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Objectives. To explore the experiences and predictors of psychological distress in

pregnant women living with HIV.

Design. A mixed-methods research design.

Methods. A representative randomly sampled 840 (age range 22–46 years) HIV-

positive pregnant women in Akwa Ibom, Benue, and Rivers States of Nigeria enrolled for

the study. Data were collected using standardized questionnaires and in-depth interviews

for 4 months and 3 weeks in 6HIV treatment centres.Collected datawere analysed using

IBM SPSS statistics (v. 22.0) and thematic analysis.

Results. The mean score on psychological distress was 17.07 � 5.86. Multiple

regression analysis found a significant joint prediction of meaning in life, self-compassion,

and acceptance of illness on psychological distress, R = .64, R2 =
.41; F (3,828) = 186.18; p = .000, with 41% variance explained. Further, there was a

significant independent prediction of each predictor at meaning in life

(b = �.19, t = �5.08; p = .000), self-compassion (b = �.23, t = �5.59; p = .000),

and acceptance of illness (b = �.30, t = �7.23; p = .000), with acceptance of illness

exerting the greatest independent predictive impact. Socio-demographic variables (age,

length of living with HIV, high-risk state, highest education attained, marital status, and

religious affiliation) had no significant contribution to psychological distress. Qualitative

analysis found ‘anxious concerns’, ‘depressive reports, loneliness, and regrets’, ‘self-blame

and guilt feelings’, as the experiences of psychological distress, and these experiences

were determined by respondents’ socio-cultural contexts.

Conclusion. These findings emphasize the importance of psychosocial care for HIV-

positive pregnant women.

Statement of Contribution
What is already known about this subject?
� Pregnant women living with HIV are often psychologically distressed from being pregnant and living

withHIV at the same time. Understanding the experiences and predictors of psychological distress can

contribute to inform targeted interventions for this population. However, the possible experiences of

and factors predicting psychological distress in this population remain scant.
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� Using a single research design, related studies attempted to identify the predictors of psychological

distress, but theywereoften inconclusive becauseof the limited sample sizes that theywereconductedon.

� All above is suggestive that sufficient researchon the experiences andpredictorsof psychological distress

in a representative sample of pregnant women living with HIV is a meaningful action towards the

development of appropriate interventions against psychological distress in the population of interest.

What does this study add?
� This mixed-method study extended related studies by establishing that the study population

experiences psychological distress which may be influenced by their wider socio-cultural context.

Therefore, the need for socio-cultural consideration is imperative in the management/treatment of

psychological distress among the study population.

� Another knowledge addition indicated that a model incorporating self-compassion, acceptance of

illness, and meaning in life emerged as a novel model that explains a good and acceptable variance in

psychological distress among the population.

� The development of interventions based on this model may support the mitigation of the experiences

of psychological distress in this population.

Background

Among the general population of people living with HIV/AIDS (PLWHA) is a very
vulnerable subpopulation who are often psychologically distressed from being pregnant

and living with HIV. Psychological distress in HIV-positive pregnant women is worthy of

attention given the fact that related studies have often found high psychological distress to

be linked with the extent of caregiving that mothers provide for their infants, and the

incidence of mother-to-child transmission (MTCT) of HIV (Mbachu, et al., 2020; Qin, Tan,

Lu, Cheng, & Nong, 2019; Shouxue et al., 2019). Psychological distress and HIV are often

co-morbid with HIV-positive pregnant women globally (Chesney & Folkman, 1994;

Peltzer, Ogawa, Tusher, Farnan, & Gerkovich, 2016). Psychological distress has also been
reported to limit antiretroviral therapy (ART) adherence in this population (Ramlagan

et al., 2019), and this is problematic when compared with the normal population of

pregnantwomen or pregnantwomenwith other chronic conditions (Staneva, Morawska,

Bogossian, & Wittkowski, 2018).

What is therefore urgently needed is to conduct empirical investigations into the

experiences and predictors of psychological distress in pregnant women living with HIV

(Bastos, Bellini, Vieira, Campos, & Turato, 2019; Liamputtong, & Haritavorn, 2014;

Ngocho et al., 2019).However, very little is known about the experience andpredictors of
psychological distress in HIV-positive pregnant women in Nigeria that is currently home

tomany young females infectedwithHIV in sub-Saharan Africa (Kharsany&Karim, 2016).

The age range of Nigerian pregnant women most vulnerable to HIV infection has been

identified as 36–45 age group, and HIV/AIDS has been identified as among the leading

causes ofmaternalmortality inNigeria (Khanam, 2019). In 2015, theNigerian government

reported that over 177, 993 pregnant women were living with HIV in Nigeria, and the

figures were likely to rise in the coming years (NACA Fact Sheet, 2016). Further, the

prevalence of HIV/AIDS among pregnant women inNigeria has been estimated to be over
26.4%, and this is higher than most other sub-Saharan African countries (Mbachu et al.,

2020; Okonko, Osadebe, Onianwa, & Okereke, 2019). Hence, conducting the current

study on the target population in Nigeria is a timely action.

Consequently, this study aimed at exploring the experiences of psychological distress

in HIV-positive pregnant women in Nigeria. The current study also aims to explore some

predictors (self-compassion, meaning in life, and acceptance of illness) of psychological

distress in this population.
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Review of literature

Self-compassion and psychological distress

Self-compassion has often predicted psychological distress and adaptive functioning in

vulnerable populations; however, there is not enough information regarding this from a

Nigerian perspective of HIV-positive pregnant women. For instance, Brion, Leary, and

Drabkin (2014); found that self-compassion practices were significantly related to lower

stress, anxiety, shame, and better adjustment, among 187 HIV-positive persons. Dunn,
Hanieh, Roberts, and Powrie (2012) demonstrated that elements of self-compassion

significantly reduced anxiety and depression among pregnant women in Australia.

Hulsbosch et al. (2020) found that exercises similar to compassionate exercises were

contributing factors towards reducing psychological distress among pregnant women.

O’Donovan et al. (2015) found that compassionate acts were imperative in reducing

psychological distress among HIV-positive persons. In South Africa, Kotze (2011) found

that attributes of self-compassion were significantly related to psychological functioning

among pregnant women with HIV. Ogueji and Okoloba (2020) demonstrated that being
compassionate (kindness to self & others) in thoughts and behaviours fostered adaptive

functioning and reduced the risk of suicide among 22 patients with HIV/AIDS. Raque-

Bogdan (2010) showed that compassionate care significantly enhanced hope and positive

affect among vulnerable client groups. Ngocho et al. (2019) established that HIV-shame

which is among the concerns of self-compassion was found to predict the experience of

distress in 200 pregnant women living with HIV in Tanzania. Overall, the above studies

suggest that self-compassionate activities may have the potential for supporting normal

functioning in HIV-positive pregnant women. However, these studies leave the question
of generalizability effects unanswered.

The above significant impact of self-compassion on psychological distress is in

agreementwith the socialmentality theory of self-compassion (Gilbert, 2017; Hermanto&

Zuroff, 2016). The theory postulates thatmentalities of kindness to self andothers, seeking

care, and giving care to others characterize self-compassion (Gilbert, 2005), predicts

psychological distress, and other maladjustments in patients (Neff, 2003; Raes, 2010).

Meaning in life and psychological distress

Audet, Wagner, and Wallston (2015) determined that meaning in life was significantly

correlated with dimensions of distress among persons with HIV in Tennessee. Du et al.

(2017) studied 518 PLWHAs and reported that meaning in life fostered adaptive

functioning and reduced attributes of psychological distress. Moradmand-Badie et al.

(2014) showed that meaning in life enhanced spirituality and reduced distress in patients

with HIV/AIDS. Wang et al. (2016) demonstrated that redefining the meaning of life

potentially contributed to reducing psychological distress among women with HIV/AIDS
in China. Deko, Asagba, Agberotimi, and Wimberly (2016) reported that meaning in life

was significantly imperative for treating the presence of distress in 200 adult patients

living with HIV/AIDS. Liamputtong and Haritavorn (2014) reported that HIV-positive

pregnant women found meaning in their unborn child, and this contributed towards

reducing psychological distress in them. Although these studies suggest that meaning in

life is crucial for managing psychological distress in the study population, the studies,

however, stressed the need for replication on a wider sample.

From the above studies, the findings are central to the theoretical argument of the
meaning in life theory (Frankl, 1976),which states that the search formeaning is a primary
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aspect of human existence, and until meaning is found, the likelihood of presenting

distress is accelerated (Breitbart et al., 2018).

Acceptance of illness and psychological distress

Tartakovsky and Hamama (2011) found that motherswhowere accepting of HIV-positive

diagnosis, experienced improved psychological functioning, and declined psychological

distress.Mcintosh et al. (2015) established that patients livingwithHIV thatwere avoidant

of the reality of HIV-positive diagnosis reported greater psychological distress and HIV

disease severity. Zhou et al. (2019) demonstrated that catastrophizing anddenial of illness,

rather than accepting of illness, were factors contributing to increased symptoms of

distress in HIV patients. It was further found that catastrophizing the result of an HIV-
positive diagnosis was based on forming associations between HIV-positive diagnosis,

stigmatization, and death. Penedo et al. (2003) showed that avoidant coping, which is the

opposite of acceptance of illness, increased psychological distress inmen livingwithHIV/

AIDS. Ristriyani, Rachmawati, and Afiyanti (2018) found that acceptance of illness

significantly determined status disclosure, distress, and coping among 235 women living

with HIV/AIDS in Indonesia.

The acceptance of self and status after receiving an HIV-positive diagnosis has been

found to boost coping and diminish psychological distress in pregnant women in Uganda
(Ashaba et al., 2017). Similarly, Kotze (2011) demonstrated that acceptance of illness

fostered wellness and reduced distress in HIV-positive pregnant women. The acceptance

of illness was also found to be informed by the links that patients formed between the HIV

status and their daily living. Illness acceptance has been reported to predict preparation

for death, reduce distress, and improve adjustment in PLWHAs (Griffin & Rabkin, 1988).

The above findings are a strong agreement in the literature that the acceptance of illness

could help reduce psychological distress in people living with HIV. However, there is a

scarcity of studies to support this from a representative sample of HIV-positive pregnant
women.

Also, the above findings support the relational frame theory (Hayes et al., 2001). The

theory submits that forming interactions between events is the basis for accepting events

and improving physical and psychological health (Hayes, 2004; Hendriks & Zuroff, 2016;

Luciano et al., 2011).

Experiences of psychological distress in HIV-positive pregnant women

Experiences of psychological distress which include confusion about emotions, doubt-

fulness, ambiguity in functioning, excessive use of defence mechanisms, and fear of

vertical transmission of HIV have been commonly identified in pregnant women living

with HIV/AIDS (Bastos et al., 2019). In the same study, it was argued that understanding

the experiences of psychological distress in this fragile population is underscored for

informing appropriate intervention programmes for them.

Peltzer et al. (2016) found that psychological and emotional sufferings, stigmatization,

and feelings of loneliness formed the experiences of psychological distress. Kotze (2011)
submitted that self-blame and avoidant coping were among the experiences of

psychological distress in HIV-positive pregnant women. Lastly, Liamputtong and

Haritavorn (2014) demonstrated that anxious expression towards reproductive health

needs and fear about being unable to breastfeed infants were major experiences of

psychological distress in PLWHAs. These studies explored the experiences of
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psychological distress to mitigate it; however, the studies often employed a single

research design, thus limiting its strength in mitigating psychological distress in the study

population (Wisdom&Creswell, 2013). Therefore, amixed-method study could elaborate

on the mitigation of psychological distress in the population.

Statement of the problem

Informed by the above literature, the current study argues that psychological distress is a

common problem in the general population of pregnant women living with HIV.

Therefore, submitting empirical findings on the experiences and predictors of psycho-

logical distress is expected to support the treatment/management of psychological

distress in the target population.
The predictor variables in the current studywere self-compassion,meaning in life, and

acceptance of illness. The predictorswere selected because, in related studieswhere they

were each compared against the psychological health of various subgroups of PLWHAs,

there were often limited conclusions due to the small sample sizes of these studies (Deko

et al., 2016; Ngocho et al., 2019; Ogueji & Okoloba, 2020; Ristriyani et al., 2018).

Therefore, studying the predictor variables on psychological distress in a representative

sample is significant for providing further data and informing awider intervention against

psychological distress. Thus, the following questions were explored.

Research questions

Therefore, it was asked:

1. To what extent will self-compassion, meaning in life, and acceptance of illness have

significant joint and independent predictions on psychological distress among HIV-

positive pregnant women?

2. What experiences of psychological distress do HIV-positive pregnant women have?

Additionally, the study population is one that has subpopulations; consequently, their

socio-demographic characteristics may have implications on how to target interventions

to them. Therefore, it was asked:

3. To what extent will socio-demographic variables significantly predict psychological

distress among HIV-positive pregnant women?

Hypotheses

H1 Self-compassion, meaning in life, and acceptance of illness will have significant joint and

independent predictions on psychological distress among HIV-positive pregnant women.

H2 Socio-demographic variables will have significant joint and independent predictions on

psychological distress among HIV-positive pregnant women.

Methods

Design
This was a mixed-method research design. The quantitative study was a cross-sectional

survey while the qualitative study was an in-depth interview. The mixed-method design
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was informed by the aim of the study which necessitated quantitative and qualitative data

to achieve it (Creswell & Hirose, 2019; Wisdom& Creswell, 2013). Both quantitative and

qualitative studies were designed to be conducted simultaneously (Creswell & Hirose,

2019). In the quantitative study, the independent variables were self-compassion,
meaning in life, and acceptance of illness, whereas the dependent variable was

psychological distress. The qualitative study focused on exploring the experiences of

psychological distress encountered by respondents.

Setting

The study was conducted in six (6) purposively selected HIV treatment centres in Benue,

Rivers, and Akwa Ibom States of Nigeria (1 treatment centre in Rivers, 2 in Benue, and 3
treatment centres in Akwa Ibom). Rivers and Akwa Ibom States are among the 36 states in

Nigeria, and they are located in the Southern geopolitical zones of Nigeria. Benue State is

among the 36 states in Nigeria, and it is located in the Northern geopolitical zone of

Nigeria. These states are the three highest in the prevalence of HIV in Nigeria and are

currently home to many pregnant women living with HIV in Nigeria (Nigerian HIV/AIDS

Indicator & Impact Survey, 2019). The prevalence of HIV is about 5.5, 5.3, and 3.8%,

respectively, in Akwa Ibom, Benue, andRivers States, and this is higher than in other states

of Nigeria (UNAIDS Data, 2019).
Three treatment centreswere selected in Akwa Ibom State because the state presently

accounts for the highest prevalence of HIV in Nigeria. On the other hand, two and one

treatment centres were, respectively, selected in Benue and Rivers States because these

states have high prevalence as well, but not as high as Akwa Ibom State (UNAIDS Data,

2019). The treatment centreswere also selected based on the highnumber ofHIV-positive

pregnantwomen thatwere registered there as atwhen this studywas conducted. Another

decision that informed the selection of these treatment centres in the states was the

preliminary interview conducted with 12 medical personnel that specialized in the
treatment of the study population. The interview was designed to elicit information on

which HIV treatment centres were most suitable for accessing respondents. The results

from the interview showed a greater consensus in the responses of the interviewees that

the selected treatment centres in the current study were a suitable setting for accessing a

large number of the study population with diverse socio-demographic backgrounds.

Sampling & respondents
At the time this study was conducted, a total of 315 pregnant women were registered as

receiving ART in the selected HIV treatment centre of Rivers State, 781 in Akwa Ibom

State, and 445 in Benue State. The minimum sample size was determined at 10% of the

total registered HIV-positive pregnant women at each treatment centre (Kadam, &

Bhalerao, 2010; Ogueji & Okoloba, 2020). A representative sample of 940 willing

respondents was randomly sampled in total; however, 894 respondents returned their

questionnaires, but 832 respondents with a mean age of 38.86 � 13.0 (age range 22–
46 years) had their questionnaires completed. Therefore, a response rate of 88% was
established. Eight respondents (age range 24–44 years) were randomly recruited and

interviewed for the qualitative study. The length of living with HIV for the respondents in

both studies ranged from 6 months to 24 years. Additionally, of the total respondents in

both studies, 313 (37.26%) were married, whereas 527 (62.74%) were either single,

separated, or divorced.

Psychological distress in pregnant women living with HIV 887



Further detail on the demographic information of respondents was presented in

Table 1. Participation in this study required that willing respondents were pregnant

women medically diagnosed with HIV/AIDS, could communicate using the English

language, and registered as a patient receiving antenatal care and antiretroviral therapy
(ART) in any of the selected study setting. It was also required that respondents had no

major health problems other than HIV to ensure that HIV and pregnancy were the major

sources of psychological distress found in respondents. To achieve these, the nurses

working with the respondents in each setting reviewed the case file of respondents to

assist in the screening of the inclusion criteria.

Instruments
The qualitative study collected data using in-depth interviews that had a mean length of

45 min � 31.3. Based on the literature review (Bastos et al., 2019; Peltzer et al., 2016), the

central interview question was ‘In what way does being pregnant and living with HIV

cause you distress?’. Where necessary, the interviewer prompted respondents to expand

Table 1. Demographic profile of respondents

N %

Quantitative study

Religious affiliation

Christian 529 63.6

Islam 142 17.1

Traditional religion 136 16.3

Other religion/No religion 25 3.0

Highest education attained

Primary school 166 20.0

Secondary school 545 65.5

Tertiary education 121 14.5

Number of respondent per high-risk state

Rivers 185 22.2

Akwa Ibom 418 50.3

Benue 229 27.5

Qualitative study

Religious affiliation

Christian 3 37.5

Islam 2 25.0

Traditional religion 2 25.0

Other religion/No religion 1 12.5

Highest education attained

Primary school 2 25.0

Secondary school 4 50.0

Tertiary education 2 25.0

Number of respondent per high-risk state

Rivers 2 25.0

Akwa Ibom 4 50.0

Benue 2 25.0
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their responses. The interview session was recorded with a mobile phone device. The

quantitative study using standardized questionnaires collected data on the socio-

demographic information, that is, age, length of living with HIV, marital status, religious

affiliation, highest education attained, and state of recruitment (high-risk state). It further
included the following scales (specifically for this study, respondentswere asked to fill out

each scale regarding their experiences of being pregnant and livingwithHIV)whichwere

used to measure the dependent and independent variables, respectively:

The Kessler psychological distress scale (K6), developed by Kessler (2003), was used

to measure psychological distress in respondents. The scale consisted of 6 items, and the

possible total score ranged from 0 to 24. High scores implied high levels of psychological

distress and vice versa. The current study found a reliability coefficient of 0.79 for the

psychological distress scale. Next was the HIV meaningfulness scale (HIVMS) developed
by Audet et al. (2015). The scale was designed majorly for the general population of

PLWHAs. It contained 4 items that asked respondents to rate how meaningful life is

despite living with HIV/AIDS. A high level of meaningfulness was interpreted by a high

score from respondents and vice versa. A 0.60 reliability coefficient was obtained in the

current study for the HIV meaningfulness scale.

The self-compassion scale (short-form) authored by Raes, Pommier, Neff, and Van

Gucht (2010)was used tomeasure the self-compassion of respondents. Twelve (12) items

were on the scale, and high scores were translated as high levels of self-compassion and
vice versa. The current study reported a 0.74 reliability coefficient for the self-compassion

scale. Last was the acceptance of illness scale adopted from Nowicki, Krzemkowska, and

Rhone (2016). The scale consisted of 8 items that assessed the extent to which

respondents were willing to accept and live with the reality of HIV/AIDS. A high score on

this scale meant that respondents have accepted to live with HIV and vice versa. A 0.75

reliability coefficient was obtained in the current study for the acceptance of the illness

scale.

Before conducting this study, all research instruments were pre-tested on 55 willing
respondents with diverse socio-demographic backgrounds. These respondents were

randomly selected from six HIV treatment centres across four states (Anambra, Lagos,

Kaduna, and Kebbi states) in Nigeria that was not designated for the main study. All 55

respondents were pregnant and living with HIV, and they all reported that the research

instruments were friendly and easy to use. This, therefore, suggested that the research

instruments were suitable for use in the main study.

Another important consideration during the pre-testing of the instruments was to

check for likely correlation among the predictor variables by presenting a zero-order
correlation table from the data collected in the pre-testing phase. This was informed by

scholars who opined that in studies interested in the predictive impacts of a set of

variables on other variables, the analysis of zero-order correlation should be conducted

before the predictive testing. These scholars also opined that the zero-order correlation

helps to provide additional information about the predictive validity of the predicting

variables (Ark, 2014; Cohen, Cohen, West, & Aiken, 2003; Starks, 2011; Verbeek, 2017).

Acknowledging these scientific suggestions from scholars, the zero-order correlation

results in the pre-test revealed that the predicting variables were not correlated. Thus,
implying that any statistical significance obtained in the predictive testing will not be

undermined. A zero-order correlation analysis was also conducted in the main study and

presented in Table 2.

Psychological distress in pregnant women living with HIV 889



Procedure
Ethical approval was obtained from the Ethical Review Board of Akwa Ibom, and Benue

States Nigeria Ministry of Healthwho confirmed that the study followed the Helsinki 1964

ethical declaration. The research purposewas explained to respondents and bothwritten

and verbal consents were obtained from respondents before data collection. This study

had nine experienced research assistants (postgraduate students of clinical psychology in

Nigeria) who were required to complete online ethical training offered by the Centre for

Research and Bioethics, Nigeria, before the study commenced.

Willing respondents that met the inclusion criteria were randomly selected in each
study setting. Unwilling respondents attributed their unwillingness to mostly time

constraints on their parts. Throughout the study, it was ensured that neither risk nor harm

was brought to respondents. Confidentiality was also constant throughout the study.

Every respondent was free to decline participation in the study without any implication.

Data were collected on the clinic days of respondents for four months and three weeks.

This was because the respondents could only be accessed on their clinic days in all

treatment centres. When respondents received the questionnaire, some filled it out

immediately, while some took it to their homes and returned it on their next clinic days. A
total of 832 respondents completed the questionnaires in the quantitative study.

For the qualitative study, the in-depth interviews were conducted in the same

modalities in all treatment centres with a total of eight randomly recruited respondents.

Specifically, two respondents were interviewed in Rivers State treatment centres, two

respondents were interviewed in Benue State treatment centres, and four respondents

were interviewed in Akwa Ibom State treatment centres. The qualitative study

respondents were not part of the quantitative study to minimize response fatigue

(Creswell & Hirose, 2019). All respondents in quantitative and qualitative studies were
given incentives, and the research assistants were remunerated after the study. Therewas

a strong restriction for the same respondent to fill out the questionnaire more than once

because the record of recruited respondents was closely monitored by the researcher,

together with the research assistants and medical personnel (nurses at each treatment

centre)who assisted thedata collectionprocess at each setting. Also, all respondentswere

reported to have adequately adhered to instructions guiding their participation in the

study. The researcher, research assistants, and nurses were involved in collecting

quantitative data because of the large number of respondents whereas the qualitative data
were collected by the researcher and supported by female nurses with experiences in

conducting qualitative research.

Further, the occurrence of response biaswas reduced as all respondentsmaintained an

anonymous identity throughout the study. As part of the ethical considerations, approval

was sought and granted to conduct a free group counselling session after the studywith all

respondents in each setting, given the fact that most respondents were psychologically

Table 2. Zero-order correlation table showing the relationship among variables

SN Variables 1 2 3 4 X SD

1 Meaning in life – .28 .21 �.49** 10.47 4.60

2 Self-compassion – .34 �.55** 31.12 12.19

3 Acceptance of illness – �.59** 21.16 8.19

4 Psychological distress – 17.07 5.86

**Correlation is significant at 0.01 level (2-tailed) n = 832.
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distressed. The group counselling sessions focused on building resilience and strength-

ening the social support systems of respondents.

Finally, The IBM SPSS statistics (v.22.0) was used for quantitative data analyses and

statistical significance was determined at p < .05. Thematic analysis was conducted to
identify common themes from the responses supplied by respondents in the qualitative

study. As informed by literature (Nowell, Norris, White, & Moules, 2017; Roberts et al.,

2019), thematic analysis wasmost appropriate given the second research question which

aimed to explore the experiences of psychological distress. A data-driven approach was

applied to the thematic analysis. In the thematic analysis, recorded interviews were

transcribed, afterwhich the transcriptswere coded. The transcriptswere read and re-read

to identify likely and recurring themes. After this, the next step was aimed to identify and

report quotes that were in harmony with identified themes. The thematic analysis was
conducted with the qualitative research question kept in mind. After thematic analysis,

the qualitative results were presented to two health psychologists, one psychiatrist, and

one gynaecologist who were purposively selected due to their broad experiences in

treating the study population at a health facility in Nigeria. The experts validated the

qualitative results based on their expertise. Two respondents in the qualitative studywere

also given feedback from the qualitative analysis as a part of the validity check. The

quantitative data were analysed by a postgraduate student in psychometrics whereas the

qualitative data were analysed by the researcher, female nurses, and a postgraduate
student in clinical psychology. All analysts were experienced in conducting quantitative

and qualitative data analyses (however, they were cautious enough to prevent their

expertise from influencing the results).

Results

Quantitative results

Table 2 showed that meaning in life (r = �.49; df = 830; p < .01), self-compassion

(r = �.55; df = 830; p < .01), and acceptance of illness (r = �.59; df = 830; p < .01),

had significant negative relationships with psychological distress in this study. A negative

relationship suggests that respondents that scored higher on these variables (meaning in

life, self-compassion, and acceptance of illness) tend to experience lower levels of

psychological distress. The table also showed that the independent variables were not

correlated with one another.

Testing of hypotheses

Hypothesis 1

It was hypothesized that self-compassion, meaning in life, and acceptance of illness will

have significant joint, and independent predictions on psychological distress among HIV-

positive pregnant women. This was tested using multiple regression analysis.

Table 3 showed that meaning in life, self-compassion, and acceptance of illness jointly

predicted psychological distress, R = .64, R2 = .41; F(3,828) = 186.18; p = .000. Fur-

ther, it was observed that the predictor variables jointly accounted for 41% variance in

psychological distress (R = .64; R2 = .41), whereas other variables not considered in this
study accounted for the remaining 59% variance. This implied that 41% of the variation in

psychological distress among respondents canbe explainedby themodel (meaning in life,

self-compassion, and acceptance of illness), and this is considered to be a goodmodel. It is
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further implied that 59% of the variation in psychological distress was unexplained;

therefore, the addition of other independent variables may be relevant for enhancing the

model fit.
The independent contribution of each predictor variable showed that meaning in life

(b = �.19, t = �5.08; p = .000), self-compassion (b = �.23, t = �5.59; p = .000), and

acceptance of illness (b = �.30, t = �7.23; p = .000) were found to show significant

independent contributions on psychological distress, with acceptance of illness showing

the greatest independent contribution, followed by self-compassion, and after whichwas

followed bymeaning in life. It is further seen that each predictor variable had a significant

negative weight; this is, therefore, an indication that respondents that scored higher on

these predictors reported lower psychological distress. The stated hypothesis that self-
compassion, meaning in life, and acceptance of illness will have significant joint, and

independent predictions on psychological distress among HIV-positive pregnant women

were thus accepted in this study.

Hypothesis 2

It was hypothesized that socio-demographic variables will have significant joint and

independent predictions on psychological distress amongHIV-positive pregnantwomen.
Table 4 showed that age, length of living with HIV, high-risk state, highest education

attained, marital status, and religious affiliation had no significant joint prediction on

psychological distress, R = .09, R
2 = .01; F(6,825) = 1.24; p = .29. Further, it was

observed that the predictor variables jointly accounted for 1% variance in psychological

distress (R = .09; R
2 = .01), whereas other variables not considered in this study

accounted for the remaining 99% variance.

Table 3. Summary ofmultiple regression table showing the independent and joint predictive strength of

meaning in life, self-compassion, and acceptance of illness on psychological distress among respondents

Predictors Β T p R R2 F p

Meaning in life �.19 �5.08 .000

Self-compassion �.23 �5.59 .000

.64 .41 186.18 .000

Acceptance of Illness �.30 �7.23 .000

Criterion variable = Psychological Distress.

Table 4. Summary of multiple regression table showing the independent and joint predictions of

socio-demographic variables on psychological distress among respondents

Predictors Β T p R R2 F p

Age –.05 –1.29 .20

Length of living with HIV –.07 –1.85 .07

.09 .01 1.24 .29

High-risk state –.04 –1.02 .31

Highest education attained .02 .62 .54

Marital status .03 .90 .37

Religious affiliation -.01 –.34 .73

Criterion variable = Psychological Distress.
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The independent contribution of each predictor variable showed that age (b = �.05, t

=�1.29; p = .20), length of livingwithHIV (b = �.07, t = �1.85; p = .07), high-risk state

(b = �.04, t = �1.02; p = .31), highest education attained (b = .02, t = .62; p = .54),

marital status (b = .03, t = .90; p = .37), and religious affiliation (b = �.01, t = �.34;
p = .73) had no significant independent contribution to psychological distress. The stated

hypothesis that socio-demographic variables will have significant joint and independent

predictions on psychological distress among HIV-positive pregnant women was thus

rejected in this study.

Qualitative results

This section presented the experiences of psychological distress among 8 respondents as
revealed by thematic analysis. Responseswere labelled with the state that the respondent

was selected from and the age of the respondent. The following themes were created:

Anxious concerns

Anxious concern was the first theme created, as 6 respondents reported that being

pregnant and living with HIV often triggered anxious concerns, fears, and excess worries

about their unborn child, sexual health, and placement on lifetimemedications. These are
evident in the following responses:

This is something I never wished myself in life because I have just one sexual partner. But

since I took in, and found out that my partner had infected me with HIV, I get worried and

scared daily about the chances of me not infectingmy unborn baby. I need God’s grace at this

time [shivers]. (Benue state, 31 years of age)

I am too young to be living with HIV. I have not enjoyed much of my sexual life. . .I got
diagnosedwithHIV about 7 months ago, and I donot caremuch aboutmycurrent pregnancy.

Oneof the greatest concerns formenow is that I amhonestly anxious that livingwithHIVmay

affect my enjoyment of my sexual life now, and also in the future if I don’t die from this

infection. (Akwa Ibom state 24 years of age)

Another one said:

For me, I don’t even know where to start from as this is my second pregnancy. . .I have lost

interests in most of the things I love doing, and withdrawn from social interactions. . .Most

times, when I am alone inmy room, I begin to think with fear about the fact that I now live on

medications for the rest of my life. This sometimes even costs me my sleep at night. (Akwa

Ibom state, 28 years of age)

Depressive reports, loneliness, and regrets

A respondent stated that hermajor experiencewas depressive experiences and loneliness

because she felt that she was alone in this world. This was observed in the following
response:

It is like nobody cares, I feel like I am alone in this world now, and this is because living with

HIV, and being pregnant is the saddest thing I have ever known. . ..I even tried to abort my

unborn baby one day, but my boyfriend stopped me. . .My boyfriend keeps assuring me that

hewill always be there forme because he infectedme. But I still feel like hewill leavemewith
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this mess. . .I am not just happy at all, and I do not have anyone to support me. (Rivers state,

32 years of age)

Another respondent who expressed depressive symptoms also showed that she had

regrets, because of the impact of being pregnant and living with HIV. However, she
highlighted in her response that she drew support from church programmes and her boss

at work. This may illustrate the importance of spirituality and social support for the study

population.

What is the use of life when in my kind of pregnant condition together with having an HIV-

positive status?. . .I no dey happywith everything [I am not happywith everything]. . .I would

have not beenHIV-positive today if only I listened tomymother. . .but I just thank God formy

churchwhere I feel better each time I attend church programs. I also thankGod formy boss at

work for being supportive. (Benue state, 36 years of age)

Contrarily, a respondent indicated that she had depressive symptoms from the onset of
living with HIV; however, knowing that she will soon be a mother was enough happiness

for her. Theoretically (based on the meaning in life theory), this may imply that the

respondent found meaning in motherhood/her unborn child and this probably

contributed to giving her happiness.

When I got the news that I was positive, it was hard for me ooomy brother! [Emphasizes]. . .I
lost food appetite for more than a week, and even attempted to kill myself. All these were last

year, and parts of early this year. . .But currently, I am happy to know that I will soon be a

mother, and giving birth to my unborn child HIV-free is the only thing I hope for right now

[Smiles]. (Akwa Ibom state, 34 years of age)

Self-blame and guilt feelings

This was the last theme created showing that some respondents submitted self-blame and
guilt feelings as their major experiences of psychological distress. Theoretically, this

theme endorsed the importance of self-compassion in reducing psychological distress,

given that the social mentality theory argues that being compassionate to the self and

others can prevent self-blame and guilt feelings. Illustrative response supporting this

theme was:

Whenever I am alone, I keep blaming myself for being the cause of what I am going through

today because I be runz babe [because I am a commercial sex worker]. . ..Although I do my

best to take my medications and attend my clinic appointments, it has still not been easy due

to money and stigma. . .Because of these, I always tell myself that if I give birth to my child

positive, it is my fault. (Akwa Ibom state, 30 years of age)

Another respondent endorsed this theme. Additionally, she highlighted the role of her

socio-cultural context (that is, being from a family where Islam was strongly practiced

made it hard for her to disclose her HIV status). This, therefore, is indicative that the socio-

cultural context of the study population may contribute to their experiences of

psychological distress.

Being from a strong Islamic family, it was very hard forme to disclosemy status, and it became

worse for me after I found out that I was pregnant after having premarital sex [Blinks Eyes]. . .
As a result, I am not very comfortable to seek helpwithmy current state, andmost times I feel
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guilty that I amnot taking the right actions formeormyunborn child. (Rivers state, 44 years of

age)

Discussion and implications for clinical practice

The quantitative insights from this study showed that meaning in life, self-compassion,

and acceptance of illness had significant negative associations with psychological distress
as determined by Pearson r. Further,multiple regression analysis revealed thatmeaning in

life, self-compassion, and acceptance of illness exerted significant independent predic-

tions on psychological distress. The same analysis identified that the predictors had a

significant joint prediction, with 41% variance explained in psychological distress. Given

this, psychologists have argued that due to the complexity of human behaviours, a model

that accounts for a minimum of 5% variance is acceptable, while some similar scholars

argued that models that account for 10% variance or greater are considered an acceptable

model (Itaoka, 2012; Moksony, 1999; Pagano, 1994). These arguments from behavioural
science scholars thus suggest that the model in the current study is acceptable.

Additionally, this study explored the socio-demographic predictors of psychological

distress because thismay have apractical implication onhow to target health programmes

to the subpopulations of the study population. A multiple regression analysis found that

age, length of living with HIV, high-risk state, highest education attained, marital status,

and religious affiliation had no significant joint nor independent prediction on

psychological distress. One per cent variance in psychological distress was explained

by the socio-demographic model. Consequently, an implication of this could be that the
socio-demographic variables in this study may not be imperative for consideration when

designing interventions for the study population.

Although the current study was not an intervention one, the findings from the

quantitative study demonstrate a promising benefit that the study population may report

from a holistic intervention that incorporates the significant predictors together. Such a

promising benefit may be that a single intervention programme that incorporates the

predictors together could potentiallymitigate psychological distress and promote healthy

functioning in the study population. Quantitative findings thus aligned with related
studies that have demonstrated that these predictors are imperative for reducing

psychological distress (Brion et al., 2014; Deko et al., 2016; Hulsbosch et al., 2020;

Ristriyani et al., 2018). Further, the quantitative findings are a theoretical consensus with

the social mentality theory of self-compassion, meaning in life theory, and relational frame

theory that guided this study (Frankl, 1976; Gilbert, 2017; Hayes et al., 2001; Hermanto &

Zuroff, 2016).

A possible explanation for the significant findings in the quantitative study could be

that the predictors are relevant variables whose absences can trigger psychological
distress in vulnerable populations. An additional novelty of the current study is that the

study was among the first to demonstrate the important predictive impact of a single

model comprising self-compassion, meaning in life, and acceptance of illness; on

psychological distress in PLWHAs. This is supportive of the absence of this singlemodel in

the literature (Deko et al., 2016; Hulsbosch et al., 2020; Ogueji & Okoloba, 2020).

The qualitative study which explored the experiences of psychological distress

reported by respondents found the themes; anxious concerns, depressive reports,

loneliness, and regrets, self-blame, and guilt feelings. Respondents who reported anxious
concerns often submitted that their major anxieties were about their sexual health,

unborn child, and lifetime placement on medications. A respondent with anxious
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concern, for instance, mentioned that she was anxious about the fact that she is now on

lifetime placement on medications, and consequently, she had lost interest in the

activities she loves and had withdrawn from social interactions.

In the second theme, a respondent who although was depressed reported that
knowing that she would soon be a mother was enough happiness for her. This suggests

that pregnancy could be a source of meaning or hope for HIV-positive pregnant women.

Another respondent who experienced depression and regrets mentioned that she felt

relieved each time she attended religious programmes at her church. It may thus imply

that spirituality may help buffer against psychological distress in the study population. In

the third theme, a respondent mentioned that she experienced stigmatization which

prevented her from adhering to healthy behaviours while pregnant, and this contributed

to her reports of self-blame. This report reflects that the experience of stigmatization
breeds psychological distress, and this is a barrier to healthy behaviour practice in the

studypopulation. Another respondent in the third themementioned that her initial source

of distresswas religiously imposed, that is, being from an Islamic familymade it uneasy for

her to disclose the HIV status and seek help, consequently, she felt that shewas not taking

appropriate actions for herself and the unborn child. This, therefore, suggests that the

socio-cultural context of the study population may play a very critical role in the

psychological distress reported by them, and this context may need to be considered

when developing interventions for them.
These qualitative insights indicate that pregnant women living with HIV may have

experiences of psychological distress which takes a toll on their physical, mental, and

social functioning. Therefore, this was in agreement with related studies that reported an

implication similar to that in the current study (Bastos et al., 2019; Kotze, 2011;

Liamputtong, &Haritavorn, 2014; Peltzer et al., 2016). A probable reason for the reported

experiences of psychological distress among respondents in this study could be attributed

to African socio-cultural factors associated with HIV such as that HIV is a disease that

afflicts immoral people (Muoghalu& Jegede, 2013). Therefore, the intention to avoid such
negative societal perceptions about HIV could have contributed to the experience of

psychological distress reported by respondents.

Lastly, this mixed-method design has enabled an understanding of the experiences of

psychological distress from the perspective of the study population. It has also revealed

some significant predictors of psychological distress among the study population.

Therefore, the mixed-method design implies that the experiences of psychological

distress place limitations on the normal functioning of pregnant women living with HIV,

and the significant predictors in this study may help mitigate the experiences of
psychological distress among them. Additionally, the findings from this mixed-method

design are argued to have endorsed the data reported in other parts of the world given the

consensus in findings with studies from the Netherlands (Hulsbosch et al., 2020),

Indonesia (Ristriyani et al., 2018), Brazil (Bastos et al., 2019), and the United Kingdom

(O’Donovan et al., 2015).

Strengths and limitations of the study
This study was a mixed-method design and drew a large sample size from the major high-

risk states of HIV infection in Nigeria. These are strengths over related studies that often

adopted a single researchdesign or studied a relatively small sample size. Further, the large

sample size in the current study strengthens the generalizability of findings. This study

required that respondents responded using the English language because the researcher
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was unable to access translation services. However, some respondents in the qualitative

study responded using the Pidgin English language in the middle of the interview. This,

therefore, suggest that respondents responded in the interview from their perspectives,

and this is among the importance of qualitative research (wisdom & Creswell, 2013). On
the other hand, the current study could have encounteredminimal response biases during

the data collection.

Recommendation and conclusion

Conclusively, this study established that there are a significant joint and independent

predictive impact of meaning in life, self-compassion, and acceptance of illness on

psychological distress among pregnantwomen livingwith HIV. The study also concluded
that the experiences of psychological distress are a common health concern that co-

morbid with HIV in HIV-positive pregnant women.

The current study recommends the need for psycho-education programmes that aim

to reduce public stigmatization of pregnantwomen livingwithHIV. There is also the need

to develop an intervention that is tailored to the reports of anxious concerns, withdrawal

from social interactions, depressive reports, loneliness, self-blame, regret, and guilt

feelings that were found in the qualitative insights of this study. Such intervention should

be a holistic one incorporating a clear life meaning, self-compassion, and acceptance of
illness. These recommendations, therefore, suggest the relevance of a multidisciplinary

team that includes Clinical Health Psychologists, for the treatment/management of HIV-

positive pregnant women.

Finally, there is a need for further studies that support the mitigation of psychological

distress in the study population by considering the potential roles of the psychosocial

contexts of the study population.
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