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Abstract
Little is known about the coping strategies used among people with HIV (PWH), especially in sub-Saharan Africa, and the 
extent to which adaptive or maladaptive coping strategies are associated with symptoms of mental health disorders. We 
interviewed 426 PWH initiating HIV care in Cameroon and reported the prevalence of adaptive and maladaptive coping 
strategies, overall and by presence of symptoms of depression, anxiety, and PTSD. Log binominal regression was used 
to estimate the association between each type of coping strategy (adaptive or maladaptive) and symptoms of each mental 
health disorder, separately. Adaptive and maladaptive coping strategies were commonly reported among PWH enrolling in 
HIV care in Cameroon. Across all mental health disorders assessed, greater maladaptive coping was associated with higher 
prevalence of depression, anxiety, and PTSD. Adaptive coping was not associated with symptoms of any of the mental health 
disorders assessed in bivariate or multivariable models. Our study found that PWH endorsed a range of concurrent adaptive 
and maladaptive coping strategies. Future efforts should explore the extent to which coping strategies change throughout the 
HIV care continuum. Interventions to reduce maladaptive coping have the potential to improve the mental health of PWH 
in Cameroon.
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Introduction

Advances in HIV treatment have increased life expec-
tancy and improved quality of life among people with HIV 
(PWH) [1–3]. As a result of increased access to and efficacy 

of antiretroviral therapy (ART), HIV can now be managed 
as a chronic disease. Despite significant advances in HIV 
treatment, PWH continue to experience numerous psycho-
social stressors including HIV-related stigma, interpersonal 
conflict and violence related to HIV disclosure, HIV- and 
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non-HIV-related grief and loss, and HIV- and non-HIV-
related material hardship [4–6]. This is particularly relevant 
among PWH in sub-Saharan Africa (SSA) where the major-
ity of PWH reside and where the burden of material hard-
ship, interpersonal violence, and HIV-related stigma has 
been well-documented [7–9].

PWH are also at increased risk of mental health disorders 
across global settings [10, 11]. It has been estimated that 
approximately half of PWH screen positive for one or more 
mental or substance use disorders. Psychosocial stressors 
have been associated with increased prevalence of mental 
and substance use disorders among PWH [7, 12, 13]. Psy-
chosocial stressors and mental and substance use disorders 
have been consistently associated with poor HIV treat-
ment outcomes, including engagement into HIV care with 
advanced HIV, delayed ART initiation, poor ART adher-
ence, and virologic failure [14–17].

The chronic nature of HIV infection and the high preva-
lence of psychosocial stressors and mental health disorders 
among PWH call for better understanding of the ways in 
which PWH cope with stressful situations. Coping has been 
defined as the cognitive and behavioral strategies used to 
manage situations that tax or exceed the resources of an indi-
vidual [18]. A wide range of coping strategies exist and vary 
across cultures [19, 20]. Coping strategies have been com-
monly categorized as adaptive or maladaptive [21]. Adaptive 
coping strategies include those that foster active engagement 
with psychosocial stressors in ways that may impact positive 
change and typically include planning, acceptance, positive 
reframing, and the use of emotional support, among oth-
ers. Adaptive strategies have been associated with improved 
mental health and reduced stress [22, 23]. Among PWH, 
adaptive coping strategies have also been associated with 
better HIV treatment outcomes, including greater ART 
adherence and health-related quality of life [24–26]. Mala-
daptive coping strategies include those that foster avoidance 
or disengagement from psychosocial stressors and include 
strategies such as distraction, disengagement, denial, and 
substance use, among others. Maladaptive strategies have 
been associated with increased stress and worse mental 
health [27, 28]. Among PWH, maladaptive strategies have 
been associated with suboptimal HIV treatment outcomes, 
including delayed ART initiation, poor ART adherence, and 
lower likelihood of viral suppression [29–31].

Little is known about the coping strategies used among 
PWH, especially in SSA where PWH are at substantial 
risk of economic and psychosocial stressors, and the 
extent to which coping strategies are associated with 
symptoms of mental health disorders among PWH in SSA. 
A meta-analysis of coping strategies among PWH found 
that maladaptive coping strategies of disengagement and 
substance use were associated with worse mental and 

physical health while adaptive coping strategies of active 
coping and positive reframing were associated with better 
mental and physical health [32]. However, this meta-anal-
ysis only included studies from high-income countries. 
Among studies that have examined coping among PWH 
in SSA, findings are equivocal. Research with PWH in 
Botswana and pregnant women with HIV in South Africa 
found that adaptive coping strategies were negatively 
associated with depressive symptoms and maladaptive 
coping strategies were positively associated with depres-
sive symptoms [33, 34]. However, a study among women 
with HIV in Uganda found that adaptive coping strategies 
were positively associated with depression and anxiety 
symptoms [35].

Coping strategies are potentially modifiable mecha-
nisms that may improve the mental health and well-being 
of PWH. Given the prevalence of mental health disorders 
among PWH in SSA and the well-established mental health 
treatment gap in the region, greater understanding of coping 
among PWH in SSA and the relationship between coping 
and mental health can inform the development and imple-
mentation of coping-related interventions to improve the 
mental health and quality of life of PWH in SSA [36, 37]. 
This research sought to: assess the construct validity of the 
Brief Coping Orientation to Problems Experienced Scale 
(Brief COPE), describe the prevalence of unique coping 
strategies, and examine the relationship between coping 
strategies and symptoms of depression, anxiety, and post-
traumatic stress disorder (PTSD) in a population of PWH 
entering HIV care in Cameroon.

Methods

Data Collection

This study has been previously described [15]. Briefly, 
interviewer-administered surveys were conducted with 426 
individuals initiating HIV care at three HIV clinics in Cam-
eroon between June 2019 and March 2020. Surveys were 
conducted in English or French, based on the participant’s 
preference. Individuals were eligible to participate if they 
were 21 years or older and enrolling in HIV care at one 
of three HIV clinics. Data collection included questions 
on mental health, substance use, coping mechanisms, and 
sociodemographic characteristics. Interviewers received 
training to minimize influencing participants’ responses. 
This study was approved by the Institutional Review Board 
at the University of North Carolina at Chapel Hill and the 
National Ethical Committee of Research for Human Health 
in Cameroon.
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Measures

Coping Strategies

Coping strategies were assessed using the Brief Coping 
Orientation to Problems Experienced Scale (Brief COPE) 
[38]. The Brief COPE consists of 28 questions about 14 
different coping strategies including: distraction, active cop-
ing, denial, substance use, use of emotional support, use of 
instrumental support, behavioral disengagement, venting, 
positive reframing, planning, humor, acceptance, religion, 
and self-blame. Participants were asked if they engaged in 
each coping strategy not at all, a little, a medium amount, or 
a lot. Based on the results of an exploratory factor analysis, 
the Brief COPE was divided into two factors: adaptive cop-
ing (14 items) and maladaptive coping (8 items). Adaptive 
coping was comprised of the following coping strategies: 
active coping, use of emotional support, use of instrumental 
support, positive reframing, religion, planning, acceptance, 
and humor. Maladaptive coping was comprised of the fol-
lowing strategies: self-blame, venting, behavioral disengage-
ment, and denial. A sum score was calculated separately for 
the adaptive and maladaptive subscales and categorized into 
tertiles based on the distribution in the population.

Depressive Symptoms

Depressive symptoms were assessed with the Patient Health 
Questionnaire-9 (PHQ-9) [39]. The PHQ-9 assesses the 
presence of depressive symptoms in the last two weeks. 
Scores of 10 or greater were categorized as moderate to 
severe depressive symptoms [39]. The PHQ-9 has been vali-
dated in French and with PWH in SSA [40–43].

Anxiety Symptoms

Anxiety symptoms were assessed with the General Anxiety 
Disorder-7 (GAD-7) [44]. The GAD-7 assesses the presence 
of anxiety symptoms in the past two weeks. Scores of 10 
or greater were categorized as moderate or severe anxiety 
symptoms. The GAD-7 has been validated in French and 
among a primary care population with a high prevalence of 
HIV in SSA [45–48].

Post‑traumatic Stress Disorder Symptoms

Post-traumatic stress disorder (PTSD) symptoms were 
assessed with the PTSD Checklist for DSM-5 (PCL-5) 
[49]. The PCL-5 assesses the presence of PTSD symptoms 
in the past month. Scores of 31 or greater were categorized 
as symptoms of probable PTSD [50]. The PCL-5 has been 
validated in French and among a primary care population 
with a high prevalence of HIV in Zimbabwe [51, 52].

Sociodemographic Characteristics

Sociodemographic characteristics explored included age, 
gender, education, relationship status, employment, number 
of children, and household hunger.

Missing Data

A small number of individuals were missing data on indi-
vidual mental health scale items (n = 13 for PCL-5; n = 6 
for PHQ-9; n = 12 for GAD-7). For individuals missing data 
on less than 10% of items for any given scale (n = 13 for 
PCL-5; n = 6 for PHQ-9; n = 10 for GAD-7), the mean of 
the individual’s non-missing scale responses was imputed 
for the missing items [53].

Statistical Analyses

To explore the construct validity of the Brief COPE, we 
conducted an exploratory factor analysis using the principle 
components method and a varimax rotation. In determining 
the number of factors to retain, scree plots, Eigenvalue load-
ings, and the overall interpretability of the resulting factors 
were considered. Items with communality estimates below 
0.20 upon initial inspection were dropped [54]. Subsequent 
to this, items with factor loadings less than 0.40 or cross-
loadings greater than 70% were dropped.

We used counts, proportions, medians, and interquartile 
ranges to describe the study population and the prevalence 
of coping strategies among study participants overall and by 
presence of mental health symptoms. Log binominal regres-
sion was used to estimate the association between each type 
of coping strategy (adaptive or maladaptive) and symptoms 
of each mental health disorder, separately. Adjusted analyses 
controlled for age, gender, and clinic, the a priori covariates 
of interest. Clinic was included as a fixed effect variable 
given the small number of clinics in the study.

Results

Most respondents were female (58.7%), 21–39 years of age 
(58.5%) and in a romantic relationship (58.5%) (Table 1). 
The exploratory factor analysis of the original 28-item Brief 
COPE identified a two-factor structure that accounted for 
81% of the total variance. Both items from the active cop-
ing, use of emotional support, use of instrumental support, 
positive reframing, religion, and planning subscales and one 
item each from the acceptance and humor subscales loaded 
on Factor 1 which was named ‘adaptive coping strategies.’ 
Both items from the self-blame, venting, disengagement, 
and denial subscales loaded on Factor 2 which was named 
‘maladaptive coping.’ Both items from the distraction and 
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substance use subscales and one item each from the humor 
and acceptance subscales did not load onto the two-factor 
structure. Therefore, the exploratory factor analysis identi-
fied 22 items from the original Brief COPE that loaded onto 
two subscales of adaptive and maladaptive coping.

Younger age (χ2 = 8.79, p = 0.01), being female 
(χ2 = 6.50, p = 0.04), lower levels of formal education 
(χ2 = 12.12, p = 0.02), not being in a romantic relationship 
(χ2 = 14.39, p < 0.01), and experiencing moderate or severe 
household hunger (χ2 = 11.80, p < 0.01) were associated 

with greater endorsement of maladaptive coping strategies 
(Table 1). In contrast, not being in a romantic relationship 
(χ2 = 6.50, p = 0.04) was the only sociodemographic char-
acteristic assessed that was associated with greater endorse-
ment of adaptive coping strategies (Table 1).

Religious coping was the most commonly reported cop-
ing strategy: 70.4% of participants reported that they prayed 
or meditated a medium amount or a lot and 68.8% that they 
tried to find comfort in their religion or spiritual beliefs a 
medium amount or a lot (Table 2). The least frequently used 

Table 1  Demographic characteristics of 426 people initiating HIV care in Cameroon, overall and stratified by coping strategies

Total Maladaptive coping χ2, p-value Adaptive coping χ2, p-value

(N = 426)
N (col %)

Low 
(N = 134)
N (row %)

Medium 
(N = 155)
N (row %)

High 
(N = 137)
N (row %)

Low 
(N = 144)
N (row %)

Medium 
(N = 145)
N (row %)

High 
(N = 137)
N (row %)

Age
 21–39 249 (58.5) 70 (28.1) 85 (34.1) 94 (37.8) 8.8, 0.01 80 (32.1) 89 (35.7) 80 (32.1) 1.0, 0.60
 40 + 177 (41.5) 64 (36.2) 70 (39.5) 43 (24.3) 64 (36.2) 56 (31.6) 57 (32.2)

Gender
 Female 250 (58.7) 70 (28.0) 103 (41.2) 77 (30.8) 6.5, 0.04 81 (32.4) 87 (34.8) 82 (32.8) 0.5, 0.77
 Male 176 (41.3) 64 (36.4) 52 (29.5) 60 (34.1) 63 (35.8) 58 (33.0) 55 (31.3)

Highest level 
of educa-
tion

 None 31 (7.3) 5 (16.1) 14 (45.2) 12 (38.7) 12.1, 0.02 13 (41.9) 6 (19.4) 12 (38.7) 4.7, 0.32
 Primary 218 (51.2) 58 (26.6) 83 (38.1) 77 (35.3) 72 (33.0) 72 (33.0) 74 (33.9)
 ≥ Second-

ary
177 (41.5) 71 (40.1) 58 (32.8) 48 (27.1) 59 (33.3) 67 (37.9) 51 (28.8)

Relationship
 Single 177 (41.5) 40 (22.6) 65 (36.7) 72 (40.7) 14.4, < 0.001 53 (29.9) 55 (31.1) 69 (39.0) 6.5, 0.04
 Partnered 249 (58.5) 94 (37.8) 90 (36.1) 65 (26.1) 91 (36.6) 90 (36.1) 68 (27.3)

Away from 
home > 1 
Month in 
Last Year

 Yes 164 (38.5) 53 (32.3) 51 (31.1) 60 (36.6) 3.7, 0.15 60 (36.6) 53 (32.3) 51 (31.1) 0.9, 0.63
 No 262 (61.5) 81 (30.9) 104 (39.7) 77 (29.4) 84 (32.1) 92 (35.1) 86 (32.8)

Number of 
children

 0 79 (18.6) 25 (31.6) 27 (34.2) 27 (34.2) 0.3, 0.85 25 (31.7) 25 (31.7) 29 (36.7) 0.9, 0.65
 1 + 345 (81.4) 109 (31.6) 128 (37.1) 108 (31.3) 119 (34.5) 118 (34.2) 108 (31.3)
 Missing 2 0 0 2 0 2 0

Employment
 Employed 275 (64.6) 94 (34.2) 92 (33.5) 89 (32.4) 3.7, 0.16 93 (33.8) 98 (35.6) 84 (30.5) 1.2, 0.55
 Unem-

ployed
151 (35.4) 40 (26.5) 63 (41.7) 48 (31.8) 51 (33.8) 47 (31.1) 53 (35.1)

Household 
hunger

 No/little 304 (71.9) 109 (35.9) 109 (35.9) 86 (28.3) 11.8, < 0.01 105 (34.5) 104 (34.2) 95 (31.3) 0.7, 0.69
 Moderate/

severe
119 (28.1) 24 (20.2) 45 (37.8) 50 (42.0) 37 (31.1) 40 (33.6) 42 (35.3)

 Missing 3 1 1 1 2 1 0
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coping strategy was substance use with 13.8% reporting that 
they used alcohol or drugs to feel better a medium amount 
or a lot and 11.3% reporting that they used alcohol or drugs 
to get through difficult situations a medium amount or a lot.

Participants reported a variety of concurrent coping 
mechanisms (Table 3). Overall, 16.4% of participants 

reported low levels of both adaptive and maladaptive cop-
ing and 15.7% reported high levels of adaptive and mala-
daptive coping. On the contrary, just 5.4% of individuals 
reported high maladaptive coping and low adaptive coping 
and 3.3% reported high adaptive coping and low maladap-
tive coping.

Table 2  Frequency of coping strategy use among 426 people initiating HIV care in Cameroon

Medium amount/a lot
N (%)

Adaptive coping strategies
 Concentrating your efforts on doing something about the situation you’re in (active coping) 226 (53.1)
 Taking action to try to make the situation better (active coping) 260 (61.0)
 Getting emotional support from others (use of emotional support) 197 (46.2)
 Getting comfort and understanding from someone (use of emotional support) 268 (62.9)
 Trying to get advice or help from other people about what to do (use of informational support) 245 (57.5)
 Getting help and advice from others (use of informational support) 249 (58.5)
 Trying to see it in a different light, to make it seem more positive (reframing) 228 (53.5)
 Looking for something good in what is happening (reframing) 249 (58.5)
 Praying or meditating (religion) 300 (70.4)
 Trying to find comfort in your religion or spiritual beliefs (religion) 293 (68.8)
 Trying to come up with a strategy about what to do (planning) 249 (58.5)
 Thinking hard about what steps to take (planning) 247 (58.0)
 Accepting the reality of the fact that it has happened (acceptance) 254 (59.6)
 Making fun of the situation (humor) 104 (24.4)

Maladaptive coping strategies
 Criticizing yourself (self-blame) 144 (33.8)
 Blaming yourself for things that happened (self-blame) 171 (40.1)
 Expressing your negative feelings (venting) 120 (28.2)
 Saying things to let your unpleasant feelings escape (venting) 113 (26.5)
 Giving up the attempt to cope (disengagement) 62 (14.6)
 Giving up trying to deal with it (disengagement) 87 (20.4)
 Refusing to believe that it has happened (denial) 63 (14.8)
 Saying to yourself “this isn’t real” (denial) 93 (21.8)

Other
 Turning to work or other activities to take your mind off things (distraction) 196 (46.0)
 Doing something to think about it less, such as going to movies, watching TV, reading, daydreaming, sleeping, or 

shopping (distraction)
277 (65.0)

 Using alcohol or other drugs to feel better (substance use) 59 (13.8)
 Using alcohol or other drugs to help you get through it (substance use) 48 (11.3)
 Making jokes about it (humor) 111 (26.1)
 Learning to live with it (acceptance) 216 (50.7)

Table 3  Prevalence of 
concurrent coping combinations 
among 426 PWH entering HIV 
care in Cameroon

Maladaptive coping 
tertile

Adaptive coping tertile

Low
N (% of total sample)

Medium
N (% of total sample)

High
N (% of total sample)

Low 70 (16.4) 50 (11.7) 14 (3.3)
Medium 51 (12.0) 48 (11.3) 56 (13.1)
High 23 (5.4) 47 (11.0) 67 (15.7)
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Across all mental health disorders assessed, greater 
maladaptive coping was associated with higher prevalence 
of mental health symptoms. The prevalence of moderate to 
severe depressive symptoms was 2.2%, 18.1%, and 40.9% 
among those in the lower, middle, and upper tertiles of 
maladaptive coping, respectively (Table 4). Similarly, the 
prevalence of moderate to severe anxiety symptoms was 
6.0%, 19.5% and 33.1% and the prevalence of probable 
PTSD symptoms was 2.2%, 12.9%, and 32.1% among those 
in the lower, middle, and upper tertiles of maladaptive cop-
ing, respectively. In contrast, level of adaptive coping was 
not significantly associated with any of the mental health 
outcomes assessed.

In multivariable analyses greater maladaptive coping 
was associated with significantly greater prevalence of all 
mental health outcomes assessed (Table 5). Individuals in 
the upper tertile of maladaptive coping had 2.7 (95% CI 
1.8, 3.9) times the prevalence of moderate to severe depres-
sive symptoms, 2.2 (95% CI 1.4, 3.3) times the prevalence 
of moderate to severe anxiety symptoms, and 3.4 (95% CI 
2.0, 5.5) times the prevalence of probable PTSD symptoms 

compared to those in the lower two tertiles of maladaptive 
coping. Adaptive coping was not associated with symptoms 
of any of the mental health disorders assessed in bivariate 
or multivariable models.

Discussion

In this study, we explored coping strategies and the psycho-
metric properties of the Brief COPE among PWH initiating 
HIV care in Cameroon. In the exploratory factor analysis, 
we found 22-items from the Brief Cope clustered around two 
key domains: ‘adaptive’ and ‘maladaptive’ coping. Greater 
maladaptive coping was associated with greater prevalence 
of symptoms of depression, anxiety, and PTSD. In contrast, 
adaptive coping was not significantly associated with any of 
the mental health outcomes assessed. 

In this revised version of the Brief COPE, two items each 
related to distraction and substance use were removed, along 
with one item each related to humor and acceptance. Inter-
estingly, even though distraction was not included in the 

Table 4  Reported symptoms 
of depression, anxiety, and 
post-traumatic stress disorder 
(PTSD) by adaptive and 
maladaptive coping strategy 
scores

*Missing: anxiety n = 2

Total
N (col %)

Depressive symptoms Anxiety symptoms* PTSD symptoms
Yes
N (row %)

Yes
N (row %)

Yes
N (row %)

Maladaptive coping
 Lower tertile 134 (31.5) 3 (2.2) 8 (6.0) 3 (2.2)
 Middle tertile 155 (36.4) 28 (18.1) 30 (19.5) 20 (12.9)
 Upper tertile 137 (32.2) 56 (40.9) 45 (33.1) 44 (32.1)

Adaptive coping
 Lower tertile 144 (33.8) 23 (16.0) 30 (21.0) 16 (11.1)
 Middle tertile 145 (34.0) 36 (24.8) 30 (20.7) 27 (18.6)
 Upper tertile 137 (32.2) 28 (20.4) 23 (16.9) 24 (17.5)

Table 5  Unadjusted and adjusted associations between high adaptive and maladaptive coping and current symptoms of depression, anxiety, and 
post-traumatic stress disorder (PTSD) among 426 adults entering HIV care in Cameroon

uPR unadjusted prevalence ratio; aPR adjusted prevalence ratio; CI confidence interval
a Missing: anxiety n = 2
b adjusted for clinic (fixed effect), age (categorical), gender
*Significant at p < 0.001

Depression Anxietya PTSD

uPR (95% CI) aPR (95% CI)b uPR (95% CI) aPR (95% CI)b uPR (95% CI) aPR (95% CI)b

Maladaptive coping
 Lower 2 tertiles REF REF REF REF REF REF
 Upper tertile 3.81 (2.58, 5.62)* 2.67 (1.84, 3.89)* 2.51 (1.71, 3.67)* 2.17 (1.43, 3.29)* 4.04 (2.54, 6.40)* 3.37 (2.04, 5.54)*

Adaptive coping
 Lower 2 tertiles REF REF REF REF REF REF
 Upper tertile 1.00 (0.67, 1.50) 0.92 (0.60, 1.42) 0.81 (0.53, 1.25) 0.91 (0.56, 1.48) 1.18 (0.75, 1.86) 1.55 (0.98, 2.47)
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maladaptive factor, distraction was commonly endorsed as 
a coping strategy among this group of PWH in Cameroon 
with 46% reporting that they turned to work or other activi-
ties to take one’s mind off things and 65% reporting that they 
do something to think about stressful situations less. This is 
somewhat similar to research with PWH in Nigeria which 
found that 75% of participants reported using distraction to 
cope and research with pregnant women with HIV in South 
Africa which found that distraction was the most frequently 
used maladaptive coping strategy reported [55, 56]. On the 
contrary, substance use, the other coping strategy removed 
from our modified version of the Brief COPE, was the least 
commonly endorsed coping strategy with less than 15% of 
participants reporting using alcohol or other drugs as a cop-
ing strategy. More research is needed to understand the ways 
in which distraction and substance use function as coping 
mechanisms among PWH in Cameroon and the relation-
ship among substance use, distraction, and other maladap-
tive coping strategies.

Religion was the most frequently used coping strategy 
among this group of PWH in Cameroon with 70% report-
ing using religion to cope. This is consistent with previous 
research that has found religion to be among the most com-
monly used strategies to deal with stress or mental health 
concerns among PWH in SSA. Research with women with 
HIV in South Africa and PWH in Ethiopia and Zimbabwe 
found that religion was among the most frequently reported 
coping strategies [34, 57, 58]. Similarly, research with 
women (with and without HIV) in Ethiopia found that 75% 
reported using religion to cope with depression [59]. Inter-
estingly, prior research with this same group of PWH in 
Cameroon found that religious leaders were the most com-
monly reported source of mental health support with 40% of 
participants with symptoms of a mental health or substance 
use disorder reporting seeking mental health-related support 
from religious leaders [60]. In recognition of the important 
role of religious leaders and faith healers across global set-
tings, the 2013–2030 World Health Organization Mental 
Health Action Plan recommended greater collaboration with 
religious leaders and faith healers as mental health treat-
ment resources [61]. Religious leaders can play an impor-
tant role in reducing mental health- and HIV-related stigma, 
promoting adaptive coping strategies, providing culturally 
appropriate, safe, and effective mental health treatment, and 
reducing the mental health treatment gap [62]. Greater col-
laboration between religious leaders and the medical com-
munity has the potential to increase access to mental health 
care, destigmatize mental health disorders and treatment, 
and enhance the cultural relevance of mental health treat-
ment [62]. Research to advance understanding of acceptable 
and sustainable methods of collaboration between religious 
leaders and the medical community is needed, particularly 
in SSA.

In multivariable analyses, endorsing a high level of mal-
adaptive coping was associated with significantly greater 
prevalence of depression, anxiety, and PTSD symptoms. 
However, endorsing a high level of adaptive coping strate-
gies was not associated with the prevalence of symptoms 
of depression, anxiety, or PTSD. Similar to current study 
findings, previous research has found maladaptive coping 
strategies to be positively associated with mental health 
symptoms. For example, studies with PWH in Botswana 
and pregnant women with HIV in South Africa found that 
maladaptive coping strategies were positively associated 
with depressive symptoms [33, 34]. A study with PWH in 
Vietnam found that maladaptive adaptive coping strategies 
were associated with depression [63]. Contrary to current 
findings, prior research has found adaptive coping strate-
gies to be associated with lower prevalence of mental health 
symptoms [22, 23]. Further research is needed to better 
understand the relationship between adaptive coping and 
mental health in this context.

Coping is a multidimensional process. Participants con-
currently endorsed a variety of coping mechanisms, both 
adaptive and maladaptive. A US-based study of men who 
have sex with men (MSM) living with HIV similarly found 
that the concurrent use of adaptive and maladaptive cop-
ing strategies was commonly reported. Importantly, this 
US-based study also found that greater use of maladaptive 
coping strategies was associated with higher prevalence of 
depressive symptoms, regardless of use of adaptive coping 
strategies [64]. Our research aligns with these findings and 
suggests that in the presence of high maladaptive coping, 
concurrent adaptive coping may be insufficient to improve 
mental health.

Interventions that seek to reduce maladaptive coping 
strategies have the potential to improve the mental health 
of PWH in Cameroon and may be more effective than inter-
ventions focused exclusively on enhancing adaptive coping. 
However, few coping-focused interventions have been devel-
oped and implemented with PWH in SSA. A coping-focused 
intervention with women in South Africa with HIV and 
sexual abuse histories was associated with reduced PTSD 
symptoms and increased social or spiritual coping [65]. A 
coping-focused intervention for bereaved PWH in the U.S. 
was associated with decreased depression. Further, this rela-
tionship was mediated through avoidant coping [66]. That 
is, the intervention was associated with decreased avoidant 
coping which, in turn, was associated with decreased depres-
sion [66]. A coping intervention with PWH in the U.S. who 
experienced childhood sexual abuse was associated with 
reduced PTSD symptoms and alcohol use [67, 68]. Given 
the well-documented global mental health treatment gap and 
the modifiable nature of coping strategies, coping-focused 
interventions, particularly ones that can be task-shifted and 
delivered by non-specialized providers, present a promising 
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and feasible strategy to improve the mental health of PWH 
in SSA and other resource-limited settings.

This study has limitations worth noting. Data were col-
lected from three urban HIV treatment facilities in Cam-
eroon and may not be fully representative of other areas of 
Cameroon or SSA. In addition, all participants were initiat-
ing HIV care at the time of study enrollment, and time of 
first HIV-positive diagnosis was unavailable for study par-
ticipants. Coping strategies may differ based on time since 
diagnosis and time in HIV care. Finally, all data are cross-
sectional. As such, the causal relationship between coping 
mechanisms and symptoms of mental health disorders can-
not be assessed.

Our study found that PWH endorsed a range of concur-
rent adaptive and maladaptive coping strategies. Greater 
maladaptive coping was associated with worse mental health 
across all outcomes assessed. Future efforts should explore 
the extent to which coping strategies change throughout the 
HIV care continuum. Interventions to reduce maladaptive 
coping have the potential to improve the mental health of 
PWH in Cameroon.
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