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Abstract
Background  Most women living with HIV in low- and middle-income countries remain undiagnosed and untreated 
for depression. Even though depression has an adverse effect on treatment outcome and disease progression, less 
attention is given. The progression of depression is influenced by coping mechanism. The aim of this study was to 
identify the coping strategies used by depressed women living with HIV in Gondar town health facilities, north west, 
Ethiopia.

Methods  Health institution based cross-sectional study was conducted in Gondar town health facilities, in north-
western Ethiopia. All women living with HIV (n = 1043) were screened for depression symptoms using the validated 
Patient Health Questionnaire, 9 item version (PHQ-9). Those who scored ten or more, “moderate depression among 
women living with HIV,” (n = 435) were included in this study. The BRIEF Coping with Problem Experienced (COPE-28) 
scale was used to assess coping strategies. Construct validity of the brief COPE was evaluated using confirmatory 
factor analysis with AMOS 23 software. Linear regression model was fitted and beta coefficients were used to interpret 
the significant factors for coping strategies at p- values < 0.05 with 95% confidence interval.

Results  Dysfunctional coping strategy was more widely practiced than emotional focused or problem focused 
coping strategies. From the emotional coping strategy, spiritual believes and praying coping were the most frequently 
used coping strategies in the study group. Time taken to initiate antiretroviral therapy (ART) less than 5 years and 
the increment of viral load were significantly associated with dysfunctional coping strategy. Having 1–2 children and 
fear of COVID-19 were the significant factors for problem focused coping strategy. An increment in emotion focused 
coping was associated with food insecurity. Social support and distance from health institutions 5 km or more were 
found to have a positive association with problem and emotion-focused coping strategies. Conversely, time taken to 
initiate antiretroviral therapy (ART) 5 years and more negatively correlated with both problem and emotion-focused 
coping mechanisms.
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Introduction
Depression is a global burden of disease among people 
living with HIV. It is a well-known, prevalent, chronic 
condition and a significant cause of disability world-
wide, particularly affecting women [1–3]. In the general 
population, the lifetime prevalence of depression among 
women is approximately 20% [4]. However, women living 
with HIV (WLWHIV) are significantly more vulnerable, 
experiencing depression at rates four times higher than 
seronegative women. Additionally, women with HIV are 
more likely to experience depression compared to men 
living with the virus [5, 6]. There are intercountry dif-
ferences in the reported incidence of depression among 
WLWHIV worldwide. In North America, the prevalence 
of depression among WLWHIV ranged from 15.9% [7] to 
67% [8, 9]. In South America, the distribution of depres-
sion in WLWHIV ranged from 25.8% [10] to 68% [11]. In 
Asia, reported depression rates varied from 25% [12] to 
51.1% [13]. In Africa, the prevalence of depression among 
WLWHIV ranged from 23.7% in Uganda [14] to 81% in 
Rwanda [15], with 32.5% in Ethiopia [16].

Depression is common in the general population; how-
ever, women are particularly vulnerable due to hormonal 
changes associated with the endocrine regulation of the 
reproductive system. These changes often occur dur-
ing the menstrual cycle, childbirth, and menopause [17]. 
While the exact reasons for women’s disproportionate 
vulnerability to depression remain unclear, several fac-
tors have been proposed: (a) women often prioritize 
caregiving for family members over their own well-being, 
(b) they may lack adequate social support, (c) they typi-
cally have lower household incomes compared to men, 
(d) they tend to have less access to education, and (e) they 
are more frequently subjected to abuse by their partners 
[18].

Comorbidities are prevalent among individuals liv-
ing with HIV. Women with HIV are particularly suscep-
tible to co-occurring conditions, including mental health 
issues, physical health challenges, and limited participa-
tion in social activities [19], These factors collectively 
exacerbate their overall health condition [20], especially 
in comparison to HIV-negative women and men liv-
ing with HIV [21]. WLWHIV who are depressed have a 
higher probability of being unemployed [22], and prema-
ture deaths [9, 23, 24] than among their counterparts. As 

the result, depression negatively impacts the social sup-
port and increase suicidal ideation of women living with 
HIV [25]. The effect of depression on PLWHIV are poor 
treatment outcome, and low CD4 count [26]. Undiag-
nosed clinical depression and untreated depression wors-
ens the HIV progression [26].

People living with HIV use various coping mecha-
nisms to manage the chronic nature of the disease and 
its associated stressors. These include both avoidant cop-
ing strategies and problem-focused or emotion-focused 
(adaptive) coping strategies. Certain coping mechanisms 
help reduce stress and foster positive psychological out-
comes [27], while others exacerbate stress and contribute 
to negative psychological effects [28]. Commonly utilized 
strategies include problem-focused, emotion-focused, 
and avoidant coping approaches [29]. Among women liv-
ing with HIV (WLWHIV), avoidant coping strategies are 
particularly prevalent among those experiencing psycho-
logical distress [30].

Women living with HIV (WLWHIV) employ a variety 
of coping strategies. Compared to men living with HIV, 
women often prefer religious coping, venting (emo-
tional expression), and seeking social support. However, 
depressed women with HIV are more likely to rely on 
avoidant coping strategies [31]. Spiritual coping strate-
gies, such as prayer, can positively impact both physi-
cal and mental health [32] by providing psychological 
relief from challenging experiences [33]. However, some 
WLWHIV engage in negative religious coping strate-
gies, such as self-blame, attributing their illness to divine 
punishment or personal failings. This approach often 
leads to feelings of shame and guilt. Additionally, denial 
a form of avoidant coping can emerge, contributing to 
poor medical outcomes and increased psychological dis-
tress [34]. Additionally, fear of stigma or judgment from 
faith communities may cause some WLWHIV to avoid 
religious practices, leading to self-isolation, worsening 
depression, and a loss of vital social support [35]. Seek-
ing social support helped WLWHIV reduce both physi-
cal and emotional distress [36]. A study in India showed 
that depressed WLWHIV frequently used avoidant cop-
ing mechanisms. Although WLWHIV with depression 
often preferred coping strategies such as religion, vent-
ing, and seeking support, higher levels of depression were 

Conclusion  The study revealed that all coping strategies were utilized by depressed women living with HIV 
(WLWHIV). Strengthening spiritual coping styles proved beneficial in reducing depression among these individuals. 
It is recommended that depressed WLWHIV practice problem and emotion-focused coping strategies. Additionally, 
social support enhances both problem and emotion-focused coping approaches. Factors contributing to 
dysfunctional coping included having started ART less than five years ago and high viral load levels. Therefore, 
providing holistic support for depressed WLWHIV is essential to improve their mental health.
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associated with a greater reliance on avoidant coping, 
and vice versa [31].

People often respond to depression and anxiety by 
adopting avoidant coping strategies, which can either (1) 
lead to negative behaviors that worsen the problem and 
intensify negative moods or (2) hinder them from tak-
ing constructive actions to address the stressor [37]. A 
study conducted in India found that women living with 
HIV (WLWHIV) and experiencing major depression 
commonly relied on self-blame, rumination, particularly 
brooding, and limited positive reframing [38]. Simi-
larly, in the United States, women with HIV and depres-
sion frequently used avoidance, denial, or withdrawal 
as coping strategies [39]. In New York, avoidant or dys-
functional coping strategies were particularly prevalent 
among WLWHIV in cases of trauma and depression [40]. 
In the external environment, denial is a dysfunctional 
coping strategy used for behavioral management, while 
internal stress is managed through emotion-focused 
coping strategies. Both coping strategies are often used 
simultaneously, though one may be more dominant [41]. 
Emotional and problem-focused coping strategies have 
been linked to depressive symptoms, whereas strong 
family support has been associated with reduced depres-
sive symptoms. Since emotion-focused coping provides 
immediate relief from depression and anxiety, it is fre-
quently utilized by depressed women living with HIV 
(WLWHIV) [42].

In WLWHIV, poor mental health and a lower quality 
of life were associated with the use of emotion-focused 
coping strategies [43], sometimes individuals used denial 
or disengagement from stressful situations that results in 
avoiding discussion about their health status or medica-
tion adherence [44]. Women living with HIV often rely 
on emotion-focused and avoidant coping strategies to 
manage depressive symptom [12]. Stigma aggravates 
depression. Women can use avoidant coping strategies 
to protect themselves from social consequences of their 
condition [45]; however, it leads to further emotional 
consequences in the long run [46]. WLWHIV experience 
poor social support if they may use emotional or avoid-
ant coping strategies as a means of self-calming when 
social support is not available [27].

Coping strategies are influenced by various factors. 
Avoidant coping strategies have been linked to low 
income, limited education, and unemployment [40]. 
In North Carolina, risk factors for faster progression to 
AIDS included stressful life events, elevated serum cor-
tisol levels, poor social support, and reliance on denial 
coping strategies [47]. However, there is limited knowl-
edge about the coping strategies employed by depressed 
people living with HIV, particularly WLWHIV, in Sub-
Saharan Africa, including Ethiopia [48].

Previous studies have overlooked factors such as the 
time taken to initiate antiretroviral therapy, distance to 
healthcare facilities, fear of COVID-19, number of chil-
dren, living arrangements, viral load, HIV-related stigma, 
food insecurity, alcohol use, and obstetric history. This 
lack of understanding regarding coping strategies and 
their related factors among depressed WLWHIV in low-
income countries like Ethiopia poses a significant bar-
rier to developing effective HIV/AIDS and mental health 
services. The tendency to rely on avoidant coping strate-
gies further compounds this challenge [31, 49]. Gaining a 
deeper understanding of coping strategies is essential for 
developing effective interventions to improve the men-
tal and emotional well-being of women living with HIV 
who experience depression [50]. Therefore, this study 
aimed to explore the specific coping strategies and asso-
ciated factors among depressed women living with HIV 
in northwest Ethiopia.

Methods and materials
Study design and period
This is an institutional based cross-sectional study that 
was conducted between from 1st September to 30 Octo-
ber, 2023.

Study area
This study was conducted in Gondar town health facili-
ties. Gondar is located in northwest of Ethiopia. In 
Gondar town, there is one comprehensive specialized 
hospital, one primary hospital and eight health centres, 
namely the University of Gondar Comprehensive Spe-
cialized Referral Hospital (UoGCSRH), Ayra Primary 
Hospital, Azezo, Maraki, Poly, Mintwab, Gebreal, Teda, 
Bilajig, and Woleka health centres. There were 6042 adult 
WLWHIV who had registered for ART follow up in Gon-
dar town health facilities during the study period. For 
this study, four health facilities were selected based on 
the higher patient flow. These are the UoGCSRH, Azezo 
health centre, Gondar/Poly health centre and Maraki 
health centre. However, only UoGCSRH provides mental 
health services.

Sources population
All adult WLWHIV who had a follow up and had been 
screened for probable depression in Gondar town health 
facilities.

Study population
All adult probable depressed women living with HIV who 
had ART treatment follow up in Gondar town health 
facilities, available during the study period.
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Inclusion criteria
All adult women living with HIV who were likely 
depressed, had been on antiretroviral therapy (ART) for 
at least six months, and provided consent were included 
in the study. Additionally, participants had to have a viral 
load measurement taken no longer than a year and had 
not been diagnosed with depression.

Exclusion criteria
Women living with HIV who were unable to communi-
cate and had a serious general medical condition, were 
excluded.

Sampling technique
A total of 1,043 eligible women living with HIV were 
identified at baseline using a systematic random sampling 
technique. All participants were screened for probable 
depressive symptoms using the Patient Health Ques-
tionnaire (PHQ-9) [51]. Those who scored 10 or higher, 
indicating probable depression, were included in this 
analysis. Out of the 1,043 study participants, 435 exhib-
ited probable depressive symptoms and were included in 
the study.

Data collection
Data were collected using a structured questionnaire that 
included socio-demographic, clinical, obstetric, psycho-
social, behavioural, gender-based violence and food inse-
curity variables. Data collectors (n = 8 Bachelor of Science 
(BSc) psychiatry) were trained for two days and inter-
viewed women in the health institutions. Three supervi-
sors (MSc in psychiatry) were also trained for two days 
and assisted the investigators. The questionnaire was 
originally prepared in English language and then trans-
lated to local language Amharic by language experts. The 
Amharic version was translated back to English to verify 
the consistency. Data was collected using the Amharic 
interviewer administered version which is the local lan-
guage of the study area. A pre-test was conducted in Kola 
Diba health centre, one of the health centres in the study 
area, through face-to-face interviews of 53 participants 
three weeks before the actual data collection period. The 
Cronbach’s alpha of the pre-test was 0.93.

In Gondar town health facilities, 1043 women were 
selected by systematic random sampling and interviewed, 
and charts were reviewed by data collectors from Sep-
tember to 30 October, 2023. The purpose of the research 
was explained, and an information sheet was provided or 
read aloud for those who were unable to read. Women 
who consented to participate were interviewed in pri-
vate rooms nearby the ART units. Out of 1,043 study 
participants, 435 had scores on the PHQ-9 suggesting 
probable depression. To those women who scored 10 and 
above in the PHQ-9, an additional questionnaire (Coping 

strategies) was administered and they were then referred 
to a psychiatry clinic.

Measurement
Coping strategies
The coping strategies were measured with BRIEF COPE 
which has 28 items self- report questionnaire designed to 
measure coping with a stressful life event [52]. Its score 
ranges from 28 to 112. The response choices are on a 
4-point Likert scale, ranging from 1 to 4, (1 = I haven’t 
been doing this at all, 2 = I’ve been doing this a little bit, 
3 = I’ve been doing this a medium amount, and 4 = I’ve 
been doing this a lot). The Brief COPE tool encom-
passes three domains. The first is problem-focused cop-
ing, characterized by facets such as active coping, use of 
informational support, planning, and positive refram-
ing. A high score in this domain indicates a strong abil-
ity to minimize stress and adopt a practical approach to 
problem-solving. The second domain, emotion-focused 
coping, includes facets like venting, seeking emotional 
support, using humor, practicing acceptance, self-reflec-
tion, and incorporating religious beliefs. While a high or 
low score in this domain does not directly correlate with 
psychological health or ill health, it provides insight into 
the respondent’s coping strategies. The third domain, 
avoidant coping strategies, involves behaviors such as 
self-distraction, denial, substance use, and behavioral 
disengagement. A high score reflects significant physical 
or cognitive efforts to disengage from the stressor, while 
a low score indicates adaptive coping [52–54]. The Brief 
Cope assessment scale’s validity and reliability was done 
in different countries among PLWHIV [55, 56], and other 
population [57–61]. In Ethiopia, the internal consistency 
(Cronbach’s alpha) of the Brief COPE assessment tool for 
women with postpartum depression ranged from 0.72 to 
0.74. The construct validity was checked. Except for reli-
gion and humor items, the inter-items correlation was 
all significant [49]. In this context, significant refers to 
strengthening the rationale for item acceptance [62].

Depression measurement
Patient Health Questionnaire (PHQ-9) was used to mea-
sure depression. Each item requires participants to rate 
the frequency of depressive symptoms experienced two 
weeks before the data collection period. The total score 
ranges from 0 to 27. The severity can be assessed using 
a Likert scale which has four points ranging from 0 to 
3(0 = not at all, 1 = several days, 2 = more than half of the 
days and 3 = nearly every day). A total of 0–4 points = no 
depression; 5–9 points = mild depression; 10–14 
points = moderate depression; 15–19 points = moderately 
severe depression, and 20–27 points = severe depression 
[51].
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Social support measurement
Oslo Social Support was employed to assess the level of 
support. This tool has a total of 14 scores and is classi-
fied into three broad categories:- poor support: 3– 8, 
moderate support: 9–11, and strong support: 12–14 [63]. 
The Oslo social support can measure the level of social 
support considering financial, social and psychological 
conditions.

Harmful substance use measurement
The risk of harmful substance use was measured using 
modified WHO Alcohol, Smoking, and Substance 
Involvement Screening Test (ASSIST) version 3.1 [64], 
which consists of seven items for each of alcohol use, 
khat use and tobacco products use. However, for this 
study we considered only current substance use items. 
The reason for considering only current substance use 
items in this study is to ensure the findings are relevant 
to the participants’ present behaviors and their immedi-
ate impact on coping strategies, health outcomes, and 
psychological well-being. These are; (1) Have you used 
any kind of alcohol drinks in last 3 months? Yes/No, (2) 
Have you used khat in the last 3 months? Yes/No, and (3) 
Have you used any kind of tobacco products in the last 3 
months? Yes/No responses [64].

Stigma measurement
Perceived HIV related stigma was measured with 12 
items. Each item has a four-point Likert scale (strongly 
disagree = 1, disagree = 2, agree = 3 and strongly agree = 4), 
a higher score indicates higher level of stigma. The total 
score of the scale for perceived HIV related stigma 
ranged from minimum 12 and maximum 48 score [65].

Intimate partner violence measurement
Intimate partner violence was evaluated using the World 
Health Organization’s Violence against Women assess-
ment tool, which consists of 13 items with yes or no 
responses. The tool is divided into three components: 
Physical violence (six items), psychological violence (four 
items), and sexual violence (three items). At least one yes 
of each item in the last one year was considered as having 
intimate partner violence [66, 67].

Food insecurity measurement
Food insecurity was assessed by using the Household 
Food Security Access Scale [68–70], which is easy and 
friendly to use for food insecurity assessment. Its reli-
ability and validity were checked in different countries 
including low- and middle-income countries. The tool 
consists of nine items, with a total score ranging from 0 
to 27. Responses to the questions were measured with a 
Likert scale as follows: never = 0, rarely = 1, sometimes = 2, 
and often = 3 [68–71].

COVID-19 measurement
Fear related to COVID-19 has been linked to increased 
psychological distress among individuals with pre-exist-
ing health conditions, such as HIV. This distress exac-
erbates depressive symptoms and anxiety, potentially 
worsening disease complications. COVID-19 fear was 
measured by the question, “Have you feared COVID-19?” 
with a Yes/No response. Participants who answered “Yes” 
were categorized as having a fear of COVID-19 [72].

Data processing and analysis
To examine the association factors within each of the 
three domains coping strategies, we utilized a struc-
tural equation model (SEM) for confirmatory factor 
analysis, employing AMOS 23.0 software. Of probable 
depressed women living with HIV, 435 study participants 
were included in the analysis. Coping strategies was the 
dependent variable whereas socio-demographic, obstet-
ric, clinical, behavioural, food insecurity and psychoso-
cial factors were considered as independent variables.

Data were double entered using Epi-Data version 
3.1 and then exported to SPSS version 16, and cleaned, 
coded (recoding of variables) and analysed. Descrip-
tive analyses were done like frequencies, mean, stan-
dard deviation and correlation among the items and 
the domain of the BRIEF COPE. Frequencies of the 28 
items of the BRIEF COPE were calculated into the four 
Likert categories. Cronbach’s alpha of each domain was 
(avoidant = 0.78, problem focused = 0.76, and emotional 
focused = 0.81). Confirmatory factor analysis was car-
ried out to confirm the recommended three dimensions 
of coping namely, avoidant or dysfunctional, problem 
focused and emotional focused [73, 74] using AMOS-23 
software. In confirmatory factor analysis, the coefficients 
for items loading onto the three dimensions of coping 
ranged from 0.19 alcohol use (I’ve been using alcohol or 
other drugs to help me get through it) in avoidant coping 
strategies to 0.69 accepting reality (I’ve been accepting 
the reality of the fact that it has happened) in emotional 
coping strategies. Model indices include chi-square, root 
mean square error of approximation (RMSEA), compara-
tive fit index (CFI), and Tucker-Lewis Index (TLI), good-
ness of fit index (GFI), and adjusted goodness of fit index 
(AGFI) were held. Even though, there is no agreement as 
to the acceptable values of the indices, values closer to 
one are considered good fit. A value closer to zero is bet-
ter for RMSEA. The chi-square test is frequently used as 
an index of model fit. A smaller chi-square with a p-value 
greater than 0.05 is considered to be a good fit. However, 
the value of chi-square is affected by large sample size, 
number of variables and distribution of variables. Usu-
ally, chi-square and RAMSEA are used to examine good-
ness of fit of the model [75, 76]. In the previous study, the 
CFA of the Brief COPE model fit indices in depressed 
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postpartum women in Ethiopia were: CMIN/DF = 3.58, 
RMSEA = 0.02, the comparative fit index = 0.72, and 
Tucker Lewis Index = 0.65 [49]. Simple and multiple lin-
ear regression analyses were then carried out to examine 
associated factors with each domain of the coping strat-
egies. Variables in the bivariable analysis that fulfilled 
p-value < 0.2 were exported to multivariable analysis. This 
is because variables insignificant individually may be sig-
nificant in multivariable or vice versa due to confounding 
factors or interaction with other variables, which leads 
falling to detect a true value [77, 78]. The other reason is 
taking cut off point of p < 0.2 in bivariable help to ensure 
that potentially meaningful predictors are not overlooked 
due to lack of power [77, 78]. In multivariable analysis 
variables that fulfilled p-value < 0.05 were considered as 
statistically significant.

Ethics approval
We assured that all procedures contributing to this work 
comply with the ethical standards of the relevant national 
and institutional committees on human experimenta-
tions and with Helsinki Declaration of 1975, as revised 
in 2008. This research was conducted in accordance with 
the guidelines of the Declaration of University of Gon-
dar and was approved by the Institutional Review Board 
of the University of Gondar College of Medicine and 

Health Science with approval number 06/02699/8/2023. 
Moreover, we obtained informed written consent from 
all study participants before starting the investigation. 
Privacy and confidentiality were maintained. Participants 
who scored 10 and above in PHQ-9 were transferred to 
psychiatric clinic and those who reported intimate part-
ner violence were linked to case managers.

Results
Socio-demographic factors
The mean age (± SD) of the respondents was 
42.57(± 10.84), ranging from 18 to 78 years. Among the 
study participants 174(40%) had no formal education, 
175(40.2%) had divorced, and 108 (25%) were married. 
Out of all respondents, 390(90%) were Orthodox reli-
gion followers, and the majority of the participants 296 
(68.0%) were in the low-income category (Table 1).

Obstetric related factors
Related to the obstetric characteristic of respondents as 
shown the (Table  2), 28(6%) had history of unplanned 
pregnancy, and mothers who had one or two children 
were 219 (50%) (Table 2).

Comorbidities related factors
Of all respondents, 68(16%) reported comorbid medical 
illnesses. Of the total participants 14(3.2%) had mental 
illness other than depression, and 19(4%) participants 
reported a family history of mental illness (Table 3).

Clinical related factors
Only 13 (3%) reported ART side effects. The study partic-
ipants reporting fear of COVID-19 were 160(37%). Three 
hundred and twenty-eight (76%) participants reported 
that they had not disclosed their HIV status to others 
(Table 3).

Table 1  Socio-demographic characteristics of depressed 
WLWHIV (n = 435)
Variable Frequency Percent
Age Mean with standard deviation 

42.57(10.84)
Marital status Single 40 9.2

Married 108 24.8
Divorced 175 40.2
Widowed 112 25.8

Religion Orthodox 390 89.7
Protestant 5 1.1
Muslim 33 7.6
Catholic 5 1.1
Seven Day Adventist 2 0.5

Income category low income 296 68.0
middle income 82 18.9
high income 57 13.1

Educational level no formal education 174 40.0
primary school 106 24.4
secondary school 113 26.0
diploma and above 42 9.7

Residency Urban 410 94.2
Rural 25 5.8

Living 
arrangement

Alone 70 16.1
Family 360 82.8
Relatives 5 1.1

Distance of the 
institution

5 km and less 182 41.8
More than 5 km 253 58.2

Table 2  Obstetric characteristics of depressed women living 
with HIV, (n = 435)
Variable Frequency Percent
Unplanned pregnancy Yes 28 6.4

No 407 93.6
History of infertility Yes 21 4.8

No 414 95.2
History of still birth Yes 12 2.8

No 423 97.2
History of abortion Yes 39 9.0

No 396 91
Premature baby Yes 2 0.5

No 433 99.5
Number of children do not have child 71 16.4

1 to 2 children 219 50.3
3 to 4 children 107 24.6
5 and above children 38 8.7
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Behavioural factors of respondents
More than one out of five participants 98(23%) had ART 
drug non-adherence. For the last three months, 174(40%) 
consumed alcohol, 7(2%) chewed Khat and 1(0.2%) 
smoked cigarette.

Social support related factors
The mean scores of social supports were 8.67(SD ± 2.47). 
Social support was categorized in to three groups as fol-
lows: 203(47%) participants had moderate social sup-
port, 179(41%) had poor social support and 53(12%) had 
strong social support.

Perceived HIV related stigma of the respondents
Half of the study participants, 218 (50.1%), reported 
experiencing a high level of perceived HIV-related 
stigma. The mean score for perceived HIV-related stigma 
was 25.83 (SD ± 7.04).

Food insecurity of the study participants
Four in ten depressed WLWHIV had food insecurity. The 
mean and standard deviation for food insecurity of the 
study participants were 4.34(SD ± 4.87).

Intimate partner violence (IPV)
Among depressed WLWHIV, 98 (22.5%) had experienced 
physical violence, 144 (33.1%) had experienced psycho-
logical violence, and 30 (6.9%) reported sexual violence 
(supplementary material 1).

supplementary material 1. Intimate partner violence 
characteristics of the respondents, (n = 435)

Coping strategies
Religious coping was the most frequently used strategy. 
“I have been praying or meditating” was reported to be 
used “a lot” by 273(62.8%) and “I’ve been trying to find 
comfort in my religion or spiritual beliefs” was reported 
by 243(55.9%). The least frequently used coping strate-
gies were “I’ve been using alcohol or other drugs to help 
me get through it” 29(6.7%) and “I’ve been using alco-
hol or other drugs to make myself feel better” 32(7.4%) 
(Table 4).

The score on avoidant/dysfunctional coping strategies 
ranged from 15 to 48 with a mean of 28.36(SD ± 6.17). 
Score on the problem focused coping sub-scale ranged 
from 7 to 28 with mean 17.87(SD ± 4.22). The emotional 
focused coping strategies, the score ranged from 9 to 36 
with mean and standard deviation of 25.12(SD ± 5.32) 
(Supplementary material 2).

Supplementary material 2. Frequency of use of coping 
strategies by WLWHIV to depressive symptoms (n = 435).

Construct validity of the BRIEF COPE
The internal consistency (Cronbach’s alpha) of avoidant, 
problem focused and emotional focused coping strategies 
were 0.78, 0.76 and 0.81 respectively. The overall, inter-
nal consistency was 0.90. In confirmatory factor analysis, 
the coefficients for items loading onto the three dimen-
sions of coping ranged from 0.19 alcohol use (I’ve been 

Table 3  Comorbidities and Clinical characteristics of the 
respondents, (n=435)
Variables Frequency Percent
ART side effect Yes 13 3.0

No 422 97.0
COVID-19 fear Yes 160 36.8

No 275 63.2
HIV disclosure Yes 328 75.4

No 107 24.6
ART starting 
duration

Less than 5 years 58 13.3
More than 5 years 377 86.7

Medical illness Yes 68 15.6
No 367 84.4

Family history of 
mental illness

Yes 19 4.4
No 416 95.6

Mental illness 
history

Yes 14 3.2
No 421 96.8

WHO HIV clinical 
stage

I 384 88.3
II 28 6.4
III 10 2.3
IV 13 3.0

Table 4  Simple and multiple linear regression analysis of factors associated with dysfunctional coping among depressed WLWHIV, 
(n = 435)
Variable Mean (SD) Crude β (95% CI) Adjusted β (95% CI) p-value
Living
arrangement

Living with family 25.01(5.77) Ref
Living alone 25.56(6.25) 0.71(-0.87, 2.28) 0.96(-0.62, 2.53) 0.234
Living with relatives 20.80(2.39) -5.11(-10.55, 0.33) -4.92(-10.29, 0.45) 0.073

Distance from the health institution Distance more than5km 25.51(5.90) 1.00(-0.17, 2.18) 1.05(-0.11, 2.21) 0.075
Les than 5 km 24.41(5.71) Ref

Art start time Less than 5yrs 26.90(7.14) 2.48(0.79, 4.18) 2.46(0.77, 4.14) 0.004
ART start 5 yrs and above 24.76(5.56) Ref

Viral load Viral load 0–75 25.23(5.77) Ref
Viral load 75 and more 22.53(6.28) -2.29(-4.57, -0.01) -2.46(-4.73, -0.18) 0.034

Social support 8.67(2.47) 0.22(-0.01, 0.406) 0.20(-0.03, 0.44) 0.084
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using alcohol or other drugs to help me get through it) to 
0.66(I’ve been turning to work or other activities to take 
my mind off things) in avoidant coping strategies, 0.32 
(I’ve been making jokes about it ) to 0.69 accepting real-
ity (I’ve been accepting the reality of the fact that it has 
happened) in emotional coping strategies and 0.45 (I’ve 
been getting help and advice from other people. ) to 0.69( 
I’ve been trying to come up with a strategy about what 
to do) in problem focused coping. Correlation between 
avoidant and problem focused was 0.63. The correlation 
of avoidant and emotional focused was 0.56. The corre-
lation between problem focused and emotional focused 
was 0.69 (Supplementary material 3).

Supplementary material 3. Coping strategies assess-
ment tool and model summary.

In the model modification indices, the CFA model fit 
indices were as follows: CMIN/DF = 4.32, Compara-
tive fit indices (CFI) = 0.75, root mean squared error of 
approximation (RMSEA) = 0.08, goodness of fit index 
(GFI) = 0.80 adjusted goodness of fit index (AGFI) = 0.75 
and Tucker Lewis Index (TLI) = 0.72. Removing the item 
with low coefficients did not improve the model fitness. 
So, all items were retained for further analysis.

Factors associated with avoidance/dysfunctional coping
In the simple linear regression model, factors such as 
living arrangement, viral load, a distance of 5  km (km) 
or more from the health institution, time taken to initi-
ate antiretroviral therapy (ART) of less than 5 years, and 
social support were found to have a p-value of less than 
0.2 in relation to the avoidant coping subscale.

In the multivariable linear regression analysis, fac-
tors positively associated with avoidant coping strategies 
included the time taken to initiate antiretroviral therapy 

(ART) being less than 5 years [β = 2.46; 95% CI (0.77, 
4.14)] (p < 0.004). On the other hand, an increase in viral 
load was negatively associated with avoidant coping [β = 
-2.46; 95% CI (-4.73, -0.18)] (p < 0.034) (Table 4).

Factors associated with problem focused coping
In the bivariate analysis, variables with a p-value less than 
0.2 were included in the multivariable linear regression 
analysis. Several factors were found to be associated with 
problem-focused coping strategies in the multivariable 
linear regression. Women with 1 or 2 children showed 
an increase of 0.16 in problem-focused coping strategies 
[β = 0.16; 95% CI (0.07, 2.25)] (p < 0.038). For women liv-
ing more than 5 km from a health institution, problem-
focused coping strategies increased by 12% [β = 1.12; 95% 
CI (0.33, 1.91)] (p < 0.006). Each unit increase in social 
support was associated with a 30% increase in problem-
focused coping strategies [β = 0.30; 95% CI (0.14, 0.47)] 
(p ≤ 0.001). On the other hand, the time taken to initi-
ate antiretroviral therapy (ART) for 5 years or more was 
associated with a 45% decrease in problem-focused cop-
ing strategies [β = -1.45; 95% CI (-2.60, -0.30)] (p < 0.013). 
Additionally, women who feared COVID-19 demon-
strated an 82% decrease in problem-focused coping 
strategies [β = -0.82; 95% CI (-1.63, -0.01)] (p < 0.048) 
(Table 5).

Factors associated with emotional focused coping
In the bivariate analysis, variables with a p-value less than 
0.2 included residency, living arrangement, number of 
children, distance from the health institution, time taken 
to initiate antiretroviral therapy (ART), social support, 
food insecurity, and alcohol use. In the multivariable 
linear regression analysis, several factors were positively 

Table 5  Simple and multiple linear regression analysis of factors associated with problem focused coping among depressed WLWHIV, 
(n = 435)
Variable Mean and SD Crude β (95% CI) Adjusted β (95% CI) p-value
Number of children No child 17.21(4.27) Ref

Child 1 or 2 18.41(4.35) 1.10(0.31, 1.89) 0.16(0.07, 2.25) 0.038
3 to 4 children 1769(3.94) -0.23(-1.16, 0.69) 0.59(-0.65, 1.83) 0.350
Child 5 and more 16.45(3.73) -1.56(-2.96, -0.15) -1.08(-2.70, 0.54) 0.191

Distance from health institution Distance less or 5 km 17.25(4.23) Ref
Distance more than 5 km 18.31(4.23) 1.06(0.25, 1.86) 1.12(0.33, 1.91) 0.006

Social support 8.67(2.47) 0.30(0.14, 0.45) 0.30(0.14, 0.47) 0.000
Stigma 25.83(7.04) -0.06(-0.11, 0.01) -0.02(-0.07, 0.04) 0.590
ART starting time ART start from 6 months to 5yrs 19.16(5.03) Ref

More than 5yrs 17.67(4.06) -1.49(-2.65, -0.32) -1.45(-2.60, -0.30) 0.013
Still birth Yes 16.00(4.92) -1.92(-4.35, 0.51) -1.11(-3.46, 1.25) 0.356

No 17.92(4.20) Ref
Abortion Yes 16.87(4.27) -1.09(-2.48, 0.30) -1.22(-2.47, 0.23) 0.103

No 17.96(4.21) Ref
Fear of COVID-19 Yes 17.30(3.53) -0.90(-1.72, -0.07) -0.82(-1.63, -0.01) 0.048

No 18.20(4.55) Ref
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associated with emotion-focused coping strategies. These 
included social support [β = 0.38; 95% CI (0.18, 0.59)] 
(p ≤ 0.001), food insecurity [β = 0.16; 95% CI (0.06, 0.27)] 
(p < 0.003), and distance from the health institution (5 km 
and above) [β = 1.01; 95% CI (0.01, 2.01)] (p < 0.048). 
However, the time taken to initiate ART (5 years or more) 
was negatively associated with emotion-focused cop-
ing strategies [β = -1.53; 95% CI (-2.99, -0.06)] (p < 0.048) 
(Table 6).

Discussion
The present study aimed to examine coping strategies 
and associated factors among depressed women living 
with HIV. Our study found that depressed women living 
with HIV used various coping strategies, with avoidant 
coping, problem-focused coping, and emotion-focused 
coping being the most commonly employed. Factors 
associated with avoidant coping included viral load and 
the duration of time taken to initiate antiretroviral ther-
apy (ART). For problem-focused and emotion-focused 
coping strategies, factors such as social support, living far 
from a health institution, and a delay of 5 years or more 
in initiating ART were identified as key associations.

In this study, avoidant coping was widely used by 
depressed WLWHIV. This finding aligns with previ-
ous research indicating that psychologically distressed 
WLWHIV tend to rely on avoidant coping strategies 
[30, 31]. This coping strategy is considered maladaptive 
because it often intensifies feelings of depression and 
worsens overall health conditions [27, 79]. Other studies 
have also shown that depressed women living with HIV 
commonly use avoidance, denial, or withdrawal coping 
strategies [39, 40]. A possible reason for this could be a 

lack of interest in confronting stressors and the difficulty 
in taking practical steps to address the reality, which may 
negatively impact both the clinical outcomes of depres-
sion and the progression of HIV [77]. Anotherpossible 
reason is that stigma is one of the most prevalent psy-
chological issues among depressed WLWHIV, which may 
make it harder for women to engage in problem-focused 
coping strategies, opting instead for seeking support [25, 
79]. Additionally, depression can foster a sense of help-
lessness, prompting women to adopt avoidant coping 
strategies as a way to escape their emotional pain [27, 80].

Two factors influenced the use of avoidant coping 
strategies, including the time taken to initiate antiretro-
viral therapy (ART) and viral load. The duration of time 
taken to initiate ART, particularly when it was less than 
five years, was positively associated with avoidant cop-
ing strategies. This may be because, during the initiation 
of ART, women face challenges in coping with both HIV 
and the side effects of the medication, which can lead to 
depressive symptoms. In such cases, women may resort 
to avoidant coping. Additionally, during ART initiation, 
women often experience perceived HIV stigma and poor 
ART adherence due to drug side effects [81]. Another 
possible explanation is that women may not disclose their 
HIV status to family members or partners during this 
period, which might reduce support and worsen depres-
sive symptoms, ultimately leading to the use of avoidant 
coping strategies [82].

Viral load greater than 75 copies/ml was negatively 
associated with avoidant coping strategies, which aligns 
with findings showing that maladaptive coping strategies, 
such as harmful substance use and self-distraction, are 
linked to poorer medication adherence and higher viral 

Table 6  Simple and multiple linear regression analysis of factors associated with emotional focused coping among depressed 
WLWHIV, (n = 435)
Variables Mean and SD Crude β (95% CI) Adjusted β (95% CI) p-value
Residence Urban 22.51(5.08) -1.57(-3.72, 0.58) -1.77(-3.92, 0.38) 0.106

Rural 24.00(4.84) Ref
Living arrangement Family 22.41(5.02) Ref

Living alone 23.51(5.43) 0.99(-0.38, 2.35) 1.34(-0.02, 2.70) 0.053
Relatives 23.20(3.56) 0.44(-4.27, 5.15) 0.83(-3.86, 5.53) 0.727

Distance from health institution Distance 5 km and low 21.92(5.20) Ref
5 km and above 23.09(4.94) 1.19(0.18, 2.20) 1.01(0.01, 2.01) 0.048

Number of children No child 21.93(5.17) Ref
1 to 2 children 22.84(5.23) 0.91(-0.52, 2.34) 0.88(-0.54, 2.31) 0.223
3 to4 children 22.94(4.71) 1.05(-0.55, 2.65) 1.20(-0.45, 2.85) 0.153
Children 5 and above 21.47(5.01) -0.56(-2.66, 1.50) -0.93(-3.04, 1.17) 0.385

Duration of ART start ART start 6 months to 5yrs 23.57(6.12) Ref
On ART 5 yrs and more 22.45(4.89) -1.21(-2.69, 0.26) -1.53(-2.99, -0.06) 0.042

Social support 8.67(2.47) 0.25(0.05, 0.45) 0.38(0.18, 0.59) 0.0001
Food insecurity 4.34(4.87) 0.13(0.03, 0.23) 0.16(0.06, 0.27) 0.003
Alcohol use Yes 23.26(4.99) 1.14(0.12, 2.16) 0.78(-0.23, 1.79) 0.128

No 22.15(5.20) Ref
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loads [37]. In our study, as viral load increased, the use 
of dysfunctional coping strategies decreased. Participants 
with higher viral loads reported less use of dysfunctional 
coping. This may be attributed to the type of counselling 
provided to those with higher viral loads [82]. Address-
ing stressors and improving coping skills in women living 
with HIV is crucial for enhancing their overall prognosis 
[79].

Problem-focused and emotional focused coping are an 
adaptive strategy employed by depressed women living 
with HIV in this study. This is because problem-focused 
coping addresses mental health issues by promoting 
health-enhancing behaviors, utilizing counselling ser-
vices, and ultimately leading to better health outcomes 
[27, 80]. Similarly, emotion-focused coping is also an 
adaptive strategy used by depressed WLWHIV. Another 
study indicated that emotion-focused coping strate-
gies, such as seeking emotional support, using posi-
tive reframing, and expressing feelings, are employed to 
reduce negative emotions, rather than directly addressing 
the underlying cause [79]. From emotional focused cop-
ing strategy, majority of the WLWHIV used religious/
spiritual coping strategies. Engaging in religious practice 
can provide hope, comfort and sense of purpose, which 
helps the woman to manage stress and maintain positive 
outlook in spite of their challenges [34, 83].

In this finding religious/spiritual coping strategies have 
been found to be the most frequently used coping mech-
anisms by depressed WLWHIV. This finding is supported 
by research conducted in Ethiopia, where the major-
ity of individuals identified with a religion or spiritual 
belief, using it as a primary coping strategy for psycho-
logical stress [84]. Other studies also report that women 
with postpartum depression frequently practice religion 
or spirituality as a coping strategy [49]. A possible rea-
son for this could be that religious practices, emotional 
expression, and seeking social support as coping strate-
gies may help alleviate both mental and physical health 
issues [31, 32, 85, 86].

Several factors were associated with both problem-
focused and emotion-focused coping strategies. For 
problem-focused coping, these factors included hav-
ing 1–2 children, living more than 5  km from a health 
institution, social support, 5 years or more in initiating 
antiretroviral therapy (ART), and fear of Coronavirus 
Disease-2019 (COVID-19). For emotion-focused cop-
ing, factors such as social support, food insecurity, living 
more than 5 km from a health institution, and a delay of 
5 years or more in initiating ART were also found to be 
associated.

Problem-focused and emotion-focused coping strat-
egies were positively associated with social support, a 
finding that aligns with other research indicating that 
strong family support helps reduce depressive symptoms 

and enhances adaptive coping [42]. The possible explana-
tion is that social support can improve women’s percep-
tions of their coping self-efficacy, thereby boosting their 
use of emotion-focused coping strategies [37]. In both 
emotional and problem-focused coping, social support 
can serve as a primary strategy for managing depression 
[87]. Another study also highlighted that social support 
and coping strategies are key factors in the psychological 
well-being of women living with HIV [88].

Both problem-focused and emotion-focused coping 
strategies were significantly associated with distance 
from the health institution. A long distance from the 
health institution plays a notable role in shaping coping 
strategies among women living with HIV. While distance 
from the health institution has been linked to ART non-
adherence, which is considered a dysfunctional coping 
strategy [89], many women living with HIV who experi-
ence stigma choose to attend ART follow-up appoint-
ments far from their catchment areas, likely employing 
adaptive coping strategies [90]. Perhaps getting medical 
care far away from their home is to reduce stigma and get 
relief [91].

Time taken to initiate antiretroviral therapy (ART) 5 
years and above was negatively associated with emotional 
and problem focused coping. Possibly WLWHIV who are 
on ART medication for life long may face complications 
and disease burden. So that, the women decreased to use 
emotional or problem focused coping strategy [50, 92]. 
Another finding revealed that depressed WLWHIV who 
had been on antiretroviral therapy (ART) for an extended 
period did not use emotional or problem-focused coping 
strategies. Instead, they resorted to harmful substance 
use and disengagement [27]. Additionally, other research 
indicated that, over time, depressed WLWHIV on long-
term ART were less likely to use emotional or problem-
focused coping strategies [50]. So, understanding of 
coping strategies and identifying related factors are very 
crucial in developing intervention strategies and provid-
ing comprehensive intervention for women living with 
HIV.

Study participants with 1–2 children were more likely 
to use problem-focused coping strategies compared to 
those with no children. This could be having children 
appears to enhance problem-focused coping in depressed 
WLWHIV. Another possible explanation is that children 
serve as a source of strength and motivation, which helps 
reduce feelings of guilt and stress, thereby encouraging 
the use of problem-focused coping strategies [35].

Fear of COVID-19 was negatively associated with 
problem focused coping strategy. Indeed, COVID-19 
has contributed to increased psychological distress, 
which impacts coping strategies. One possible explana-
tion is that a stronger belief in the severity of COVID-
19 is linked to more severe depressive symptoms. The 
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perception of COVID-19’s severity was negatively associ-
ated with problem-focused coping behaviors [93]. Addi-
tionally, participants experiencing food insecurity were 
more likely to use emotion-focused coping strategies. 
Research has highlighted that WLWHIV are dispropor-
tionately affected by food insecurity [94]. The other find-
ing also supported the current study that food insecure 
women managed their food insecurity by utilising emo-
tional coping strategies more frequently than their food 
secure counterparts [95].

Limitations
A limitation of the current study is that we did not 
undertake cultural validation of the Brief COPE for a 
similar population. Although our work demonstrated 
reasonable construct validity within this sample, the lack 
of cultural validation may affect its applicability. Another 
limitation is the inability to establish cause-and-effect 
relationships between depression and coping strategies 
due to the cross-sectional design of the study. Addition-
ally, data were collected exclusively from patients attend-
ing an antiretroviral clinic, which may not represent the 
broader population of women living with HIV. The reli-
ance on self-report measures also introduces potential 
biases, such as social desirability bias.

Despite these limitations, the study provides valuable 
information that can inform the development of appro-
priate and rational policies, as well as effective interven-
tions for mental health issues. To our knowledge, this is 
the first study conducted in Ethiopia to investigate coping 
strategies among depressed women living with HIV.

Implication and future direction
In the present study, the findings indicated that the 
majority of participants utilized religious and spiritual 
coping strategies. A key advantage of this study is its inte-
gration of mental health services with religious and spiri-
tual institutions.

This evidence can support policymakers in develop-
ing frameworks that address depression and coping 
strategies effectively. Policymakers play a crucial role in 
shaping mental health care frameworks by promoting 
effective coping strategies for depressed WLWHIV. By 
investing in evidence-based therapies that enhance social 
support, and consider factors such as childlessness, dis-
tance from healthcare facilities, fear of COVID-19, food 
insecurity, duration on ART, and viral load, comprehen-
sive support can be provided.

These findings can also guide clinical service providers 
in developing targeted practices for depressed WLWHIV. 
Establishing support services that offer counselling for 
those struggling with avoidant coping strategies and cre-
ating support groups that focus on sharing experiences 
can foster healthier coping mechanisms. Integrating 

faith-based discussions into support groups can provide 
a holistic approach to intervention.

Future researchers are encouraged to conduct prospec-
tive studies to clarify whether coping strategies predis-
pose women to depression or are a consequence of it.

Conclusion
Our study offers valuable insights into the coping strate-
gies and related factors for depressed women living with 
HIV (WLWHIV) in Ethiopia. The findings indicate that 
all coping strategies were employed by WLWHIV, with 
spiritual and religious coping being the most commonly 
utilized among depressed individuals in the study. Social 
support was found to enhance adaptive coping strate-
gies, while living more than 5  km from a medication 
source was positively associated with adaptive coping. 
Conversely, women who had been on medication for five 
years or longer exhibited a decrease in adaptive coping 
strategies.

This evidence can be instrumental in informing the 
development of interventions aimed at strengthening and 
expanding social support to improve the mental health 
and well-being of WLWHIV.
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