA BI/1 BiabyBca:

|:| y Yexii 8 Tomy camomy BI/T-ueHTpi, Kyam A 3apas xoaxy
|:| y Yexii B iHWomy BIJT-ueHTpi, No3HauTe, y AKOMY:
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|:| Mpara, JlikapHa Ha bynosui (Nemocnice na Bulovce)
|:| Mpara, LleHTpanbHuii Biicbkosuii rocnitans (Ustfedni vojenskd nemocnice)
|:| Mn3eHb
|:| OctpaBa
|:| BpHO
[ ] Ycri-Hap-Na6em
|:| lpapeub-Kpanose
|:| Yecbki byaenosuui
[ ] ni6epeus
|:| Onomoyub
|:| 33 KOpAOHOM

Dopora Big micua npoxkusBaHHA Ao Bl/1-ueHTpy y Bac 3aMmae:
|:| MeHLe HiX 1 roannHy

|:| NPUHANMHI 1 roguHy, ane MeHLLe HixK 2 roguHu

|:| NPUHAMUMHI 2 TOANHW, aNie MEHLLE HiXK 3 rognHU

[ ]3 roguHu um Ginblue

AAKYEMO BAM 3A 3ANOBHEHHA AHKETU!
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