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Abstract
Sub-Saharan Africa still been prevailed with a pandemic health and development problem known
to be HIV/AIDS with the prevalence well noted in Nigeria. Immediately after been diagnosed
with HIV/AIDS patients begin to experience poor quality of life. Coping strategies is identified as
an influencing factor predicting quality of life (QoL) of people living with HIV/AIDS (PLWHA).
This study examines coping strategies predicting quality of life of PLWHA attending
antiretroviral therapy at the Hematology and Pathology Clinic, State Specialist Hospital, Akure,
Ondo State, Nigeria. Using multiple regression analysis, a cross sectional design and a
purposive sampling method was employed to sample two hundred and ten PLWHA. A structured
questionnaire focusing on socio-demographic profile, coping strategies and the World Health
Organization Quality of Life Questionnaire for HIV-Brief Version (WHOQOL-BREF) instrument
was administered to the participants. The results showed that coping strategy significantly
predict physical (R=0.41;R*=0.17; p<.05), psychological (R=0.55;R?=0.28; p<.05), social
relationship (R=0.50;R?=0.25; p<.05), environment (R=0.55;R?=0.31; P<.05), spirituality
(R=0.51;R*=0.26; p<.05) domains and overall WHOQOL-BREF (R=0.58;R*=0.21; p<.05) of
PLWHA. However, coping strategy didn’z significantly predict level of independence domain
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(R=0.25;R*=0.06; p>.05) of quality of life. Specifically, self-distraction (B=0.11;8=0.21;
p<.05), active (B=-0.14;5=-0.21; p<.05), acceptance (B=0.12;5=0.19; p<.05) and religion
(B=0.08;5=0.15; p<.05) coping strategies independently predict overall WHOQOL-BREF of
PLWHA. Also, highest and lowest mean score was recorded in environment and spirituality
domains of WHOQOL-BREF respectively. Among PLWHA, coping strategy is essential indicator
for the improvement of QoL. Coping strategy plays an important role in the determinant of
domains and overall quality of life of PLWHA.
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1. Introduction

Sub-Saharan Africa is still been prevailed with a pandemic health and development
problem known to be Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency
Syndrome (Laar, et al., 2015). Since the detection of HIV at the beginning of the 1980s,
HIV/AIDS has been one of the greatest health problems in the world (Fauci, 1999). In fact
according to the report of UNAIDS (2016), South African, Nigerian, and Ugandan, constitute
almost half of all annual new people living with HIVV/AIDS infections in sub-Saharan Africa and
about 210,000 people died from AIDS-related illnesses in Nigeria in 2013, which is 14% of the
global total; while Nigeria was ranked second after South Africa, an estimated 22.5 million
people were discovered to be living with HIV and AIDS in sub-Saharan Africa as of the end of
2009 (UNGASS, 2011). Similarly, in UNAIDS (2013), reported in their 2012 Global Report,
that over two-thirds of the over 35 million people living with HIV worldwide live in sub-Saharan
Africa. Likewise, as observed by UNAIDS (2014), about 9% of the people living with HIV
globally, lives in Nigeria which hence makes the prevalence of HIV/AIDS is well noted in
Nigeria. Consequently, studies has shown that immediately after being diagnose with severe
chronic disease like HIV/AIDS, patients begin to experience poor quality of life (Andrykowski,
Brady &Hunt, 1993; Breetvelt, Albrecht & Devlieger, 1999), Also, this disease (HIV/AIDS)
initiate debilitating effects on all aspects of the lives of the affected individuals and families;
such effect ranging from physical, psychological health, economic and social aspects of life
(Beck, Miners & Tolley,2001; Walker, Grassly, Garnett, Stanecki & Ghys,2004;UNGASS,
2011).
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Quality of life is very paramount component in evaluating the psychological well-being
of people living with HIV/AIDS (PLWHA) (Srivastava, et al., 2016). Hence, the need to find
out about the psychosocial effects of testing positive for HIV are important and probing
mechanisms used by the patients in managing with their clinical condition is paramount, as
psychological issues have severe effects on the quality of life of people living with HIV/AIDS
(Osamika & Mayungbo, 2017).Quality of life according to World Health Organization is the
individuals’ perceptions of their positions in life established on the culture, value systems in
which they live and in relation to their goals, standards, expectations and concerns (WHO, 1998;
Kohli, Sane, Kumar, Paranjape& Mehendale, 2005), Similarly, QoL is conceptualized as the
absence of pain or inability to perform daily life functions (Friedland, Renwick & McColl, 1996)
and the degree to which a person‘s life is desirable or undesirable (Cummins,1997).

Coping strategies has been identified as the modifiable factor which is associated with
QOL (Minazzato, et al., 2009; Nickel, Wunsch, Egle, Lohse, & Otto, 2002, Basavaraj, Navya &
Rashmi, 2010) and has been found to be a very important factor influencing QOL on PLWHA
(Vivian, 2008; Rogers, Mclntosh, Monica, & Rosselli, 2012). As posited by Laar, et al., (2015)
was that, there are cyclical negative coping mechanisms among patients living with HIV/AIDS
which leads to the adoption of various coping strategies. Patient education in various coping
skills can be used to change the risk of poor QOL (Santo, 2010; Jurado, et al., 2011). Hence the
significance of coping strategies in the psychosocial adjustment of individual with chronic
diseases especially HIV/AIDS cannot be over-scored (Smedema, Catalona & Ebener,
2010).According to Carver (1997), coping is a dynamic process which changes over a period of
time, difference among individuals and concerned with the thought and actions made in stressful
and threatening situations. Also, coping is how people respond when they confront difficult or
stressful events in their lives and try various ways to deal with the stress (Carver, 2013). Even
though, coping was initially conceptualized by Lazarus (1993) as a cognitive process consisting
of threat and resource appraisal and the active selection and execution of coping responses.
Coping styles greatly influence the psychological impact and could predict the quality of general
health of HIV infection. According to Lazarus & Folkman (1984) coping styles can either
problem focused: which aimed at problem solving or doing something to alter the source of the
stress (such as active and restraint coping, planning, suppressing, seeking of instrumental
support) or emotion focused: which aimed at reducing or managing the emotional distress that is
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associated with the situation (such as seeking emotional support, positive reinterpretation,
acceptance, denial and turning to religion). Carver & Scheier, (1985) and Aldwin & Revenson,
(1987) disputed this two types of coping with their ideal that most stressors elicits different types
of coping and coping style can come from different angle such as behavioural disengagement
(Moos, 1986), mental disengagement (McCrae, 1984), denial, acceptance and turning to religion
(Breznitz 1983, Wilson 1981; MCCrae & Costa, 1986), self-distraction, active coping, planning,
use emotion, substance abuse, venting, positive reframing, denial, humour, acceptance, religion,
self-blame, use of instrumental support and behavioural disengagement (Carver, 1997). From a
psychobiological perspective, the way HIV-infected subjects respond to their condition might
also have a role in affecting disease parameters.

Hence, Lazarus & Folkman (1984) submitted that coping by denial (avoidance)
associated with a significantly lower QOL. On the other hand, studies have discovered that
people living with HIV/AIDS finds it difficult to undergo daily tasks of living such as
participating in moderate to vigorous physical activities, or have sufficient energy to engage in
an active social life while their managing HIV/AIDS (Basavaraj, et al., 2010). As such their low
energy has been found to be linked with poor QOL (Zinkernagel, et al., 1999) including physical
and psychological morbidity (Breitbart, McDonald, Rosenfeld, Monkman & Passik, 1998).
Coping by disengagement or avoidance associated with greater health-related stress among
people living with HIV/AIDS (Schmitz & Crystal, 2000), poor social functioning, such as
withdrawal and difficulty in social interactions whereby resulting to poorer overall social
functioning (Fleishman, et al., 2000). PLWHA who increase their use of avoidance coping
strategies such as behavioural disengagement and self-distraction and their use of alcohol and
drugs may have poorer physical and social functioning of quality of life (Moneyham, et al.,
1998) which may suggest that coping by avoidance may directly reduce PLWH’s productivity.
Turning religious as a coping strategy among PLWH helps the patient to become more spiritual,
and spirituality has been fund to be an important contributor to feelings of well-being among
PLWH which has linked to meaningfulness and improved quality of life (Holmes, Bix, Meritz,
Turner & Hutelmyer, 1997; Coleman & Holzemer, 1999). Moreover, Tarakeshwar, et al., (2006)
discovered in their study that religious coping plays an important role for the QOL of patients,
contrary to Lee, (2012) who found out that there was no significant association between positive
religious coping and overall quality of life among people PLWHA. However, results from
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Jawad, Shalaweh, Kamal, & Roman, (2016)’s study on the relationship between quality of life,
psychological distress and coping strategies of persons living with HIV/AIDS showed that
certain coping styles such as substance abuse and behavioural disengagement negatively predict
quality of life of patients with HI\VV/AIDS, while some positive predictors included active coping,
self-distraction, venting, positive reframing, humour, acceptance and religion. Seligman, (2002)
pointed out that maintaining a positive attitude, optimism, and happiness among PLWHA as a
coping styles can lead to longer lives, less disability, and increased quality of life. In Deepika,
Khakha, Bimla & Kapoor (2015) study, the effectiveness of structured coping strategies
intervention was assessed such as informational support about HIV, adaptive coping strategies,
seeking social support, mental hygiene and living positively on coping of people living with
HIV/AIDS and association between coping and quality of life.

Furthermore, Imam, Karim, Ferdous, & Akhter, (2011) found in their cross sectional
study that most of the respondents were with low QOL in all domains of health related quality of
life and the proportion of the respondent with low QOL was higher in the domain of social
relationship (64.6%) followed by psychological domain (59.8%), physical domain (58.5%), level
of independent domain (56.1%),environmental domain (52.4%) and spiritual domain(52.4%) of
QOL. Similarly, results from the discovery of Smith, et al.,(2013) in their medians scores of
domains of QOL of PLWHA were found in this descending order, physical (61), social (58)
environmental (56) and psychological (54). Likewise, Bello, & Bello, (2013)’s study revealed
that overall mean scores for health related quality of life were 72 for the physical domain, 67 for
the psychological domain, 65 for the environment domain, and 47 for the social domain and
Liping, Peng, Haijiang, Lahong, & Fan (2015) reveals that among PLWHA, there are record of
relatively lower scores in their social relation and environmental domains; while in Karkashadze,
Gates, Chkhartishvili, DeHovitz, & Tsertsvadze, (2017) showed that PLWHA scored highest in
social relationship domain and lowest in level of independence domain of their quality of life.
Conversely, Folasire, Irabor and Folasire (2012) reported higher mean scores in the
psychological domain followed by physical domain and environmental domains, but the lowest
score was observed in the social domain. Fleishman, et al., (2000), proposed that problem
solving and active decision making are likely to be more beneficial to encourages passive

acceptance of the illness and as such improve quality of life of the patient.
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In view of this, various studies have evaluated coping strategies on quality of life, but few
published studies have investigated coping strategies on dimensions of WHO-BREF quality of
life among PLWHA. This study therefore examines coping strategies as predicting dimensions of
WHO-BREF quality of life of people living with HIV/AIDS. This study is relevant in the
management of PLWHA. It provides information on what is considered essential to PLWHA.
The following research questions were raised in the course of the research: Will coping strategies
independent and jointly predict domains and overall WHO-BREF quality of life? What are the
proportions of the mean scores of the domains of WHOBREF quality of life?

Based on the review of the literature two hypotheses were formulated and tested:

e Coping strategies will independently and jointly predict domains and overall WHO-
BREF quality of life.
e Psychological, physical and environment domains will significantly have the highest

mean scores of WHO-BREF quality of life.

2. Methods

The study was a cross sectional survey research design. The variables examined coping
strategies (which include: self- distraction, active coping, denial, substance use, use of emotion,
use of instrumental support, behavioral disengagement, venting, positive reframing, planning,
humor, acceptance, religion, and self-blame) and WHO-BREF quality of life (domains consist
of: physical, psychological, level of independence, social relationship, environment, spirituality).
Two hundred and ten PLWHA attending the antiretroviral therapy participated in the study. The
age of the selected sample ranged between 18 and 90 years with a mean of 3.09 and standard
deviation of 0.91. One hundred and fifty one female (72%) and 59 (28.1%) males participated in
the study. Thirty-four (16%) participants were unmarried, 136 (65%) were married, 28 (13%)
widowed and 12 (6%) divorced at the time of the study. Sixteen (8%) of the sample were
students, 99 (47%) workers, 36 (17%) unemployed, and 59 (28%) involved in business/others
activities. One hundred and eighty three (87%) Christians, 25 (12%) Islam and 2(1%) were from
other religions. Thirty three (16%) had primary leaving certificate, 91(43%) had O’level,
46(22%) had NCE/OND, 38(18%) had HND/BSC and 2(1%) had PG educational qualification.
Concerning the clinical information of the patients’ HIV-serostatus, 66(31%) reported HIV-
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positive-asymptomatic, 138 (66%) patients claimed HIV positive-symptomatic and 6 (3%)
patients were in advanced AIDS stage. Their medical outcome depicts, 85(40%) were less than
200 while 125 (60%) were greater than 200. The research setting for this was the Hematology
and Pathology Clinic of the State Specialist Hospital, Akure South Local Government Area,
Akure, Ondo State, Nigeria.

The research instrument for this study was a structured questionnaire which consists of
three sections: A, B and C. Section A: consists of the social-demographic characteristics of the
participants such as, age, gender, employment status, religion, educational qualification and
clinical information. Section B was the WHOQOL-HIVBREF, this scale was a 31 items scale
developed by World Health Organization Group WHOQOL (2002).The scale was designed to
measure general quality of life, general health perceptions, and dimensions of quality of life in
terms of physical (items 3, 4, 14 and 21), psychological(items 6, 11, 15, 24 and 31), level of
independence (items 5, 22, 23, and 20), social relationships (items 27, 26, 25, and 17),
environment ((items 12, 13, 16, 18, 19, 28, 29, and 30) and spirituality (items 7, 8,9 and 10). item
one (1) measures overall quality of life while item two (2) measures general health perception.
Items (3, 4, 5, 8, 9, 10 and 31) were reversely scored. The 5-point likert-type scale, range from
not all, a little, moderate amount, very much, and an extreme amount, and were scored 1 2 3 4
and 5 respectively. The Cronbach alpha of the scale in this study is 0.734. Additionally, section
C of the research instrument was measuring coping strategies. COPE scale was adopted in this
study; the scale was developed by Carver, Scheier, & Weintraub (1987) to measure ways of
coping with life stress. The 28 items in 5-point Likert type response format, ranging from
strongly disagree to strongly agree. The test —retest reliability as reported by the author was 0.96,
while the Cronbach alpha in this study is 0.834. The scale was designed to yield fourteen
subscales, comprised of two items each, Some of the computed items are on active coping (items
2 and 7), denial (items 3and8), substance use(items 4and11l), use of emotional support (items
5and15), use of instrumental support(items 10 and 23), acceptance (items 20and24),
religion(items22and27), self-blame (items 13 and 26), humor (items 18 and 28), positive
reframing (items12 and 17), planning (items 14 and 25), venting items(9 and 21), behavioral
disengagement (items6 and 16), self- distraction (items land 19). All items were scored directly
with no reverse scoring. The researcher obtained the required permissions from the hospital
authorities and an approval from the head, Hematology and Pathology department of the State
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Specialist Hospital, Akure. Then, the researcher inquired about clinic days for PLWHA and
arranged with the clinic management, the researcher returned to the clinic on the said dates for
data collection. The data collection lasted for two weeks at the research location. However, out
of the two hundred and twenty (220) administered questionnaires, two hundred and ten (210)
questionnaires were screened for proper and accurate responses. Consent of the participants was
sought before the administration and the purpose of the study was clearly described, all questions
and queries were attended to. Questionnaires were administered under the condition of
anonymity and the responses were treated with utmost confidentiality. Each section of the
questionnaire was in Likert point response format except the demographic variables where some
were unstructured. Completed and accurately filled copies of the questionnaires were scored and
analyzed using Statistical Package for the Social Sciences (SPSS) software (v20). Analysis was
done using descriptive and multiple regression analysis. The researcher applied the Health
Research Ethics Committee at the State Specialist Hospital, Akure, Ondo State, for the sake of
ethical approval of the study, and the approval was granted between 10 June and 10 December
2015, to conduct the study. A representative of the review board monitored the research work to
ensure compliance with all institutional guidelines, rules, regulations and with the tenets of the
code. Both verbal and written informed consents were obtained from each participant before the

administration of questionnaire.

3. Results

Table 1: Multiple regression analysis showing the prediction of coping strategies on the
domains and overall WHO-BREF quality of life among PLWHA

Domains of Quality of Life
Level of Sodial
Physical Psvchological Independent Relationship Environment Spirituality Oversll Qol
Coping Stratezies B g |Siz | B g |Sis | B g | Sis. B g |Siz | B g |Siz| B g |Siz | B g | Siz. |
Self -Distraction 30 13 10| -24] -15| 04 18| 07 37| -25|-17| 02 -13] -05 45 14| 07 34 11 21| 01}
Active Coping -37]-15] 07 26 15| 05| -29 | -11 20| 22 12| 06 06| 02 76| -27| -13 10]-14]-25] 00
Denial 11 05 56| -40| -24| 00| -12[-05 56| -04] -03 74| -35]-15] 05 15| 08 31| -03]-035 52
Substance Use 11 06| 48 12 10| 23| -11[-06 34 12 18| 04 11| 06 47 12 13 13 06 16 Q7
Use of Emotion 24 10| 24| -01 00| 96| -01| 00 o8| -03 ] -02| 82 S0 20| 01| 30 15 06| 08 15 08
Use of Instrumental Support 12| 06 50| -08| -06 | 4= 04| 02 84 16 12 13 | -17 | -07 32| 07| o4 63| 01 02 81
Behaviourzl Disenzzzement 54 25| 00 38| 25| 00 49| 221 02| 36| 27| 00 2| 21| 00| 27 15 07| 04| 09 28
Venting -28 | -11 16 02 01 82| -0+ -01 87| -21| -1+ 07 | -13 ] -035 50 -48| -22 00| -02| -0¢ 60
Positive Reframing 11| -05| 42 09| 06| 41| -15]-07 41| -16] -15| 09| -08| -0% 55]-03| -01 85| 02| 04 62
Planning 38 16| 06 05| 03 73 12 05 59| -17[ -11 16 | -09] -04 64| 33 16 | 05| -04) -07 37
Humour -18 [ -10] 24| -22| -31| 00| -02] -01 91 -05] -0 57| -52|-26| 00 -10] -06 22| -06[-15 06
Acceptancs 07 [ 70 47 25 00 38 1+ S 20 25 00 82 30 00| -14| -06 37 12 19 01
Religion -13 ] -03 50 31 18| 02 05| 02 81| 29 191 01 41 16 | 03 12| 06 45| 08 15| 05
Szlf-Blame -03 | -02 82 09| 06| 41| -15]-07 39 -02] -04] 64| -12| -0¢ 221 32 18| 01| -07] -15 06
P <05 <05 >05 <05 <05 <05 <035
R 41 55 025 050 055 0351 045
7 28 006 025 031 026 021

R: 1
Dependent variable: Quality of Life
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Tablel. Reveals the multiple regression analysis showing the prediction of coping
strategies on domains of quality of life and overall quality of life., The results shows that coping
strategies (R=0.41, R?=0.17; p<.05) significantly predict physical domain of quality of life while
behavioral disengagement coping strategy (B=0.54, p=0.25; p<.05) independently predict
physical domain of quality of life of people living with HIV/AIDS. This simply means that
coping strategies shows 0.41 degree of relationship with physical domain of quality of life. In
other words, coping strategies shows 17% amount of proportion with physical domain of quality
of life that can be explained by the relationships of the coping strategies. Additionally, 0.54 is the
amount of change that occurred in physical domain quality of life, per unit change in the
behavioral disengagement coping, while behavioral disengagement coping independently shows
25% impact on the physical domain of quality of life of PLWHA.

Furthermore, coping strategies (R=0.55, R?=0.28; p<.05) significantly predict
psychological domain of quality of life. While self-distraction (B=-0.24, = -0.15; p<.05), Active
coping (B=0.26, p=0.15; p<.05), Denial (B=-0.40, p=-0.24; p<.05), Behavioral Disengagement
(B=0.38, p=0.25; p<.05), Humor (B=-0.42, p=-0.31; p<.05), Acceptance(B=0.47, p=0.25;
p<.05), Religion (B=0.31, p= 0.18; p<.05) coping strategies independently predict psychological
domain of quality of life of people living with HIV/AIDS. This result shows that coping
strategies shows 0.55 degree of relationship with psychological domain of quality of life. In other
words, coping strategies shows 28% amount of proportion of psychological domain of quality of
life that can be explained by the relationships of the coping strategies. Moreover, 0.24 is the
inverse amount of change that occurred in the psychological domain of quality of life, per unit
change in the self —distraction coping, while self —distraction independently shows -15% impacts
on psychological domain of the quality of life. Also, active coping shows 0.26 amount of change
that occurred in psychological domain of quality of life, per unit change in the active coping.

Likewise, active coping displays 15% independent impacts on the psychological domain
of quality of life. Denial coping inversely shows 0.40 amount of change that occurred in
psychological domain of quality of life per unit change in the denial coping, whereas, denial
coping strategy independently shows an inverse 24% impacts on psychological domain of quality
of life. In addition, behavioral disengagement coping shows 0.38 amount of change that occurred
in psychological domain of quality of life per unit change in behavioral disengagement coping
strategy, also behavioral disengagement coping independently shows 25% impacts on
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psychological domain of quality of life. Similarly, humor coping strategy depicts an inverse 0.42
amount of change that occurred in psychological domain of quality of life per unit change in
humor coping strategy, also humor coping strategy shows an impacts of 31% on psychological
domain of quality of life. Likewise, acceptance coping strategy illustrates 0.47 amount of change
that occurred in psychological domain of quality of life per unit change in acceptance coping
strategy, meanwhile, acceptance coping strategy indications an impacts of 25% on psychological
domain of quality of life. Religion coping strategy displays 0.31 amount of change that occurred
in psychological domain of quality of life per unit change in religion coping strategy, besides
religion coping strategy shows 18% impacts on psychological domain of quality of life of
PLWHA.

Conversely, coping strategies did not significantly predict level of independence domain
of quality of life (R=0.25, R?*=0.06; p>.05) However, behavioral disengagement (B=0.49,
=0.22; p<.05) independently and significantly predict level of independence domain of quality
of life of people living with HIV/AIDS. The results shows even though coping strategies as a
whole did not predict level of independent domain of quality of life, behavioral disengagement
coping strategy independently and significantly predict level of independent dimension of quality
of life, that is behavioral disengagement coping strategy contributed 0.49 amount of change that
occurred in quality of life per unit change of behavioral disengagement coping, besides
behavioral disengagement coping strategy shows 22% impacts on level of independent
dimension of quality of life of PLWHA.

Coping strategies (R=0.50, R®=0.25; p<.05) significantly predict Social Relationship
domain of quality of life such coping strategies like self —distraction (B=-0.25, p=-0.17; p<.05),
Substance Use (B=0.19, p=0.18; p<.05), Behavioral Disengagement(B=0.36, p=0.27; p<.05),
Acceptance(B=0.40, p=0.29; p<.05), Religion (B=0.29, p=0.19; p<.05) significantly predict
Social Relationship domain of quality of life of people living with HIVV/AIDS. The results shows
that coping strategies as a whole significantly predict social relationship domain of quality of
life, as coping strategies shows 0.50 degree of relationship with social relationship domain of
quality of life, 25% was the amount of proportion of social relationship domain of quality of life
that can be explained by the relationships of the coping strategies. Additionally, self-distraction
coping inversely contributed 0.25 amount of change that occurred in the social relationship
domain of quality of life, per unit change in self —distraction coping. While self —distraction
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coping independently shows -17% impacts on social relationship domain of quality of life. Also,
substance use coping reveals 0.19 amount of change that occurred in the social relationship
domain of quality of life, per unit change in substance use coping strategy. Also, substance use
coping strategy depicts 18% impacts on social relationship domain of quality of life. Behavioral
disengagement displays 0.36 amount of change that occurred in the social relationship domain of
quality of life, per unit change in behavioral disengagement coping strategy. Likewise
contributed 27% impacts on social relationship domain of quality of life. Acceptance coping
demonstrations 0.40 amount of change that occurred in the social relationship domain of quality
of life, per unit change in Acceptance coping strategy. Equally contributed 29% impacts on
social relationship domain of quality of life. Moreover, religion coping strategy contributed 0.29
amount of change that occurred in social relationship domain of quality of life per unit change in
religion coping strategy, besides, religion coping strategy shows 19% impacts on social
relationship domain of quality of life of PLWHA.

Coping strategies (R=0.55, R?=0.31; p<.05) significantly predict environment domain of
quality of life. Also, Denial (B=-0.35, p=-0.15; p<.05), Use of Emotion (B=0.50, p=0.20; p<.05),
Behavioral Disengagement (B=0.92, p=0.41; p<.05), Humor (B=-0.52, B=-0.26; p<.05),
Acceptance (B=0.82, p=0.30; p<.05), Religion coping strategies (B=0.41, p=0.16; p<.05)
independently predict environment domain of quality of life of people living with HIV/AIDS.
From the results, coping strategies significantly predict environment domain of quality of life, as
coping strategies shows 0.55 degree of relationship with social relationship domain of quality of
life, additionally, 31% amount of proportion of environment domain of quality of life can be
explained by the relationships of the coping strategies. In addition, denial coping strategy
inversely contributed 0.35 amount of change that occurred in the environment domain of quality
of life due to per unit change in denial coping. Also denial coping independently shows -15%
impacts on environment domain of quality of life. Besides, use of emotion coping reveals 0.50
amount of change that occurred in the environment domain of quality of life, per unit change in
use of emotion coping strategy. Also, use of emotion coping strategy depicts 20% impacts on
environment domain of quality of life. Behavioral disengagement coping displays 0.92 amount
of change that occurred in the environment domain of quality of life, per unit change in
behavioral disengagement coping strategy. Equally behavioral disengagement coping contributed
41% impacts on environment domain of quality of life. Humor coping inversely contributed 0.52
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amount of change that occurred in the environment domain of quality of life, per unit change in
humor coping strategy. In the same way contributed -26% impacts on environment domain of
quality of life. Moreover, acceptance coping strategy contributed 0.82 amount of change that
occurred in environment domain of quality of life per unit change in acceptance coping strategy,
besides, acceptance coping strategy shows 30% impacts on environment domain of quality of
life. Religion coping strategy contributed 0.82 amount of change that occurred in environment
domain of quality of life per unit change in religion coping strategy, likewise, shows 16%
impacts on environment domain of quality of life of PLWHA.

In addition, coping strategies (R=0.51, R?=0.26; p<.05) significantly predict spirituality
domain of quality of life. Moreover, venting (B=-0.48, B=-0.22; p<.05), planning (B=0.33,
B=0.16; p<.05), self-blame (B=0.32, B=0.19; p<.05) coping strategies independently predict
spirituality domain of quality of life of people living with HIV/AIDS. The results shows that
coping strategies significantly predict spirituality domain of quality of life, as coping strategies
shows 0.51 degree of relationship with spirituality domain of quality of life, as well as 26%
amount of proportion of spirituality domain of quality of life can be explained by the
relationships of the coping strategies. Additionally, venting coping strategy inversely contributed
0.48 amount of change that occurred in the spirituality domain of quality of life due to per unit
change in venting coping strategy. Also, venting coping independently shows -22% impacts on
spirituality domain of quality of life. Besides, planning coping reveals 0.33 amount of change
that occurred in the spirituality domain of quality of life, per unit change in planning coping
strategy. By so doing, planning coping strategy depicts 16% impacts on spirituality domain of
quality of life. Self-blame coping displays 0.32 amount of change that occurred in the spirituality
domain of quality of life, per unit change in self- blame coping strategy. In the same way
contributed 19% impacts on spirituality domain of quality of life of PLWHA.

Moreover, coping strategies (R=0.58, R?=0.21; p<.05) significantly predict overall
quality of life. Such coping strategies like Self —Distraction (B=0.11, p=0.21; p<.05), Active
Coping (B=-0.14, p=- 0.21; p<.05), Acceptance (B=0.12, p=0.19; p<.05) and Religion (B= 0.08,
B= 0.15; p<.05) independently and significantly predict overall quality of life of people living
with HIV/AIDS. The result shows that coping strategies shows 0.58 degree of relationship with
overall WHO-BREF quality of life. In other words, coping strategies shows 21% amount of
proportion of overall WHO-BREF quality of life that can be explained by the relationships of the
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coping strategies. Moreover, self-distraction contributes 0.11 amount of change that occurred in
the overall WHO-BREF quality of life, per unit change in the self —distraction coping strategy,
while self —distraction independently shows 21% impacts on overall WHO-BREF quality of life.
However, active coping inversely shows 0.14 amount of change that occurred in overall WHO-
BREF quality of life, per unit change in the active coping strategy. Likewise, active coping
displays -21% independent impacts on overall WHO-BREF quality of life. acceptance coping
displays 0.12 amount of change that occurred in overall WHO-BREF quality of life per unit
change in the acceptance coping strategy, similarly, acceptance coping strategy independently
shows 19% impacts on overall WHO-BREF quality of life. In addition, religion coping shows
0.08 amount of change that occurred in overall WHO-BREF quality of life per unit change in
religion coping strategy, also religion coping strategy independently shows 15% impacts on
overall WHO-BREF quality of life.

Table 2: Showing descriptive statistics of domains of WHO-BREF quality of life

Domains of Quality of Life Mean SD. Median
Physical 13.57 3.77 14
Psychological 16.52 2.69 16
Level of Independence 15.14 3.97 15
Social Relationship 13.94 2.33 14
Environment 26.53 3.98 27
Spirituality 12.81 3.22 13

From table 2, the results shows the six domains of WHO-BREF quality of life which
include physical, psychological, level of independence, social relationship, environment and
spirituality domains. The results illustrates that environment domain (X=26.53, SD=3.98;
median =27) have the highest mean and median scores, followed by psychological domain
(X=16.52, SD=2.69; median =16), level of independence domain (X=15.14, SD=3.97; median
=15), social relationship domain (X=13.94, SD=2.53; median =14), physical domain (X=13.57,
SD=3.77; median =14) while patient recorded lowest mean and median scores in spirituality
domain (X=12.81, SD=3.22; median =13).

4. Discussion

The present study examines coping strategies predicting dimensions of WHOBREF
quality of life of PLWHA.
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From the result, hypothesis one was confirmed, as coping strategies significantly predict
physical domain. This finding is consistent with the outcome of Srivastava, Das, Kohli, Yadav,
Prakash, et al. (2016) who reiterated in their study that coping resources related to physical
domain of quality of life among PLWHA. These individuals tend to adopt copying strategies in
other to maintain their physical capacity especially coping with their pain, discomfort and
activities. PLWHA devised certain coping strategies to manage their daily work capacity, energy
and fatigue which are paramount to their daily wellbeing.

Additionally, coping strategies significantly predict psychological domain of quality of life
of PLWHA,; this findings confirmed outcome from Jawad, et al., (2016)’s study. Jawad et al.,
(2016) found that coping strategies significantly connected with psychological aspect of quality
of life, as PLWHA showed certain coping styles to handle their psychological facet of their
quality of life, hence their coping strategies could predict their quality of life. This findings
suggested that coping strategies employed by PLWHA could envisaged their ability to handle
both positive and negative feelings about their health, emotional stability, their thinking and
concentration which forms psychological dimension of their quality of life. Moreover, coping
strategies significantly predict social relationship domain of quality of life. The finding
supported Semba, Martin, Kempen, Thorne & Wu, (2005) who stated that coping mechanisms of
PLWHA connects with their social aspect of quality of life; as they daily faced with countless
social problems such as depression, stigma and labeling. PLWHA’s coping methods foretell their
perseverance to those social problems and improvement of their social relationship domain of
quality of life. Also, how they cope indicates their personal relationship with others and their
support system. Also, the result signifies that effective coping strategies predict an improvement
in social relationship facet of PLWHA'’s quality of life.

Similarly, coping strategies significantly predict environment domain of quality of life.
This outcome is in line with Lazarus and Monat, (1977)’s coping model and Fitzpatrick, Whall,
Johnston & Floyd, (1982)’s study on maintenance of bio-psychosocial integrity. In these models,
it was discovered that effective coping mechanisms enhances wellbeing through management of
stress and improve life quality of chronic ill. This result confirmed Lazarus’s findings on coping
styles as bio-psychosocial predictors to quality of life, which improves interaction with a

changing environment of health and illness. That is, various coping strategies employed by
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PLWHA significantly predict their involvement and opportunities for recreation/leisure
activities, physical safety and security, health and social care accessibility and quality.

Furthermore, coping strategies significantly predict spirituality domain of WHOBREF
quality of life of people living with HIV/AIDS. This result confirmed Holmes, et al., (2015)’s
findings, as coping strategy significantly influence quality of life of PLWHA, especially the
spirituality domain. This result indicates that patient’s engagement in a particular coping strategy
enhances their concern about the future, personal belief of forgiveness and blame, the death
dying of such patients. Likewise, the result supported Coleman & Holzemer, (1999) that
improved quality of life and wellbeing can be linked with effective coping strategies. More so,
coping strategies significantly predict overall WHOBREF quality of life of people living with
HIV/AIDS. This result is in-line with Laar, et al.,(2015) who posited that coping mechanisms
among patients living with HIVV/AIDS leads to an improved quality of life. Also, this result
confirmed Grant, Elliott, Weaver, Glandon, Raper & Giger, 2006) and Ekwall, Sivberg &
Hallberg, 2007)’s findings that coping strategies adopted by PLWHA have been shown to be
significant factors in health related quality of life.

However, coping strategies did not significantly predict level of independence domain of
quality of life. This implies that adoption of various coping strategies did not determines their
dependence on medical and treatment to function their daily activities at utmost capacity.
Additionally, self —distraction coping strategy independently predict quality of life. This result
confirmed Moneyham, et al., (1998) and Carretero, Burgess, Soler, Soler, Catalan, (1996) who
stated that the use of avoidance coping strategy such as self-distraction associate with quality of
life; that is, an increased use of self-distraction produces poorer social and physical functioning
of health related quality of life. Also, active coping strategy independently and significantly
predicts quality of life. This finding supported Yu, Hu, Efird, & McCoy, (2013) that active
coping strategies predicted better health-related quality of life among PLWHA. Similarly, this
result buttressed Fleishman, et al., (2000) that individuals who confronted stress with problem-
solving strategy and behavior-modifying approaches significantly have better quality of life than
those not using such coping style. Individual who takes action to make present health situation
better and mostly concentrating efforts in doing something about the health condition

significantly determines their health related life quality.
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Furthermore, acceptance coping strategy significantly predicts quality of life among
PLWHA. The result reinforced acceptance and reality model for health condition. Individual
who accepts the reality of the fact that something has happened in his/her and try to learn to live
with such health condition have the tendency to have better quality of life. Hence acceptance of
health conditions determines life’s worth add value especially among PLWHA. Also, religion
coping strategy independently and significantly predicts overall WHO-BREF quality of life of
people living with HIV/AIDS. This outcome sustained Holmes, et al., (1997)’s view that
improved quality of life have been linked with religion coping style, as those who embraced
religion coping strategy tends to be more spiritual and spirituality has been found to be an
important contributor to feelings of well-being among PLWHA. Also this result supported
Tarakeshwar, et al., (2006), who discovered that religious coping plays an important role in the
quality of life of PLWHA. Coleman & Holzemer, (1999) stated that religious coping influences
quality of life in particular ways and equally possible that patients who experience better quality
of life also turn to religious resources for coping with their illness and other stressors.
Consequentially, these results buttressed Jawad, et al., (2016)’s findings that specific coping
strategies like self-distraction, active coping, venting, humour, positive reframing, acceptance
and religion serves as positive predictors of quality of life of PLWHA.

In hypothesis two, the results illustrates that environment domain have the highest mean
and median score, followed by psychological domain while patients recorded lower and lowest
mean and median scores in social, physical and spirituality domains respectively, in WHO-BREF
quality of life. This findings partially supported by Imam, et al., (2011) who found that PLWHA
scored higher in the domains of social relationship and psychological, while lowest in spiritual
domain of QOL. On the contrary, this findings negate the discovery of Smith, et al., (2013)
where the highest medians scores of domains of QOL of PLWHA were found be physical
domain and lowest psychological domain and disconfirmed the findings of Liping, et al., (2015)
who suggested that among PLWHA, there are record of relatively lower scores in their social
relation and environmental domains. But partly confirmed by Bello, & Bello, (2013)’s study
where overall highest mean scores for health related quality of life were found to be physical and
psychological domain while lowest in social domain. Also, the result supported Folasire, et al.,
(2012) who reported highest mean scores in the psychological but the lowest score was observed

in the social domain.
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4.1 Conclusion

The study shows that coping strategies significantly predict physical, psychological,
social relationship, environment, spirituality domains and overall WHO-BREF quality of life of
people living with HIV/AIDS, which was in line with the previous studies (Semba, et al.,2005;
Grant, et al., 2006; Holmes, et al., 2015; Srivastava, et al., 2016; Jawad, et al., 2016). However,
coping strategies did not significantly predict level of independence domain of quality of life.
Specifically, self —distraction, active, acceptance and religion coping strategies independently
and significantly predict overall WHO-BREF quality of life of PLWHA. These findings validate
previous works by Moneyham, et al., (1998); Tarakeshwar, et al., (2006), Yu, et al., (2013);
Jawad, et al., (2016). Also, highest and lowest mean score was recorded in environment and
spiritual domains of WHO-BREF quality of life respectively; which maintained the conclusions
of Imam, et al., (2011); Folasire, et al., (2012); Bello, & Bello, (2013).
4.1.2 Scope for Future Research

This study suggests that future studies should focus on other psychological variables that
could predict domains and overall quality of life of PLWHA. Also, subsequent studies should
incorporate PLWHA for both regular and irregular attendants of medical care. Consequently,
longitudinal study is further required to explore changes in coping strategies and quality of life.
4.1.3 Limitation

This study was a cross-sectional study which doesn‘t allow drawing conclusion about the
degree of causal relationship between outcomes variables and independent variables. The
respondents were actively seeking routine medical care, those who don‘t keep regular clinic or
visit could not be included. Also, all the predictors of quality of life could not be included in this
study but only coping strategy.
4.2 Implication for Practice

The result of this study has specified that coping strategies predicting physical,
psychological, social relationship, environment, and spirituality domains and overall QoL,
excluding level of independence domain of QoL of PLWHA. Coping strategies such as self —
distraction, active, acceptance and religion coping strategies were specifically importance in the
improvement of quality of PLWHA. This highlights the significance of various coping strategies
in the prediction, assessment and subsequent improvement in the domains of quality of life of
PLWHA. This finding has implications for clinical practices especially as it relates to
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psychotherapy. Accurate assessment of patient enhances clinicians including psychotherapist in
the decisions concerning the specific areas of need, planning interventions to address those needs
in other improve quality of life of PLWHA.
4.3 Recommendation

The study recommends that supporting and educating PLWHA on coping strategies
enhances domains and overall quality of life. Also, regular assessment of patients’ coping
strategies and enhancement of patient’s spirituality aspect of quality of life may be a ways of
improving the worth of patient’s health. Experts and researchers in the area of quality of life
should include coping strategies in the possible factors predicting quality of life PLWHA.
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