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Abstract
Background: Choosing the most useful and versatile way to solve one’s personal and social problems is one of the
most important choices in individual life. The aim of this study was to compare the coping styles of people living with
Human immunodeficiency virus positive and negative.
Methods: This is a Cross-sectional study that accomplished in Shiraz Behavioural Disease Counselling Centre in 2019
and 2020. For this purpose, in the first phase, 40 HIV+ and 40 HIV− patients were randomly selected to answer the
questionnaire of dealing with the stressful conditions of Andler and Parker. In the second phase, the same questionnaire was filled out along with a reality distortion questionnaire from similar individuals (40 HIV+ and 40 HIV−).
Results: 92% of the HIV population in this study was between 15 and 55 years and 8% was upper than 55 years. 90%
of them had no university degree. Among all, 47.5% of them were, 48.5% were self-employed and 49% of them were
infected sexually. The results showed that in the first stage there was a significant relationship between marital status
and the chances of getting the disease in people, and after controlling the demographic factors, coping styles did
not show a significant effect on the disease. In the second stage, the factors of age, sex, education, and marital status
had significant effects on people living with HIV, but the effect of coping styles on people with HIV was not significant
(P < 0.05).
Conclusion: Therefore, it can be concluded that demographic factors more than coping styles can affect the
chances of high-risk behaviours; so, what is identified and measured as a coping style in people in the process that
leads to the manifestation of high-risk behaviours or healthy behaviour does not matter much. It should be noted that
the reason for rejecting the hypotheses of this study could be the effect of cultural and social factors of Iranian society.
Keywords: HIV, Coping styles, Etiology
Background
"What we are today is the result of our past choices" [1]
William Glaser, psychologist and the founder of Choice
theory believed that the basic difference between humans
is in their power of choice. The Choice theory leads us to
the most fundamental human cognition. The choice of an
appropriate coping style that could make formulation of
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the next choices is one of the most important decisions.
How a person decides to cope with problems represents
Self-Confidence, Self-esteem and expectation of himself
and the environment [2, 3]. If he/she confronts the problem and tries to solve, it will be Problem Solving and if
he/she gets away from it (like drinking, drug abuse, etc.),
it will be emotional coping; also, if he/she escapes psychologically or physically, it will be Run [4]. Although
our knowledge shows that Problem Solving has an association with resiliency and more successes in life [5, 6],
there isn’t any evidence to prove which of them is better.
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For example, the best approach to endure grief, except
through emotional coping. Rational Emotive Behaviour
Therapy must begin while the mourning period lasts
more than 2 weeks. Clearly, none of the defence mechanisms can be exactly useful or harmful; as Sigmund Freud
said [7], extremist and long term use of these mechanisms can lead to maladaptive behaviours.
Numerous studies have confirmed the relationship
between emotional well-being and behaviour such as
alcohol, drug and Internet use, communication tensions and family problems, etc [8–10]. Other studies
have shown the relationship between resilience and life
skills with problem-solving [11]. Some research has even
shown that the dominant coping style can be effective in
positively and negatively influencing interpersonal communication [4]. This can clearly lead to the etiology of
high-risk behaviours in individuals. The emotional and
then Run people are more likely to engage in risky behaviours. Since high-risk behaviours are directly linked to
Human immunodeficiency virus (HIV) in people [12],
specific coping styles can predict HIV.
This study aimed to compare the coping styles in HIV
positive versus HIV negative individuals.

Methods
Participants and research plan

In this cross-sectional study, the sample size was estimated using previous studies [13] and the following formula. Forty HIV positive subjects that had referred to
Shiraz Behavioural Disease Counselling Centre and 80
HIV negative participants that had no history of highrisk behaviours were randomly selected.
 2

S1 + S22 (z1− α2 + z1−β )2
n=
d2

d = µ1 − µ2 = 1.7, α = .05, 1 − β = 0.8
z1− α2 = 1.96, z1−β = 0.84, S1 = 5.439, S2 = 5.398
Procedure

Initially, the Andler and Parker Counter Styles Questionnaire was completed by 80 people (40 people HIV+
and 40 people HIV−) and the information was reviewed.
However, the collected data was in conflict with the
researcher’s expectation, so that we decided to repeat the
test in order to examine the honesty of the responders.
This part of the study done in 3 weeks.
In the second step, 10 questions from the ’’reality-distortion questionnaire’’ were added to the coping style
questionnaire. The questionnaire was once again given
to 40 people with HIV+ and 40 people without HIV in
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order to examine the relationship between coping styles
and people with HIV. This part is done in 2 weeks. Totally
5 months.
Inclusion criteria

For this study, we needed 20 males and 20 females that
infected HIV regardless of the way of infection (sexually,
injection, tattoo, etc.) who were treated more than 1 year
by anti-retroviruses drugs without age limit. Researchers
didn’t check the mental status of patients.
Exclusion criteria

The HIV patients that didn’t complete the full questionnaire or answered by chance or questionnaire was distorted or did not want to participate were excluded.
Tools

(1) The Steller and Parker Stress Coping Styles Questionnaire has 48 questions scored using a five-point Likert
scale, with three dimensions: (1) task ordinary coping
style or actively dealing with the problem to manage it;
(2) emotion-oriented coping style or focusing on emotional responses to the problem; (3) measure of Run coping style or avoidance of the problem. Questions 1, 2,
6, 10, 15, 21, 24, 26, 27, 36, 39, 41, 42, 43, 46, 47 are for
problem solving and 5, 7, 8, 13, 14, 16, 17, 19, 22, 25, 28,
30, 33, 34, 38, 45 are for emotional ordinary and 3, 4, 9,
11, 12, 18, 20, 23, 29, 31, 32, 35, 37, 40, 44, 48 are for Run
style.
Cronbach’s alpha of the reliability of this questionnaire
in all three factors is between 0.82 and 0.92. The validity coefficient of the questionnaire with stressful situations is obtained through Cronbach’s alpha in Qurayshi
research at a high level of 0.8133. The validity correlation
coefficient of the questionnaire scales is equal to the taskoriented (0.58) and the emotion-oriented (0.55) and the
avoidance-oriented (0.33). One point was considered for
each questionnaire item and individual coping style was
defined as the highest score between the three dimensions [14].
(2) The reality distortion questionnaire was developed
in 2001 by Carpenters and Sudanese at Shahid Chamran
University in Ahvaz, Iran. This questionnaire has 10 questions, with answers based on the 5-point Likert scale. The
answer score varies between 10 and 50. The internal correlation coefficient of this questionnaire was 0.75 and its
retesting coefficients were 0.55, 0.40, 0.31, and 0.41, compared to Eysenck lie detector, MMPI, Cooper Smith, and
Crowne and Marlowe [15].
Statistical analysis

Data collected from both groups were analysed using
SPSS software version 23. The Kolmogorov Smirnov
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test was used to examine the normality of the data, and
a mean comparison of a small factor between the two
groups was performed with an independent t-test. The
relationship between the classification factors was investigated using the chi-square test or Fisher exact test.
Multiple and binary logistic regression were used to
investigate the single and simultaneous effect of the coping style factors on HIV infected people.

Results
We investigated the relationships between the factors
without considering distortion of reality.
As the Table 1 shows, the mean age of HIV+ individuals was significantly higher than those tested HIV−
(P < 0.05). Additionally, most people tested HIV+ had
undergraduate education (90%), whereas only 75% of
those individuals tested HIV− had education above the
diploma level. A significant relationship between marital
status and disease was also identified (P < 0.05).
As the Table 2 shows, coping styles may not be a good
predictor of disease (P < 0.051), but age, education, and
marital status had a significant effect on the disease
(P < 0.05). Thus, the effect of coping styles on the disease
was analysed using the multiple models by controlling
the effect of age, education and marital status; the results
still did not show a significant effect of coping styles after
controlling demographic factors (P = 0.053).
We investigated the relationships between the factors
by considering the distortion of reality.
By entering reality distortion questions, 18 out of 80
participants (22.5%) were identified as distorting individuals. Of these 18, only 2 (2.5%) were HIV− positive and
16 (20%) were HIV+. Therefore, at this stage, the analysis of relationships was performed on the remaining 62
participants.

As the Table 3 shows, the age of people living with
HIV− is significantly higher than those with HIV+. More
significantly, those with HIV+ are men, and those living
with HIV− are women (P < 0.05). Equally revealing is that
more educated people were in the two groups (HIV− and
HIV+). Also, those married, divorced or widowed were
more likely to be within these two groups as opposed to
single people (P < 0.05).
According to the Table 4, the univariate logistic regression model used to investigate the effect of individual
coping styles showed that coping styles did not have a significant effect on those diagnosed with HIV+ (P < 0.053)
regarding age, sex, education, and marital status factors.
However, significant effects on people living with HIV
were identified (P < 0.05). Therefore, in multiple logistic
regression, after taking into account the effect of age, sex,
education, and marital status factors, the impact of coping styles on HIV infected was investigated and only the
difference in coping styles was not significant (P < 0.05).

Discussion
In this study, it was assumed that what led people to a
successful or unsuccessful life was how they analysed
different situations and their choices, as Glaser believed
[1]. Based on this assumption, we selected two groups of
people with different lifestyles who should indicate the
difference between the two lifestyles. Empirical evidence
strongly suggests that HIV is most often the result of
high-risk behaviours such as joint injections, unprotected
sex, and so on. Conversely, a number of patients have
been victims of physical and sexual abuse or rape, trust
in their spouses, and ignorance of how HIV could be contracted. Therefore, HIV infection may not necessarily be
the result of a specific type of lifestyle, which may explain
why the findings of this study are inconsistent with those
of many others [9, 16]. Moreover, it can be said that no

Table 1 Demographic characteristics of the two groups (HIV− and HIV+)
Related factors

HIV+ (n = 40)

HIV− (n = 40)

Total

Statistical index

Sig P value

Age mean ± SD

42.12 ± 5.84

35.10 ± 75.4

39.12 ± 13.1

t = 2.59

0.01

Male

20 (50)

20 (50)

40 (50)

1

Female

20 (50)

20 (50)

40 (50)

ͯ2 = 0.000

Without academic education

36 (90)

10 (25)

46 (57.5)

P ˂ 0.0001

Academic education

4 (10)

30 (75)

34 (42.5)

ͯ2 = 58.34

Single

8 (20)

19 (47.5)

27 (33.8)

0.001

Married

19 (47.5)

20 (50)

39 (48.8)

z2 = 79.14

Divorced/widowed

13 (32.5)

1 (2.5)

14 (17.5)

Gender

Education

Marital status

T = Independent t test; χ2 chi-square test
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Table 2 Results of logistic regression analysis on the effect of coping styles on HIV infection after controlling the effect
of demographic factors
Factor

HIV+ (N = 40)

HIV− (N = 40)

Univariate

Multiple

OR (95% CI)

P value

OR (95% CI)

P value

0.81

7–0.09
1.61 (0.36)

0.53

Coping style
Task-oriented

28 (70)

29 (72.5)

0.89 (0.2–4.33)

Emotion-oriented

12 (30)

11 (27.5)

1

42.12 ± 5.8

3.10 ± 75.4

1–0.09
1.05 (1.01)

0.02

1

1

Age
–

1–0.01
0.03 (9.97)

0.29

-

-

Gender
Male

20 (50)

20 (50)

1 (0.2–42.4)

Female

20 (50)

20 (50)

1

Without academic education

36 (90)

10 (25)

27 (7.94–7.9)

Academic education

4 (10)

35 (75)

1

-

Education
P < 0.001

99–0.6
23.98 (5.77)

P < 0.001

1

Marital status
Single

8.20

19 (47.5)

1

–

1

-

Married

19 (47.5)

(20/50)

2.25 (0.6–8.37)

0.124

13–0.9
3.48 (0.87)

0.08

Divorced/widowed

13 (32.5)

1 (2.5)

277–0.3 30.88 (3.45)

0.002

224–19.6
6 (1.58)

0.02

Ref = reference group; OR (95% CI) = 95% confidence interval for OR

Table 3 Comparison of demographic characteristics of the age groups (HIV− and HIV+)
Factor

HIV+

HIV−

Total

Age

36.7 ± 04.26

41.7 ± 42.56

39.7 ± 27.87

T = 2.74

0.008

Male

14 (58.3)

7 (19.41)

21 (35)

0.002

Female

10 (41.7)

29 (80.6)

39 (65)

ͯ2 = 9.57

Without academic education

8 (34.8)

1 (2.6)

9 (14.8)

0.001

Academic education

15 (65.2)

37 (97.4)

52 (85.2)

ͯ2 = 11.78

Z = 5.87

0.039

Gender

P value

Education

Marital status
Single

8 (33.3)

10 (27.8)

18 (30)

Married

11 (45.8)

25 (69.4)

36 (60)

5 (20.8)

1 (2.8)

6 (10)

Divorced/widowed
2

T = Independent t-test; χ chi-square test; z = Fisher’s exact test

human is 100% emotional or 100% problem-solving in
life. Therefore, when Andler’s questionnaire asks them
about life situations, they both remember their different
coping style.
In contrast, a brief look at the population of specialists and educated people involved in drug and alcohol
addiction revealed that these people may have been
problematic during their studies, but not so at other
times [17]. Or when we examined the life of an HIV

positive sex worker, we found notwithstanding the side
effects of antiretroviral drugs, he/she is using them in
his/her life. Thus, maybe he/she wasn’t always emotional or Run.
In various articles, there are contradictory and often
promising statistics on the extent to which people are
aware of HIV and how it is contracted [18–20]. However, the results of this study highlighted that all the
participants, despite engaging in what is considered
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Table 4 Results of logistic regression analysis on the effect of coping styles on HIV infection after controlling the effect
of demographic factors
Related factors

HIV+ (N = 40)

HIV− (N = 40)

Univariate

Multiple

OR (95% CI)

P value

OR (95% CI)

P value

0.43

25–0.3
2.94 (0.34)

0.33

Coping style
Emotion-oriented

19 (79/2)

33 (86/8)

0.58 (0.2–15.25)

Task-oriented

5 (20.8)

5 (13.2)

1

36.7 ± 04.26

41.7 ± 42.56

0.9 (0.0–84.98)

0.012

0–0.94
0.38 (074)

0.003

Male

14 (58.3)

7 (19.4)

5.8 (1.18–8.5)

0.003

21–0.6
4.29 (0.85)

0.08

Female

10 (41.7)

29 (80.6)

1

Without academic education

8 (34.8)

1 (2.6)

19.73 (3.2–0.171)

Academic education

15 (65.2)

37 (97.4)

1

Single

8 (33.3)

10 (27.8)

0.16 (0.1–02.7)

0.13

0.131–0.84
0.085 (0.004)

0.12

Married

11 (45.8)

25 (69.4)

0.09 (0.0–01.84)

0.04

2–0.56
0.14 (0.008)

0.19

Divorced

5 (20.8)

1 (2.8)

1

0.09

1

0.29

1

Age
–
Gender

1

Education
0.007

15–0.22
61.53 (2.5)

0.02

1

Marital status

Ref = reference group; OR (95% CI) = 95% confidence interval for OR

low-risk behaviour, were unaware of how they were
infected by their spouses or sexual partners.
According to social workers from the Counselling Canter for Behavioural Diseases, a large number of these people stated they would not have contracted these diseases
if they had not lived in an inappropriate family and in the
wrong environment. Therefore, in the context of using
scientific and specialized findings, we should not always
look for a meaningful difference in order to label a group
or try to place a specific group within a superior position.
In both stages of the study marital status was identified as a main risk factor in HIV infection. Furthermore,
injection is recognized as the main transfer method of
HIV infection in Iran. Thus it can be concluded that married women have fallen victim through their drug injecting spouses, accordingly, no significant association was
observed with women’s coping style in the current study.
Therefore, women get infected because they believe in
their husbands’ health, more than their lifestyle. So; these
findings did not confirm the findings of the articles with
significant differences between both genders regarding their coping style choice [21–23]. On the other hand
in comparison to more than the past 100 years, women
participate more in social interaction in society, they are
more accustomed to solving their problems at the time.

Therefore, perhaps it would be better to use newer and
more accurate tools that do not highlight gender or class
differences to question the gap between the two sexes
that has been inherited by default and to conduct newer
research.
Limitations

Low sample size was amongst limitations in this study,
however, re-implementation of the study using lie
detector has been supposed to cover the problem. Also
because of the heterogeneity in the case group (injection addictions, sex workers and homeless), founding the
homogeneous group as a control group was difficult.
About 5% of the patients were illiterate and their questions were filled by a trained psychologist in a face-toface interview while other questionnaires were completed
by the patients, themselves.
This questionnaire was not able to find random
answers or answers that give a better social image to participants. So it’s suggested to use clinical interviews and
retrospective reports of the patient’s life besides filling
questionnaires.
In this study, we needed to all patients with all ways of
getting infected. Therefore, we did not separate homeless
and addicted patients and sex workers. In addition, we
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did not filter them in terms of mental and physical health.
For future studies, a homogenous sample size of addicted
or sex worker HIV positives patients is suggested.

Conclusion
The rejection of this study’s hypotheses confirms that
today’s psychological research requires a more in-depth
and gender-neutral approach. These findings tell us that
science may poison our beliefs just with a mistake.
Abbreviation
HIV: Human immunodeficiency virus.
Acknowledgements
The authors wish to thank Dr. Parisa Keshani at Shiraz HIV/AIDS Research
Center (SHARC) of Shiraz University of Medical Sciences for his invaluable
assistance in editing this manuscript and Dr. Hassan Joulaei Shiraz HIV/AIDS
research center for his general support.
Authors’ contributions
MRH has involved in the study concept and design, acquisition of data, drafting the manuscript, administrative, statistical analysis, technical and study
supervision and final proof of the manuscript. YKZ has involved in the study
concept and design, acquisition of data, drafting the manuscript, administrative, technical and study supervision and final proof of the manuscript. MF has
involved in statistical analysis and interpretation of the data, critical revision
of the manuscript for intellectual content and final proof of the manuscript.
ZH acquisition of data. Drafting the manuscript, administrative, final proof of
the manuscript. EH has involved in statistical analysis and interpretation of
the data, critical revision of the manuscript for intellectual content and final
proof of the manuscript. MM has involved in the study concept and design,
acquisition of data, drafting the manuscript, administrative, statistical analysis,
technical and study supervision and final proof of the manuscript. All authors
read and approved the final manuscript.
Funding
This study was financially supported by the Vice-Chancellor for Research of
Shiraz University of Medical Sciences. The supporting organization did not
have any role in the design of the study and collection, analysis, and interpretation of data and in writing the manuscript.
Availability of data and materials
The datasets during and/or analysed during the current study available from
the corresponding author on reasonable request.
Ethics approval and consent to participate
This study was conducted according to the guidelines laid down in the
Declaration of Helsinki and all procedures involving research study participants were approved by the Shiraz University of Medical Sciences (SUMS)
ethics board committee, reference number: IR.SUMS.REC. 1398.1413. Written
informed consent was obtained from all participants and questionnaires were
anonymous and encoded. For the participants, all processes were free of
charge, and interviews were conducted individually by the same gender.
Consent to publication
Not applicable.
Competing interests
There is no competing interests.
Author details
1
Shiraz HIV/AIDS Research Center (SHARC), Shiraz University of Medical
Sciences, Shiraz, Fars, Iran. 2 Department of Biostatistics, School of Medicine,
Arak University of Medical Sciences, Arak, Iran. 3 Department of Biology, Shiraz
University of Sciences, Shiraz, Iran. 4 Voluntary Counseling and Testing Center,
2nd floor, Lavan Ave, Delavaran‑e Basij Blvd, Khatoun Sq, Shiraz, Fars, Iran.

Page 6 of 7

Received: 1 July 2020 Accepted: 28 October 2020

References
1. Kheramin S, Sahebi A, Shirazi YG, Malekzadeh M, Mohseni S, Shirazi
HRG. Construct and psychometric properties of a new version quality
of life scale based on choice theory. Open Access Maced J Med Sci.
2019;7(3):440–5.
2. Malkoç A. Big five personality traits and coping styles predict subjective well-being: a study with a Turkish sample. Procedia Soc Behav Sci.
2011;12:577–81.
3. Lopez FG, Gormley B. Stability and change in adult attachment style
over the first-year college transition: Relations to self-confidence, coping, and distress patterns. J Couns Psychol. 2002;49(3):355.
4. Ben-Zur H. Coping styles and affect. Int J Stress Manag. 2009;16(2):87.
5. Fledderus M, Bohlmeijer ET, Pieterse ME. Does experiential avoidance
mediate the effects of maladaptive coping styles on psychopathology
and mental health? Behav Modif. 2010;34(6):503–19.
6. Zhang Y, Kong F, Wang L, Chen H, Gao X, Tan X, et al. Mental health and
coping styles of children and adolescent survivors one year after the
2008 Chinese earthquake. Child Youth Serv Rev. 2010;32(10):1403–9.
7. Sandler J. Discussions with anna Freud on the ego and the mechanisms of defence: the ego and the id at puberty. Int J Psycho-anal.
1983;64(Pt 4):401–6.
8. Brand M, Laier C, Young KS. Internet addiction: coping styles, expectancies, and treatment implications. Front Psychol. 2014;5:1256.
9. Walter M, Gerhard U, Duersteler-MacFarland KM, Weijers H-G, Boening
J, Wiesbeck GA. Social factors but not stress-coping styles predict
relapse in detoxified alcoholics. Neuropsychobiology. 2006;54(2):100–6.
10. Sánchez M, Rice E, Stein J, Milburn NG, Rotheram-Borus MJ. Acculturation, coping styles, and health risk behaviors among HIV positive
Latinas. AIDS Behav. 2010;14(2):401–9.
11. Ji EJ, Bang MR, Jeon HJ. Ego resilience, communication ability and
problem-solving ability in nursing students. J Korean Acad Soc Nurs
Educ. 2013;19(4):571–9.
12. Meredith SE, Rash CJ, Petry NM. Alcohol use disorders are associated
with increased HIV risk behaviors in cocaine-dependent methadone
patients. J Subst Abuse Treat. 2017;83:10–4.
13. Khalatbari J, Bazarganiyan N. Comparison the depression, anxiety and
stress in intravenous drug abusers, with and without HIV/AIDS. J Guilan
Univ Med Sci. 2011;20(78):76–83.
14. Talebi JM. Depression and interpersonal problems in adolescents: their
relationship with alexithymia and coping styles. Iran J Psych Behav Sci.
2014;8(4):38–45.
15. Najarian B, Soudani M. design and validate a scale to measure the distortion of reality. J Educ Sci Psychol. 2001;8(2–1):99–114 ((in Persian)).
16. Teva I, Bermúdez MP, Buela-Casal G. Sexual sensation seeking, social
stress, and coping styles as predictors of HIV/STD risk behaviors in
adolescents. Youth Soc. 2010;42(2):255–77.
17. Galea S, Ahern J, Tracy M, Rudenstine S, Vlahov D. Education inequality
and use of cigarettes, alcohol, and marijuana. Drug Alcohol Depend.
2007;90:S4–15.
18. Mirnejad R, Kiani J, Jeddi F, Alaedini F. Knowledge, attitude and practice
of Iran University of Medical Sciences Students about AIDS. Iran J Nurs.
2009;21(56):17–26.
19. Bagheri Amiri F, Doosti-Irani A, Sedaghat A, Fahimfar N, Mostafavi E. Knowledge, attitude, and practices regarding HIV and TB
among homeless people in Tehran. Iran Int J Health Policy Manag.
2018;7(6):549–55.
20. Movahed M, Shoaa S. On attitude towards HIV/AIDS among Iranian
students (case study: high school students in Shiraz City). Pak J Biol Sci
PJBS. 2010;13(6):271–8.
21. Matud MP. Gender differences in stress and coping styles. Personal Ind
Differ. 2004;37(7):1401–15.
22. Wilson GS, Pritchard ME, Revalee B. Individual differences in adolescent health symptoms: the effects of gender and coping. J Adolesc.
2005;28(3):369–79.

Heydari et al. BMC Psychol

(2020) 8:116

23. Wilson GS, Pritchard ME, Schaffer J. Athletic status and drinking behavior
in college students: the influence of gender and coping styles. J Am Coll
Health. 2004;52(6):269–75.

Page 7 of 7

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

