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Abstract
This study investigated the predictive roles of experiential avoidance on the relationship between death anxiety and health-related quality of life among diabetic
patients. A total of one hundred and five (105) participants (62; 58.5% females) participated in the study. The participant ages ranged from 21-75 years with a mean age
of 53.45 and a standard deviation of 14.44. Participants were drawn using the convenience sampling technique and were administered the questionnaires before their
consultations. Three instruments were used in data collation namely; the Death Anxiety Inventory-Revised (DAI-R), the Acceptance and Action Questionnaire (AAQ), and the
Diabetes Quality of Life Questionnaire (DQOLQ). Four hypotheses were tested and the results showed that there was no significant correlation between death anxiety and
HRQoL (r=-.036), also, experiential avoidance didn’t significantly predict HRQoL (.411, p<.05), experiential avoidance didn’t significantly predict death anxiety (.534, p<.05),
while experiential avoidance didn’t predict the relationship between death anxiety and HRQoL (.757, p<.05). The researchers suggest that medical professionals in charge
of diabetic patients should look beyond HRQoL and death anxiety in investigating whether there will be an occurrence of experiential avoidance.

Introduction

subjecting sufferers to regular insulin injection to help in
controlling the level of glucose in the blood. On the other

Diabetes Mellitus (DM) is one of the costliest medical

hand, the inability of the body to effectively utilize the already

conditions to manage due to its complications and effects on

produced insulin leads to type 2 diabetes. About 90-95% of all

quality of life. DM occurs when there is inefficiency in insulin

diabetes cases are said to fall under type 2 [2]. In line with

production or the inability of the body to utilize the insulin it

this, DM and Type 2 diabetes were interchangeably used in this

produces [1]. According to WHO [2]. DM has been established

study. DM risk factors include but are not limited to obesity,

to be of three types namely; type 1, type 2, and gestational

family history, older age, physical inactivity, lifestyle, and

diabetes. Type 1 diabetes formerly known as juvenile diabetes

race [3]. While gestational diabetes according to Bellamy, et
al. [4]. Is a temporary form of diabetes that only occurs during

occurs when there is a deficit in insulin production thereby
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pregnancy, but can lead to type 2 if not well managed, and
exposes both pregnant women and their infants to delivery
complications.
However, one of the ultimate goals of humans is a
healthy life. Health-related quality of life (HRQoL) defines an
individual’s overall wellness to perform and/or function daily.
According to WHO [5]. HRQoL is the condition of complete
physical, social and mental well-being and not only the
absence of illness. It represents an individual’s or group’s
perceived mental and physical health over some time [3]. And
captures the purpose for individuals throughout life stages [6].
Several studies found that presence of DM impacts negatively
on HRQoL among victims, as individuals living with DM report
lower HRQoL when compared to individuals without DM [79]. DM’s impact on HRQoL has been established to affect the
psychological, environmental, social, and physical functioning
of sufferers [10]. Which may be linked to victim’s older age, lack
of exercise, overweight, coronary artery disease, hypertension,
retinopathy, and amputations [3,11-13].
Consequently, an individual whose HRQoL is low due
to the adverse impact of DM may likely experience some
psychological or emotional trauma related to death. Death
Anxiety (DA) according to Carpenito-Moyet [14]. Is a condition
where individuals experience fear, apprehension, or worry that
relates to death or dying. DA experience is common among
people who are confronted by life-threatening conditions or
managing chronic illnesses with no possible cure. The concept
is a trepidation spawned by awareness of death [15]. And
goes beyond one’s death to the death of loved ones, family,
and friends [16]. Further developed DA into four dimensions
explicitly; death acceptance, extremely generated death
anxiety, thoughts about death, and death finality. These
dimensions operate jointly to elicit death apprehension and
incarcerate greater complex emotions as it depicts a huddle
of death caused by discomfort, threat, unease, fear, and added
negative emotional reactions [17].
In order to evade DA, patients may likely adopt a coping
mechanism to help in controlling such anxiety. Experiential
avoidance (EA), according to Hayes, Wilson, Gifford, Follette,
and Strosahl [18]. Is a pathological behavioral pattern in which
individuals aim to evade memories, emotions, thoughts, internal
experiences and sensations. It is a term used in identifying
emotional detachment from psychological activities that
cause us pain. This form of avoidance is positive until it limits
individuals from performing daily functions [19]. Although
escaping from such negative sensation can be regarded as a
short form of positive EA, the concept has been linked with
negative psychological outcomes, such as depression, anxiety,
substance use, eating disorders, and negatively affects the
quality of life [20,21].

According to Cheung, Mitchell, and Wong [22]. Retinopathy
and maculopathy are types of diabetes-related eye disease and
they are preventable. Retinopathy is significantly associated
with diabetes duration, as observed in a study, a greater
number of patients with diabetes recorded retinopathy to
some extent after 20 years of suffering from the illness [23].
From the global stand, diabetic retinopathy contributes about
2.6% of all blindness, while an epidemiologic study reported
that both the younger and older diabetic patients reported
legal blindness [24]. This reciprocal relationship between the
two diseases indicates why they should be studied. Across
Africa, cataracts and retinopathy are common complications
found in diabetic patients but they are not the major cause of
mortality (death) among diabetic patients [25]. A systematic
review involving 62 studies across 21 countries in the SubSaharan region pointed out that about 30.2%-31.6% of the
sample population reported diabetic retinopathy, 0.9%-1.3%
presented proliferative diabetic retinopathy, while 1.2%-4.5%
reported maculopathy [25]. And these findings are related to
the global research outcomes [24].
The risk of developing cardiovascular diseases rises with the
increase in fasting plasma glucose levels even before diabetes
diagnosis [26]. Older adults who live with diabetes have double
chances of cardiovascular disease development compared to the
general adult population without diabetes [27]. This medical
condition is caused majorly by three preventable factors namely;
diabetes, hypertension, and hyperglycemia [25]. According
to a study by Global Burden of Diseases, (2014), indicated
that hypertension occupies the leading position worldwide
and is seconded by diabetes. The global prevalence trend of
cardiovascular diseases across Northern America, Northern
Ireland, Scandinavia, and Great Britain show a reduction in
over 20 years of study among diabetic patients, this reduction
can be linked to proper management of cardiovascular diseases
and reduced smoking habits [28]. In Africa, insufficient data or
improper data documentation is an issue in this area. However,
in the past 2-3 decades, there has been blood pressure increase
across Sub-Saharan Africa [25]. This can be linked to the WHO
STEPwise surveys across Sub-Saharan Africa, which recorded
high blood pressure prevalent of 19.3% in Eritrea and 39.6%
in Seychelles [29]. And predicted that about 150 million people
living in the Sub-Saharan region will be hypertensive by 2025,
against 80 million people predicted in 2010, and this increase
may be associated with the switch from the African diet to the
western diet, increased alcohol consumption, and physical
inactivity.

Diabetes mortality
DM as a chronic illness is one of the leading causes
of mortality across the globe. The medical condition has
accounted for about 3.8 million deaths annually worldwide

Diabetes-related complications

[30]. A prediction by GBD in 2013 projected the mortality rate

The chronic nature of DM predisposes the body to many
medical conditions, including eye disease. Retinopathy is the
commonest eye disease related to diabetes, and the condition
is known as the non-inflammatory disease of the retina.

deaths in the region [31]. Another (systematic) review in the

by DM across (SSA) at 145, 189 deaths i.e. about 1.8% of all
region conducted in 2014 submitted a different result, in that
DM has no contributory effect on the mortality rate caused
by Non-communicable diseases (NCDs) among the African
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population compared to some diseases like cancer and CVD
[32]. In 2005, a study in Mozambique predicted life expectancy
of 3.5 years from diagnosis among children with type 1 diabetes
under 15 years [33]. In Mali, 50% of patients diagnosed with
type 1 diabetes died within 2 years of diagnosis [34]. And in
a space of 10 years, 16% mortality rate was recorded in South
Africa, with a follow-up study which indicated 43% mortality
rate in a space of 20 years [35]. These recorded differences may
be as a result of inaccurate data-keeping and health-seeking
behavior of people in this region i.e. patients with this medical
condition may be managed at home and when they die, they
may not be recorded in the death register.

Diabetes mellitus risk factors
DM has been liked to a higher risk of developing infection
diseases including worse treatment outcomes [36]. Reduction
of life expectancy by 10 years was also reported among diabetics
[37]. And when diabetes co-exists with cardiovascular diseases,
it can be a cause of sudden death [38].
Hepatitis B Virus (HBV) is one of the risk factors associated
with DM, as the virus affects over 260 million people across the
globe [2]. HBV is one of the neglected tropical diseases [39].
And studies have shown a higher prevalence of HBV among DM
sufferers [40]. While patients with chronic HBV have greater
chances of developing DM [41]. This reciprocal relationship may
be a result of the lowered quality of life as DM complications
tend to affect all parts of the body.
The use of Antiretroviral Therapy (ART) by People Living
with HIV (PLWH) has aftermath effects as it increases the
rates of metabolic conditions such as hyperlipidemia, body
morphological changes (lipodystrophy syndrome), and
impaired glucose tolerance [42]. Although studies across
Europe and other western nations are yet to link HIV infection
to the risk of developing T2DM [43]. The fact is evident across
Asian and African populations [44]. A Taiwan study by Lo,
Chen, Sheng, et al. [45]. Suggests that PLWH have six times
higher chances of developing DM compared to the general
population, with increased DM rates reported among PLWH in
South Africa, Ethiopia [46]. And Tanzania [47].
However, across all continents, malaria has been regarded
as the highest cause of mortality from infectious diseases, with
an increased estimate of 213 million cases and 720,000 deaths
annually [48]. In 2016 alone, 216 million cases of malaria
were recorded globally and 455,000 deaths [49]. Out of these
figures, Africa contributed 194.4 million cases and 407, 000
deaths [50]. The cause of malaria is linked to Plasmodium
parasite (PP), with over 100 species discovered so far, among
these 100, only 5 (P. knowlesi, P. malariae, P. falciparum, P.
vivax and P. ovale) have been identified to affect humans [51].
And the PP is 1-3 transmitted through a bite by female infected
Anopheles mosquitoes [50]. Individuals living with T2DM are
reported to be more susceptible to malaria and display a greater
parasitemia when compared to the non-diabetic population
[52]. Studies carried out on the parasite disease and T2DM
indicate that comorbidity of the two disorders will increase
the mortality rate of people living with T2DM due to unending

prevalence and complications in both, as over 46% prevalence
increase was recorded in 2010 among DM patients in Ghana
[50].
Obesity has gained much attention in the field of medicine
which may be as a result of its roles in lowering life quality
and expectancy. It is caused by the deposition of abdominal
fat in the adipose tissue, as a result of either hereditary,
chronic over-nutrition, or physical inactivity [53]. The onset
increases the risk of developing T2DM, cancer, premature
death, heart attacks, and/or cardiovascular diseases. Over 1.1
billion people globally are recorded to be overweight, out of
which about 320 million are estimated to be obese [54]. Every
year, up to 2.5 million deaths are linked to excessive Body Mass
Index (BMI), with the prevalence of obesity projected at 300
million adults globally [55]. T2DM has a close relationship
with lack of physical exercise and excessive body fat, as
excessive BMI can trigger the development of diabetes, while
diabetes complications can in turn lead to physical inactivity.
A report indicates that 86% of people living with T2DM are
obese or overweight; while 8.1% have morbid obesity, 52%
have obesity [56]. Obesity doubles the risk of T2DM, thereby
leading to premature death [57]. Having excess fat around the
abdominal has been established to be a leading factor to T2DM
development, as abdominal fats trigger pro-inflammatory
chemicals which in turn condition the body to be less sensitive
to the insulin it produces, which is known as insulin resistance.
[54]. Akin to other chronic conditions such as cancer, DM
is linked with intense complications, constitutes rigorous
challenges to families, and incites the inability of sufferers to
achieve internationally recognized developmental goals e.g.,
Millenium Developmental Goals (MDGs) [58]. As of 1985, about
30 million people were estimated to have been affected by this
epidemic, 230 million cases were recorded in 2006, accounting
for approximately 6% of the world population, and closely 80%
of this number occurred in developing countries [59]. Later in
2011, IDF recorded that out of the 7 billion world population,
366 million adults aged 20-79 years suffered DM.
This close association between DM, obesity and other
chronic diseases justifies why they should be studied to
ascertain how much impact they have on victims’ quality of
life. Therefore, the aims of this study were; to ascertain the
relationship between death anxiety and health-related quality
of life among diabetic patients and to evaluate the predictive
roles of experiential avoidance on DA and HRQoL. The
outcome will help the researchers to argue if there are other
demographics that contribute to death anxiety or lower healthrelated quality of life among diabetic patients. Consequently,
the following hypotheses were raised for the study;
1.

Death anxiety will have a significant and positive
correlation with health-related quality of life among
diabetic patients.

2. Experiential avoidance will significantly predict healthrelated quality of life among diabetic patients.
3. Experiential avoidance will significantly predict death
anxiety among diabetic patients.
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4. Experiential avoidance will predict the relationship
between health-related quality of life and death anxiety
among diabetic patients.

Theoretical framework
Terror management theory (greenberg, pyszcynski and
solomon, 1986)
The idea of the theory was greatly influenced by Ernest
Becker’s broad interdisciplinary theory of human motivation.
Terror Management Theory (TMT) posits that positive
illusions function in the opposite direction to illuminate death
anxiety [60]. TMT is focused on how people manage not only
the threats of death but understanding that such threats are
ubiquitous. The theory also holds that when individuals become
aware of their mortality, it can trigger existential anxiety.
The existential anxiety is moderated by our collective beliefs
- which Greenberg, et al. calls a cultural worldview. Culture,
however, helps in different ways in reducing the terror caused
by DA; as it opposes the mode of existence created by feelings
of detachment, uncertainties, and dangers. The cultural space
provides a structural and enabling environment for more
integration, against an uncontrolled, wild and bewildering
environment. Similarly, the cultural worldview provides more
conservative beliefs, values, goals, and assurance of continuity
of life after death, as well as helps in regulating terror caused
by death anxiety. Every culture performs an anxiety-reduction
function through the provision of purpose and meaning by
achieving symbolic immortality. The psychological function of
culture doesn’t entail exposing the truth but hiding the terror
caused by existential anxiety [60].
However, TMT hypothesizes that human awareness
of death inevitability is been controlled in two ways: the
mortality salience hypothesis and the anxiety-buffer
hypothesis. According to the mortality salience hypothesis,
cultural worldviews trigger a buffer from existential anxiety,
and awareness of death will elevate the need by individuals
to reinforce their worldview. The anxiety-buffer hypothesis
holds that self-esteem is the major buffer that stands to defend
individuals from existential anxiety and in turn deny mortality.
Consequently, research based on the mortality salience
hypothesis found exposure to death thought to draw people
closer to their confederate, which implies that there is a link
between existential anxiety and nationalism [61]. There is a
reciprocal relationship between culture and existential anxiety
as when one’s nationalism is criticized, existential anxiety
tends to increase and shows that any challenge to worldview
may trigger the thought of mortality. On the other hand, selfesteem stands as a great buffer against existential anxiety and
mortality. Self-esteem helps the individual have a sense of
immortality thereby reducing existential anxiety. Self-esteem
can be gained through other means such as; an individual’s
contribution to society or through creative work. TMT indicates
that the presence of existential anxiety shows its relationship
to mental health difficulties [60].
TMT is deeply rooted in the existentialist framework because
of the importance it places on existentially motivated processes
in human behavior. If TMT theory is to be summarized, it
suggests death anxiety is a distal causal factor for a variety of

socially significant motives, in particular those that center on
meaning e.g. religion and politics. It provides a framework that
posits the juxtaposition of instinctive self-preservation with
the cognitive capacity to be aware of one’s own death; this
awareness creates death anxiety which can be overwhelming
and paralyzing when it is insufficiently managed by cultural
beliefs and a rigid sense of symbolic value. TMT warns that
when the death anxiety buffers are enacted to provide some
sense of immortality, they can become problematic socially.
TMT also identifies the existence of death anxiety and does,
in fact, show a relationship to mental health difficulties. TMT
addresses general existential anxiety, which is then correlated
with both anxiety and depression. In addition, TMT indicates
differing levels of awareness in its terminology, salience of
mortality, indicating that death anxiety is subject to different
states of awareness. TMT, therefore, recognizes the three basic
factors of death anxiety identified by all of the prior theories,
including identification of the existence of death anxiety, its
relation to mental health impairment, and identification of
different levels of awareness.

Methods and materials
Data collation and analysis were performed using the
quantitative method. Convenience sampling was used to recruit
105 (62; 58.5% females) diabetic outpatients in the medical
outpatients (MOP) unit at the University of Nigeria teaching
hospital Ituku/Ozalla, Enugu, Nigeria. Their ages ranged from
21-75 years with a mean age of 53.45 and a standard deviation
of 14.44. Patients who gave consent to willingly participate in
the study were given the questionnaires and their responses
served as data for this study. The data collection lasts for a
period of six (6) weeks (from mid-June 2021 to the end of July
2021). The inclusion criteria were as follows: the participant
must be diagnosed with type 2 diabetes, the participant must
be up to 18 years of age, the participant must have at least
secondary education and be able to read and write, and must
consent to participate in the study. The exclusion criteria were
as follows: participant less than 18 years of age, participant
diagnosed with type 1 diabetes, a participant who cannot read
and understand the items of the instruments, and participant
who suffered other chronic illnesses like cancer, HIV/AIDS.
The diagnosis of diabetes mellitus was based on fasting
blood glucose >7mmol/L (126mg %) on two occasions, or
random blood glucose greater than 11.1mmol/dL (200mg %)
[62]. The 105 participants whose data were analyzed were those
who completed their questionnaires. Those with incomplete
questionnaires were excluded in order not to introduce any
error in data analysis. Their exclusion did not induce significant
bias in the study because additional participants were recruited
to replace them.

Instruments
The following instruments; the Death Anxiety InventoryRevised (DAI-R), Acceptance and Action Questionnaire (AAQ),
and Diabetes Quality of Life Questionnaire (DQOLQ) were used
in this study to measure the variables. The DAI-R developed
by Thomas-Sabado, Gomez-Benito [16]. And Limonero. Is
014
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a 17-item self-administered four-dimensional scale that
assesses anxiety generated by death. The dimensions include;
Death Acceptance with items 1,8,12,&16, Death Finality having
items 11, 14, & 17, thoughts about Death with items 4,9,10, &
13, and Externally Generated Death Anxiety containing items
2,3,5,6,7, & 15. The 17-item scale has a 5-point Likert format
of Totally Agree=5, Strongly agree= 4, Agree= 3, Disagree= 2,
and Strongly Disagree= 1, with internal consistency Cronbach
alpha of .92. Hayes, et al. (2000), developed Acceptance and
Action Questionnaire (AAQ) to assess experiential avoidance
and psychological acceptance. The 9-item scale has a 7-point
Likert format having 1= Never true, 2= Very seldom true, 3=
Seldom true, 4= Sometimes true, 5=Frequently almost true,
6= Always true, 7= Always true, with the internal consistency
of .70, and test re-test reliability of .71, and the Diabetes
Quality of Life Questionnaire (DQOLQ) which is a 5-point
Likert scale developed to assess diabetes-related QoL. The
scale has two general formats i.e 1= Never, 2= Very Seldom,
Sometimes, 4= Often, 5= All the time and 1= Very Satisfied, 2=
Moderately Satisfied, 3= Neither, 4= Moderately Dissatisfied,
5= Very Dissatisfied. Test takers whose scores high indicate
dissatisfaction or negative perception of DQoL. While the scale
has proven a convergent validity and internal consistency of r=
0.78-0.92 among the subscales.

Procedure
Through the help of research assistants (who were registered
nurses at the MOP unit), the researchers approached the
participants before their consultations, introduced themselves
and the essence of the research. Participants who willingly
consented to participate were issued the questionnaires and
only those who filled their own correctly were scored and
served as data for this study. At the end of the data collation,
the researchers debriefed and thanked them for participating
in the study.

Design/statistics
This is a cross-sectional study and both correlation and
hierarchical linear regression analysis was adopted, while the
Statistical Package for Social Science (SPSS) version 20 was the
statistical tool used. The Statistical values with probabilities
less than 0.05 (p < 0.5) were considered significant.

Results
There were 105 participants with a mean age of 53.45 years
and a standard deviation of 14.44 (Table 1).
Table 2 above shows that there is no significant correlation
between death anxiety and HRQoL, hence the first hypothesis
tested which stated that “death anxiety will significantly
correlate HRQoL” is not confirmed, hence rejected. It is because
r= -.036 is not up to 1 and also sig value of .712 is higher than
the threshold f at p< .05. The table also indicates that both
variables have negative interactions, which implies that when
one variable is going up the other will be going down.

Coeﬃcients
Table 3 shows that experiential avoidance did not predict
HRQoL because of the sign. The value of .411 is higher than

Table 1: Age: Descriptive statistics.

AGE

N

Minimum

Maximum

Mean

Std. Deviation

105

.00

75.00

53.4470

14.44106

Table 2: Shows correlation between death anxiety and HRQoL.
HRQoL

Death

1

-0.036

HRQoL Pearson Correlation
Sig. (2-tailed)

0.712

Sum of squares and cross-products

6837

-618.7

Covariance

65.741

-5.949

N

105

105

Death Pearson Correlation

-0.036

1

Sig. (2-tailed)

-712

Sum of squares and cross-products

-618.7

42043

Covariance

-5.949

404.26

N

105

105

Table 3: Summary table.
Unstandardized
Coeﬃcients

Standardized
Coeﬃcients

Model

B

std.
Error

1(constant)
41.677

35.915

2.905

HRQoL .166

0.049

0.059

Death .062

0.015

0.024

0.081

2(constant)
54.338

38.26

8.105

HRQoL .353

-0.004

Death .264
Regression .008

95.0% Confidence Interval for B
T Sig.

Lower
Bound

Upper
Bound

12.364

000

30.154

.826

.411

-0.68

.623

.523

-.032

0.061

4.720

.000

22.181

0.18

-.006

-.022

.983

-.361

-0.031

-149

-0.127

-.206

.837

-.326

0.001

0.003

0.207

.310

.757

-.006

Beta

the threshold value of at p< .05. Also, experiential avoidance
didn’t significantly predict death anxiety because of the
sign. Value of .534 is higher than the threshold of at p< .05.
Finally, experiential avoidance didn’t predict the relationship
between death anxiety and HRQoL because the sign value of
.757 is higher than the threshold value of at p< .05 hence the
hypotheses 2, 3, & 4 tested were not supported.

Discussion
The study investigated the predictive roles of experiential
avoidance in the relationship between death anxiety and
health-related quality of life among diabetic patients in
Nigeria. Results of the study showed that there was a negative
relationship between death anxiety and HRQoL. This indicates
that diabetic patients with high death anxiety experienced a
decreased health-related quality of life. Therefore, the first
hypothesis tested which states that death anxiety will have a
significant and positive correlation on health-related quality of
life among diabetic patients was not supported. In other words,
the existence of death anxiety among individuals suffering
from chronic illness such as diabetes, there will be lowered
HRQoL. The results of this study are consistent with previous
studies that reported a negative relationship between death
015
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anxiety and QoL, where the presence of death anxiety predicted
lower QoL among individuals with chronic illnesses [63,64].
Also, anxiety together with other psychological constructs
like depression have been linked to poor and/or lower QoL
among patients with heart failure [65-68]. Death anxiety was
present among a greater number of hemodialysis patients
while they recorded low to moderate QoL, and among the
domains of QoL, psychological and physical domains had the
worst reductions [69]. Furthermore, anxiety was found to be
negatively associated with the psychological, environmental,
and social relationships domains of QoL [70]. In line with this
assertion, Brown, and Roose [71]. Suggested that age influences
the anxiety and depressive symptomatology on the physical
domain of QoL.
The result showed that HRQoL did not predict experiential
avoidance. This shows that having high HRQoL will not subject
diabetic patients to avoid emotional pain or discomfort. Thus,
the second hypothesis which stated that health-related quality
of life will significantly predicts experiential avoidance among
diabetic patients was not supported. This study outcome lends
empirical support to previous studies [72,73]. Which showed
that negative relation of anxiety and depression didn’t predict
emotional avoidance, and negative relationship between
experiential avoidance and value, which is closely related to
the social tenet of quality of life. This further suggests that
among diabetic patients, the tenets of HRQoL cannot predict
any form of experiential avoidance. Also, the result also
that death anxiety did not significantly predict experiential
avoidance. This indicates that death-related anxiety among
diabetic patients cannot subject them to undergo experiential
avoidance. Thus, the third hypothesis which stated that death
anxiety will significantly predicts experiential avoidance
among diabetic patients was not supported. This finding is
consistent with other empirical findings [74,75]. Which showed
that higher experiential avoidance experienced through selfdisclosure conversation sequentially increases social anxiety,
while experiential avoidance didn’t significantly contribute
over and above the contributions of anxiety sensitivity. This
further suggests that among diabetic patients, having higher
death anxiety cannot subject diabetic patients to experiential
avoidance. Lastly, experiential avoidance didn’t predict the
relationship between death anxiety and HRQoL. This suggests
that among diabetic patients, experiential avoidance cannot
influence the correlation between death anxiety and HRQoL
[76].

Implications
The study findings suggest clinical implications in regards
to the psychological wellbeing and health-related quality
of life among diabetic patients. One of the findings suggests
that diabetic patients with high death anxiety experienced a
decreased health-related quality of life. This indicates that the
existence of death anxiety among individuals suffering from
chronic illness such as diabetes, there will be lowered HRQoL.
Also, experiential avoidance did not significantly predict
death anxiety. This indicates that experiential avoidance
cannot determine whether death anxiety will increase or
reduce among diabetic patients. Experiential avoidance did

not predict HRQoL. This suggests that experiential avoidance
cannot determine whether HRQoL will increase or reduce
among diabetic patients. Finally, experiential avoidance did
not predict the relationship between death anxiety and HRQoL.
This suggests that among diabetic patients, the relationship
between death anxiety and HRQoL cannot be influenced by the
existence of experiential avoidance.

Future study
From the outcome of our study, we project that the
findings of this study would add to plans and strategies used
in the management of psychological challenges associated
with chronic illnesses and improvement of HRQoL among
diabetic patients. Also, we recommend that future researchers
should explore other variables to understand different factors
that affect diabetic patients. Lastly, since we found that the
existence of death anxiety among diabetic patients lowers the
health-related quality of life, we advocate that counseling
services should be part of diabetes and/or other chronic
illnesses’ treatment plans.

Limitations
Studies of this nature are without limiting factors. The
number of participants (105) used in this study limits the
generalizability of its findings. The study was carried out in
a teaching hospital in southeast, Nigeria, thus, limiting the
generalization of the study results to the entire Nigerian
population. Also, some participants might not have answered
some questions honestly, which may lead to erroneous study
outcomes.

Conclusion
From the results, we conclude that death anxiety has a
negative relationship with HRQoL among diabetic patients, in
that existence of death anxiety among individuals suffering
from chronic illness such as diabetes, there will be lowered
HRQoL. In addition, the relationship between HRQoL and
death anxiety was not influenced by experiential avoidance.
Trained psychologists should be part of the medical team
when it comes to the management of chronic illnesses such
as diabetes. This will go a long way in helping the patients
manage some psychological factors (e.g., death anxiety)
associated with diabetes, while medical professionals in charge
of diabetic patients should look beyond HRQoL and death
anxiety in investigating whether such patients will experience
experiential avoidance.
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