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Needs assessment and coping
strategies of persons infected with
HIV in Egypt
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ABSTRACT The aims of this study were to identify the psychosocial and health care needs of persons
living with HIV/AIDS and to determine their coping strategies. The study was conducted in 3 governo-
rates of Egypt on 153 people infected with HIV. The data were collected using a structured question-
naire and in-depth interviews. The majority of the people had been forced to change the pattern of their
sexual behaviour. Fear of stigmatization and feelings of anxiety, hopelessness and depression were
frequently reported, resulting in a negative psychosocial impact on the infected person. Decreasing
stigma and providing psycho-social support would help people living with HIV/AIDS to utilize effective
ways of coping with the negative sequelae of the infection.

Evaluation des besoins des personnes infectées par le VIH en Egypte et stratégies adaptatives
de ces personnes

RESUME Cette étude avait pour objectifs de recenser les besoins sur le plan psychosocial et en termes
de soins de santé des personnes vivant avec le VIH/sida, et de déterminer leurs stratégies adaptatives.
L'étude a été menée dans trois gouvernorats d’Egypte auprés de 153 personnes infectées par le VIH.
Les données ont été recueillies par le biais d'un questionnaire structuré et d’entretiens approfondis. Il a
été constaté que la majorité de ces personnes avaient été contraintes de modifier leur comportement
sexuel. La peur de la stigmatisation et les sentiments d'angoisse, de désespoir et de dépression
étaient fréqguemment évoqués et avaient des répercussions psychosociales négatives sur la personne
infectée. La diminution des préjugés et I'apport d’'un soutien psychosocial aideraient les personnes
vivant avec le VIH/sida a mettre en ceuvre des moyens efficaces pour faire face aux suites défavorables
de l'infection.
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Introduction

The AIDS pandemic continues to be an
escalating health problem throughout the
world [7]. It has drawn attention to global
inequalities in access to appropriate health
care and the lack of basic human rights
[2,3]. While the prevalence has been falling
in some countries and advances have been
made in treatment and care, the global AIDS
epidemic is still an issue of concern [4]. In
Egypt, according to the latest data obtained
by the end of 2006, the total number of
reported people living with HIV/AIDS (PL-
HIV) was 934 [5].

Psychological research with PLHIV has
reflected a conceptual shift towards per-
ceiving HIV and AIDS as a chronic disease
[7,6]. Accordingly, health care providers are
required to recognize and address the needs
of the growing population of PLHIV [/].
Infected individuals suffer a number of con-
cerns and fears related to future economic
security, sexuality, disease transmission,
infections, eventual ill health and death [7].

PLHIV need information and counsel-
ling services to change high-risk behav-
iours or to regain or to maintain low-risk
activities [/,8]. Studies have pointed out
that psychiatric distress/disorders may be
reported in a high percentage of PLHIV and
that several variables facilitate the onset of
emotional disturbances secondary to HIV
infection [6,9]. It was reported that anxiety
and depression can be present as an endur-
ing clinical syndrome that affects clients’
health status and compliance to treatment
protocol and can also significantly alter cli-
ents’ quality of life [6,8]. Thus, the need for
coping with such psychosocial morbidity
represents a field of specific interest in HIV
and AIDS literature [6,9]. Studies show that
PLHIV who use denial as a coping strategy
suffer greater pain [/0], and disengagement
or avoidance of the issue has been associ-
ated with greater health-related stress [17].
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Successful coping for PLHIV is a prior-
ity in maintaining their quality of life [8,9].
Accordingly, assessment of clients’ needs
and coping strategies will allow health care
providers to plan an intervention to directly
address these needs in a way that accom-
modates their lifestyles. The aims of this
study were to identify the psychosocial and
health care needs of PLHIV in Egypt and to
determine the coping strategies used.

Methods

Study design and setting

This was a cross-sectional study conducted
during the period 1 June 2006 and 30 No-
vember 2006. The study was conducted in
the 3 governorates of Egypt with the high-
est number of reported cases of HIV (Cairo,
Alexandria and Gharbia governorates).

Subjects

The subjects of the study were 153 PLHIV
out of 283 in contact with the health authori-
ties in the above-mentioned governorates.
Among those contacted, only those avail-
able during the study period and consenting
to participate in the study were included.
Refusals to take part represented 10%. Table
1 shows the sampling for each governorate.
The total number of PLHIV participating in
the interviews during the study period rep-

Table 1 Number of reported persons living
with HIV/AIDS (PLHIV) in Cairo, Alexandria
and Gharbia governorates at 1 June 2006 [5]

Governorate Total No. %
PLHIV interviewed

Cairo 1702 86 50.6

Alexandria 69 44 63.8

Gharbia 44 23 52.3

Total 283 153 54.1

aTotal number was 255 but no contacts were available
for 85 persons.
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resented 54.1% of all PLHIV contacted in
the above-mentioned governorates.

Tools

The structured interview schedule for needs
assessment was developed by the research-
ers to assess the needs of PLHIV based
on Maslow’s hierarchy of human needs
and a thorough review of the literature
[1,6,9,12,13]. Maslow proposed a hierarchy
of 5 innate needs in a ladder of motivations,
namely physiological (food, water, elimina-
tion and sex), safety and security, belonging
and love, esteem needs and needs of self-
actualization.

The coping scale was developed by
Jalowiec and Powers in 1981 [/4]. The
original scale included 40 questions evalu-
ating the different strategies of coping. One
of the questions in the original scale was
divided into 2 parts, so the adapted scale
included 41 questions. The response to
each question was rated as never, rarely,
sometimes, quite frequently and always.
Answers were scored from 0—4. The scores
were reversed in questions that reflected
maladaptive coping. The scale included
15 questions measuring problem-focused
methods with a total score of 60 points, and
26 questions measuring affective-focused
methods with a total score of 104 points. A
high score is considered as better coping.

In-depth interviews were also conducted
with 10 PLHIV to asses their needs.

In addition, a demographic datasheet
was formulated to include items related to
the general characteristics of PLHIV such
as age, sex, marital status, education, etc.

The content validity of the coping scale
and the in-depth interviews was done by 7
experts and modifications were done ac-
cordingly. A pilot study was carried out on
15 PLHIV selected randomly to ensure clar-
ity and applicability of the structured inter-
view schedule and coping scale. Test-retest
reliability was conducted on 20 PLHIV
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apart from the original study subjects. The
correlation coefficient was 0.73.

Ethical issues

The following ethical procedures were fol-
lowed. Official approval was obtained be-
fore starting the study. The research team
exerted no pressure of any kind on the study
group to participate in the study. Informed
consent was obtained. The interviewees
were informed about the place of the inter-
view, which was selected to ensure confi-
dentiality and comfort, and were offered
other optional places to avoid any incon-
venience. All transportation expenses were
refunded. Confidentiality was guaranteed
by not writing names on the study tools.
Completed sheets were kept securely.

Data collection

Contacts were made with PLHIV accord-
ing to available data kept by officers of the
Egyptian National HIV/AIDS Programme
in the study governorates. The contacted
persons were asked to participate in the
study and attend for interview at the prede-
termined places. Interviews were conducted
either at the office of the Directorate of
Health Affairs or at the patient’s home, after
establishing rapport and trust which took
2-3 sessions for each patient before starting
the actual study. The data were collected
over a period of 6 months.

Statistical analysis

The collected data were organized and sta-
tistically analysed using the SPSS software,
version 12. The mean and standard devia-
tion (SD) were used. Student #-test was used
to compare between 2 means, and analysis
of variance was used to compare more
than 2 means. For categorical variables, the
number and percentage distribution was
calculated. The level of significance was set
at P <0.05.
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Results

Quantitative data

Background characteristics of sample
Table 2 shows the characteristics of the
sample of PLHIV. Their ages ranged from
16 to 56 years with a mean of 34.93 (SD
10.20) years. The number of years the par-
ticipants had known their HIV serostatus
ranged between 0.1 and 16 years, with a
median duration of 3 years. The majority
of the PLHIV were males (73.9%) and of
urban residence (79.1%). Illiterate persons
represented 22.9% of the study sample,
while those with university education rep-
resented 20.9%. As regards occupation, the
highest percentage of PLHIV was skilled
manual workers (41.2%). Students rep-
resented 7.8%. The majority of the study
sample reported having sufficient income
for their needs (60.1%). Living with the
family was reported by 94.1% and 44.4%
were married.

Changes in basic needs

Table 3 shows the changes in basic needs of
PLHIV since becoming infected. Concern-
ing nutritional changes, 41.8% reported
having increased appetite. The majority of
the PLHIV (79.1%) could eat what they
wanted. Nearly a third (30.1%) were forced
to change their diet. Nausea and vomit-
ing were frequently reported (26.8% and
21.6% respectively). Cough was reported by
50.3%, and 42.5% had troublesome cough.
More than half the respondents (54.9%) had
dyspnoea on usual effort.

The main excretory complaint was diar-
rhoea (57.3%), which was frequent among
37.3% and needed treatment in 47.1% of pa-
tients. The majority of PLHIV were forced to
change the pattern of their sexual behaviour
secondary to their HIV infection (79.7%) in
terms of frequency of sexual acts or condom
use. Only 53.6% had informed their sexual
partners about their HIV status.
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Table 2 Characteristics of the studied
persons living with HIV/AIDS (PLHIV)

Characteristic

PLHIV (n = 153)

Age (years)

Knowledge of serostatus
(years)

Sex
Male
Female

Residence
Urban
Rural

Educational level
llliterate
Primary
Secondary
University

Occupation
Unemployed
Manual worker
Skilled manual worker
Housewife
Employee
White-collar employee
Student

Perceived level of income
Insufficient
Sufficient
More than sufficient

Living accommodation
Family
Friends
Alone

Marital status
Married
Single
Divorced
Widowed

Mean
34.932

3.26°
No.

113
40

121
32

35
38
48
32

19
63
23
10
18
12

58
92

144

68
53
11
21

SD
10.20

2.65
%

73.9
26.1

79.1
20.9

22.9
24.8
314
20.9

5.2
12.4
41.2
15.0

6.5
11.8

7.8

37.9
60.1
2.0

94.1
0.7
5.2

44.4
34.6

7.2
13.7

2Range 16-56 years.
PRange 0.1-16years.

n = total number of participants.
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Table 3 Changes in basic needs of persons
living with HIV/AIDS since becoming infected

Variable Total (n = 153)
No. %
Nutritional changes
Appetite decreased 12 7.8
Appetite unchanged 77 50.3
Appetite increased 64 41.8
Difficulty swallowing 27 17.6
Can eat what | want 121 79.1
Nausea 41 26.8
Vomiting 33 21.6
Changed dietary habits 46 30.1
Respiratory changes
Chest tightness 45 29.4
Dyspnoea on usual effort 84 54.9
Dyspnoea on rest 67 43.8
Cough 77 50.3
Troublesome cough 65 42.5
Excretory changes
Trouble with urination 28 18.3
Diarrhoea 88 57.5
Frequent diarrhoea 57 37.3
Diarrhoea needing treatment 72 47.1
Constipation 19 12.4
Sexual changes
Change in pattern of sexual
behaviour 122 79.7
Informed sexual partner
about HIV positivity 82 53.6

n = total number of participants.

Social, psychological, work and financial
changes and needs

The majority of PLHIV had informed 1 or
more persons about their HIV seropositivity
(96.7%) (Table 4). Families were informed
by 47.7%. Those who informed their spouse
only constituted 17.6%. Nearly a half of
interviewed PLHIV feel stigmatized by oth-
ers (51.6%), and 43.1% reported changes in
people’s view towards them. Nearly two-
thirds of PLHIV (66.7%) isolated them-
selves from their community because of fear
of stigma. Concerning relatives’ behaviour,
44.4% reported change in that behaviour.
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More than half (53.6%) PLHIV felt useless
to their community.

The majority of PLHIV suffered from
anxiety (88.9%), angry feelings (86.9%) and
feelings of helplessness (79.1%) (Table 4).
Despair and lonely feelings were reported
by 71.9% and 71.2% respectively. The ma-
jority of PLHIV declared that they needed
support because of fear that others may
know about their HIV infection, and fears
about getting ill and suffering from pain
(92.2%, 76.5% and 73.9% respectively).
Also, Table 4 shows that nearly two-thirds
of the sample (64.7%) needed someone to
share feelings with.

The majority of PLHIV had no opportu-
nity for recreation activities (83.0%) and did
not practise any hobby (80.4%) (Table 4).

Concerning working and financial
changes, 43.8% could not perform their
work with the same capacity (Table 4).
More than half of the PLHIV (64.1%) lost
their work ambitions after acquiring the
infection. The majority had enough money
to have proper nutrition (72.5%). However,
56.2% reported that their financial status
had been adversely affected by being HIV
infected.

Opinions about health care services

Nearly three-quarters of the PLHIV report-
ed having easy access to needed health care
services and drugs (74.5% and 75.2% re-
spectively) (Table 5). Only 34.0% received
antiretroviral (ARV) therapy. Among those
with a regular intake of drugs, 56.2% re-
ported that the cost was reasonable.

Coping patterns

Table 6 shows the mean coping scores of
PLHIV. The mean percentage of the total
score of the emotion-focused ways of cop-
ing was higher than the problem-focused
ones: 60.3% (SD 9.4%) and 51.4% (SD
13.3%) respectively. Age was not found to
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Table 4 Social, psychological, work and
financial changes and needs of persons
living with HIV/AIDS since becoming infected

Variable Total (n = 153)
No. %
Informed others about their HIV
status
No 5 3.3
Yes 148 96.7
Spouse only 27 17.6
Whole family 73 a47.7
A friend 8 5.2
1 or 2 family members 40 26.1
Stigma and discrimination
Feel stigmatized 79 51.6
Sensed a change in people’s
view 66 43.1
Isolated him/herself 102 66.7

Relatives’ behaviour changed 68 44.4
Feel useless to the community 82 53.6

Feelings associated with HIV

Anxiety 136 88.9
Anger 133 86.9
Helplessness 121 79.1
Depression 118 77.1
Despair 110 71.9
Loneliness 109 71.2

Needs support because of:
Fear of others knowing their

HIV status 141 92.2
Fear of developing disease 117 76.5
Fear of pain 113 73.9
Fear of the future 113 73.9
Fear of death 81 52.9
Other fears 66 43.1

Needs someone to share feelings 99 64.7
Recreational activities

Not practising hobbies 123 80.4
Not having chances for

recreation and trips 127 83.0

Work and financial changes

Changed work 41 26.8
Cannot perform work as before 67 43.8
Loss of work ambitions 98 64.1
Have enough money for

proper nutrition 111 72.5
Finances adversely affected 86 56.2

n = total number of participants.

significantly affect the coping pattern. Men
had higher mean percentage scores of emo-
tion-focused coping pattern and problem-
focused coping than women. However these
sex differences were not statistically sig-
nificant. PLHIV living in rural areas had a
significantly higher mean percentage score
of emotional-focused coping [64.0% (SD
9.0%)] than those in urban areas [59.3%
(SD 9.3%)] (P = 0.012). Marital status and
occupation were not found to affect signifi-
cantly the coping pattern of PLHIV. Those
with higher income had higher mean coping
score [57.9% (SD 9.0%)] than those with
insufficient income [55.6% (SD 8.4%)].
However, the difference was not statisti-
cally significant.

Results of qualitative data
Qualitative data obtained from in-depth
interviews with 10 PLHIV (6 males and 4
females) revealed that they had all received
counselling from a trained person on HIV
and AIDS after knowing their HIV status.

Sexual needs and changes

Many of those infected did not inform their
partners of their HIV-positive status. The
main reported reasons were that they had
sex with irregular partners they did not
know or they were reluctant to inform oth-
ers about their serostatus for fear of stigma.
Most of those interviewed were forced to

Table 5 Opinions of persons living with HIV/
AIDS about health care services

Variable Total (n = 153)
No. %

Health care accessible 114 74.5

Drugs accessible 115 75.2

Receiving antiretroviral therapy 52 34.0
Need certain drugs regularly 105 68.6

Cost of drugs reasonable 59 56.2
n = total number of participants.
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Table 6 Mean percentage scores of coping strategies of persons living with HIV/AIDS

in relation to studied variables

Variable Problem-focused Emotion-focused Total
coping coping
Mean % SD Mean % SD Mean % SD
score score score
Age (years)
<30 51.7 13.9 59.5 9.5 56.6 9.0
30— 52.2 12.1 60.3 9.0 57.3 8.7
40+ 50.3 13.8 61.1 9.8 57.2 9.0
F=0.265P=0.768 F=0.383;P=0.683 F=0.083;P=0.921
Sex
Male 52.1 13.1 60.6 9.3 57.5 8.7
Female 49.2 13.7 59.3 10.0 55.6 9.2
t=1.166; P =0.246 t=0.733;P=0.464 t=1.138;P =0.257
Residence
Urban 51.2 12.8 59.3 9.3 56.3 8.7
Rural 52.2 15.2 64.0 9.0 59.7 8.9

t=0.387; P =0.700
Marital status

Married 52.5 13.7
Not married 50.5 13.0
t=0.918; P = 0.360
Occupation
Not working 49.5 13.7
Manual worker 51.1 14.0
White-collar employee  55.3 9.2

F=1.627; P =0.200
Perceived level of income

Insufficient 49.1 14.0

Sufficient/> sufficient 52.8 12.7
t=1.670; P =0.097

Total 51.4 13.3

t=2.558; P =0.012* t=1.930; P =0.055

61.1 10.4 57.9 9.4
59.6 8.6 56.3 8.3
t=0.945; P =0.346 t=1.146; P =0.254

58.4 9.7 55.1 8.5
61.4 9.3 57.62 8.9
60.0 9.5 58.3 7.5

F=1.409; P=0.248 F=1.442; P =0.240

59.3 9.2 55.6 8.1
60.9 9.6 57.9 9.0
t=1.029; P=0.305 t=1.617; P =0.108
60.3 9.4 57.0 8.8

*Statistically significant at P < 0.05.
SD = standard deviation.

change their sexual behaviour. Among mar-
ried persons, some had divorced or were
separated but the majority continued their
marital relations with infrequent sexual
relations using condoms or complete absti-
nence for fear of infecting an HIV-negative
wife. Some were found to have a regular
sexual life without using condoms. Others
complained that they were no longer capa-

ble of practising sex. Impotence was also
one of the reported reasons:

The reason for not having sex is because
of financial and psychological problems
and the use of condoms.

There has been no sex with my wife at all
for a while now.
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1 have no ability to have sex, and when 1
do it is infrequent.

Among non-married persons, some re-
ported resorting to masturbation. Others
could not have sex because their partners
refused after becoming aware of their con-
dition:

1 have no desire and when [ think of sex
1 remember my getting infected.

Now I don 't have any sex and sometimes
I masturbate.

1 want to have a serious relationship,
but I'm afraid to tell anyone about my
situation.

Social needs

Stigma was high among interviewed per-
sons. Although the majority had told some-
one about their HIV infection, fear that
other persons may know was very high.
The majority had been accepted by relatives
after disclosing their HIV-positive status.
The majority of wives of infected persons,
after the initial shock period of knowing
about the HIV infection, continued marital
life and considered this condition a matter
that they should cope with as other things
from God:

My wife was surprised and shocked. She
rejected me and went to her family.

My wife told me if [ was bones in a bas-
ket, she would not leave me.

She became angry and psychologically
upset but later things settled down and
she understood the situation.

She understood the situation and in-
sisted on still living with me for the sake
of love and the children.
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She left everything up to Allah.

Some relatives and friends were hostile
to PLHIV and severed relationships:

Because they were afraid of infection,
they rejected me, cut off relations with
me and prevented me from entering their
homes and asked my sister to avoid me.

People reject me. They ignore me, saying
1 have bad morals and that is why I'm in-
fected. They treat me like the plague and
are all afraid of me.

At the mosque when they found out, the
lady hajja caught me and beat me and
said ‘You have AIDS, don't enter the
mosque again’.

Reported self-stigma was much greater
than stigma by others. Interviewed PLHIV
preferred to isolate themselves from rela-
tives and friends because they were afraid to
infect others; afraid that other people would
get to know about the sexual behaviour that
led to their getting infected; or afraid that
others may notice changes in their health
status that may happen secondary to infec-
tion:

[Because of] feeling guilty, 1 feel when

others look at my face that they know
what 1 did.

[ feel they know my HIV infection and
are watching the progress of the infec-
tion and disease.

1 isolate myself because I'm afraid if
people know, my children and family will
be stigmatized.

They lacked the needed family support,
either through their own choice for fear of
family members’ reactions or because they
cared about not hurting their loved ones who
would suffer grief and pain if they knew:
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1 socialize less with others. I put a dis-
tance between me and friends for fear of
infecting them.

1 feel that I did something wrong and
people are aware of it.

1 feel like I committed a crime and when
others look at my face I feel that they
know what 1 did.

1 feel that I'm different from other people
and I don 't deserve to be with them.

1 avoid my friends for fear of their know-
ing about my [HIV] status.

1 avoid people. I'm feeling down and 1
think people speak behind my back and
are watching the disease progress.

Fears of PLHIV

Reasons for fear were fear about the future
and what will happen when they get ill; con-
cerns about the future of their families and
children; fear of lack of financial resources
due to increased demands or restricted work
activities; fear of getting ill and not finding
suitable treatment; fear of rejection from
others; fear of the possibility that they will
not be able to find ARV drugs in the future
or suffer irregular supply of ARV therapy;
fear of the unknown.

My only hope is to feel like a normal
person.

I'm afraid of getting infected or infect-
ing others.

I'm afraid about the future, afraid that
people will know about the nature of
my disease and afraid that my daughter
could be isolated by others because of
me.

La Revue de Santé de la Méditerranée orientale, Vol. 14, N°6, 2008

I'm afraid that the curative treatment
will take longer and the awareness of
Egyptians continues to be low.

I’'m afraid to get sick and be unable to
find treatment, and afraid of the scan-
dal.

Financial needs and work conditions

Some interviewees were forced to change
their work due to their health condition,
which became incompatible with their kind
of work. However, the main problem with
work among PLHIV was the fact that many
of them were unemployed or had irregular
jobs. They had financial problems and were
afraid that in the future they might not be
able to support themselves. Insufficient in-
come was reported as the main problem that
prevented PLHIV from having adequate
nutrition and health care:

Once [ knew I was HIV-positive 1 felt
that my life and future stopped at that
point.

My supervisors did not accept me. [ was
dismissed from work and now ['m sitting
at home and the workplace sends me the
salary at home.

1 changed my work because of feeling
tired and exhausted and also due to the
appearance of manifestations [of HIV].

I cant concentrate as before. I get angry
easily and I'm afraid that if I do hard
work I may get sick.

1 left my work at the school and stayed
at home.

I prefer to rest and avoid heavy work
that may affect my health.
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My problem is being unemployed and
having insufficient income.

Health care and ARV drugs

Interviewed PLHIV reported having good
support from the National AIDS Programme
staff particularly when in need of major
health care services such as surgery. How-
ever, some of them suffered from the nega-
tive attitude of the physician who informed
them about their HIV status. ARV drugs
were obtained from the National AIDS Pro-
gramme free of charge. But they had fears
that, for one reason or another, they may not
be able to have access to a regular supply of
ARYV drugs:

1 did not receive the viral treatment
because I did not perform the required
testing at the central Lab in order to get
the medications and I'm still in a good
state of health.

Hopes
Finally PLHIV felt they still needed to live
like others without stigma, fears or stress:

1 need good treatment from others, to
talk with persons living with HIV like
myself and get rid of the stigma. I need
work to be able to live and change my
house to a place where I can feel com-
fortable.

1 wish from Allah that when I perform
the test again I find myself negative or
find a curative treatment so I can regain
my life as it was before my HIV situation,
because every time the follow-up date
comes [ feel depressed and in pain for
many days.

1 would like if I could to live in dignity
with a spouse when the curative treat-
ment becomes available and I can get
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married like any other youth and make
my parents happy.

Discussion

PLHIV are faced with a broad array of
physical and psychosocial problems across
the trajectory of their illness [/5]. The re-
sults of this study revealed that HIV infec-
tion induces a number of biopsychosocial
changes in the life of the infected person.
Biological changes such as diarrhoea and
dyspnoea were a source of trouble for some
PLHIV. As a result, some people were
forced to change their work. Along the same
theme, Vosvick et al. reported that PLHIV
find it challenging to attend to daily tasks of
living, participate in moderate to vigorous
physical activities or have sufficient energy
or vitality to engage in an active social life
while managing HIV and AIDS [6].

An important change in biological func-
tion was related to sexual behaviour. The
majority of PLHIV in the present study
were forced to make changes in their sexual
behaviour. In this respect, O’Brien reported
that some individuals experience a loss of
sexual desire and behaviour especially in
the early course of HIV [/6]. Doubtless,
changes in physical health can negatively
influence the quality of life of PLHIV. It
has been suggested that the impact of HIV
is devastating in all measured dimensions of
health and its related quality of life [/ 7].

In relation to psychosocial changes, our
study revealed that most PLHIV reported
experiencing or fearing stigma. Studies
continue to show that AIDS is still consid-
ered a shameful disease and people look
down on those who have it [/7,18]. For
example, only 1% of Egyptian women have
positive attitudes towards PLHIV [/9]. In a
study among industry and tourist workers
in Egypt, the majority did not think PLHIV
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should be allowed to continue work [20].
Another study among Egyptian secondary-
school students showed that the majority
thought PLHIV should not be allowed to
continue studying as usual [2/]. In a study
of public reactions to AIDS, 55.1% agreed
that most people with AIDS are responsible
for their illness [22].

In Egypt, AIDS has been associated with
illegal behaviour and socially unaccept-
able sexual relations in the minds of many
people. Thus, it seems plausible to find the
majority of PLHIV in the present study
were afraid to admit having a disease linked
with prohibited sexual behaviour or illegal
acts and preferred to isolate themselves
from others. It is interesting to find that fear
of stigma rather than actual experienced
stigma was remarkably prevalent among
the studied PLHIV. Other reasons for self-
induced isolation were fear of infecting
others, fear that others will find out about
his/her sexual behaviour that led to infection
and fear that others may know about HIV
infection or notice changes in his/her health
status secondary to infection. Consequently,
infected persons lacked the needed support
from others. As a correlate of this, feelings
of loneliness, isolation and need for sup-
port were high. Durham documented that
feelings of stigmatization among PLHIV
resulted in kept secrets, difficulty in reach-
ing out for help from family and friends,
social isolation and a sense of being alone,
fear of abandonment and a sense of shame
and of having done wrong [/7].

The predominant psychological stress
for PLHIV is “the knowledge and aware-
ness of living with a fatal disease with
the potential for rapid, declining course to
death” [/5]. Accordingly, participants in
our study reported many fears related to
fear of the disease itself, fear of the future
and what will happen when they get ill.
In addition, depressed mood and feelings
of hopelessness, helplessness and despair
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were frequently reported by our partici-
pants. In this regard, Farber et al. reported
that depressed mood was found in 73% of
PLHIV [23]. This reflects the considerable
emotional burden that is associated with
the simultaneous challenges of living with
HIV and managing the psychosocial stress
associated with it.

In general, individuals develop strate-
gies to manage stress and improve their
overall quality of life. Unfortunately, some
short-term coping strategies may have
longer-term costs in terms of poorer quality
of life and are therefore less adaptive [6].
The findings of our study indicated a high
level of psychological stress among PLHIV
reflected in feelings of stigmatization, isola-
tion, loneliness, depression and despair.
Definitely, these feelings make PLHIV
unable to engage in problem-focused cop-
ing, which includes gathering information
and resources, planning, making decisions
and taking action to solve or manage the
source of stress. Alternatively, they engage
in emotion-focused coping, which includes
avoidance, escaping, distancing, blaming
oneself and others and experiencing feel-
ings of anger, sadness, hopelessness and
helplessness. Other studies have reported
that emotional distress symptoms, such as
depressed mood, inability to express anger,
poor support and lack of interpersonal ties,
interconnect to play a role in determining
the way in which PLHIV respond cognitive-
ly and behaviourally to their disease [6,23].
Grassi et al. indicated that active coping
strategies were related to lower mood dis-
turbance in PLHIV, whereas avoidant cop-
ing was associated with higher emotional
stress [9]. In contrast to the results of the
present study, Leserman et al. reported that
a sample of homosexual HIV-positive men
coped with the threat of AIDS by “adopting
a fighting spirit, reframing stress to maxi-
mize personal growth, planning a course of
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action and seeking social support”. Further,
they found that satisfaction with social sup-
port networks was related to more healthy
coping strategies, as social support buffers
some of the difficulties associated with the
threat of AIDS and helps subjects maintain
a positive and empowering approach to this
disease [7].

Conclusion

HIV infection had a negative psychosocial
impact on the infected people in our study.
This led them to cope with the stress by
using more emotion-focused methods. Per-
ceived or actual stigma and discrimination
added to the impact. Decreased stigma and
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provision of different forms of psychosocial
support would help PLHIV cope with the
negative sequelae of their infection. Cur-
rent services in Egypt must be adapted to
offer counselling and psychological support
to PLHIV to help them develop problem-
solving skills to deal with the stress of living
with HIV.
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