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Abstract
This longitudinal study examined whether past resilience and internalized stigma predicted

anxiety and depression among newly diagnosed Spanish-speaking people living with HIV
(PLWH). We also analyzed whether coping strategies mediated this relationship. Data were
collected at two time points from 119 PLWH. Approximately a third of participants had scores
indicative of anxiety symptoms, the same result was found for depressive symptoms. Structural
equations modeling revealed that 61% of the variance of anxiety and 48% of the variance of
depression 8 months after diagnosis was explained by the proposed model, which yielded a good
fit to data. Anxiety and depressive symptoms were significantly and negatively predicted by
positive thinking, thinking avoidance, and past resilience, and positively predicted by self-blame.
Additionally, anxiety was positively predicted by internalized stigma. Past resilience negatively
predicted internalized stigma, self-blame, and thinking avoidance and it positively predicted
positive thinking. Internalized stigma positively predicted self-blame. Moreover, internalized
stigma had a significant indirect effect on anxiety symptoms through self-blame, and past
resilience had significant indirect effects on anxiety symptoms and depressive symptoms through
internalized stigma and coping. The results point to the need for clinicians and policy makers to
conduct systematic assessments and implement interventions to reduce internalized stigma and
train people living with HIV to identify and use certain coping behaviors.

Keywords: HIV/AIDS, anxiety, depression, resilience, stigma, coping
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Introduction

Anxiety and depression are two highly prevalent mental health problems among people
living with HIV (PLWH; Heywood & Lyons, 2016; Willie et al., 2016). Although reactions to
testing positive vary widely from patient to patient (Hult, Maurer, & Moskowitz, 2009;
Moskowitz, Wrubel, Hult, Maurer, & Acree, 2013), a HIV-positive diagnosis still constitutes a
stressor for many that threatens both their physical and mental health (Blashill, Perry, & Safren,
2011). PLWH face many uncertainties in relation to their health (including HIV-associated co-
morbid conditions and side effects of antiretroviral therapy) and psychosocial challenges
(including interpersonal relationships, financial status, and stigmatization and discrimination;
Buseh, Kelber, Hewitt, Stevens, & Park, 2006; Gakhar, Kamali, & Holodniy, 2013). PLWH
endure stigma and discrimination to a very high degree (Fife & Wright, 2000; Holzemer et al.,
2009), which constitutes an additional source of stress making them more prone to psychological
distress. Distress, in turn, disrupts psychological functioning and can contribute to disease
progression, including reduced CD4 cell counts and higher viral load (Chida & Vedhara, 2009;
Ironson et al., 2005).

In adulthood, traumatic events are usually isolated and of relatively brief duration (e.g.,
death of a loved one, the receipt of a positive HIV diagnosis) and so the individual typically
experiences the traumatic event in the context of otherwise normal life circumstances (Bonanno,
2004, 2005). In fact, diagnoses constitute a crucial point for studying post-trauma mental health,
since it “is generally the point at which the cascade of stressors associated with chronic illness
begins to build” (Moskowitz, 2010, p. 465). The period immediately following the receipt of an
HIV diagnosis is characterized by increases in symptoms of depression and anxiety (Moskowitz,

2010). With regard to this, there is broad consensus that it is far more prudent to promote



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 4
positive outcomes rather than take care of already developed disorders (Luthar, 2006). Given the
high prevalence of anxiety and depression among PLWH (Miners et al., 2014), early
identification of their predictors would allow health care professionals implement preventive
interventions. Thus, the ultimate objective of this study is to help health caregivers effectively
screen newly diagnosed individuals and detect those at risk of developing anxiety or depressive
symptoms so that preventive actions can be taken.

This study addresses this subject by studying these two outcomes and their possible
predictors in a sample of Spanish-speaking newly diagnosed PLWH. The longitudinal
perspective is an important approach in this study as it allows the study of temporal relationships
that provide with stronger evidence than concurrent data (Leon & Montero, 2015).

The Cognitive Theory of Stress and Coping and the variables of this study

The Cognitive Theory of Stress and Coping (Lazarus & Folkman, 1984) and its later
revision (Folkman, 1997, 2008) provide a useful framework. This is an appraisal-based model in
which the onset of a stressful event generates a primary appraisal of its personal significance and
a secondary appraisal of options for coping. Depending on the outcomes of both appraisals, the
stressful event will be viewed as a harm, threat, or challenge, and then coping responses will be
initiated to meet the demands of the situation. These appraisals are influenced by various
personal factors such as goals, beliefs and psychological traits or dispositions, and also by
situational factors such as the demands and resources of the situation.

Of the variables which have been associated with anxiety and depression in PLWH, this
study focuses on resilience, internalized stigma, and coping strategies due to their key role in
mental health prediction and their interrelatedness. These variables can be conceptualized as

different elements within the Cognitive Theory of Stress and Coping model. Resilience can be
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viewed as a personal disposition, while stigma constitutes a stressor and coping refers to the
responses initiated to meet the situational demands. These three variables will now be introduced
separately so as to define them, discuss their relationship with anxiety and depression, and their
relationship with each other.
Resilience

Resilience, as it is usually defined, reflects the personal consciousness of a phenomenon—
the fact that the person has effectively coped with and overcome stressful situations in the past
(Luthar, 2006). This perception of past use of effective coping strategies also predicts their use in
the future. Due to these characteristics, resilience is often considered as a psychological trait that
predicts the use of coping responses in the midst of chronic stress, as a recent meta-analysis on
its relationship with mental health indicated (Hu, Zhang, & Wang, 2015). Indeed, research has
shown that self-reported resilience is associated with coping strategies and is also inversely
related to anxiety and depression (Seligman & Csikszentmihalyi, 2000). More specifically,
evidence in the context of cancer and HIV shows that perceived resilience can predict coping
behaviors (Kang & Suh, 2015; Molina et al., 2014; Pellowski, Kalichman, Matthews, & Adler,
2013), and resilience has also been found to be associated with higher HIV medication adherence
and lower viral load (Dale et al., 2014). Furthermore, resilience can influence the degree to
which HIV social stigma is internalized (Brouard & Wills, 2006). Thus, assessing individuals’
perceptions of their own past resilience can be useful in understanding and predicting PLWH’s
adaptation to HIV infection. In view of all this, we expect perceived past resilience to be
inversely related to anxiety and depressive symptoms, possibly through the internalization of
HIV stigma and through coping strategies.

HIV internalized stigma
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Social stigma is another variable central to HIV infection, an important stressor that is
closely related to anxiety and depression, as a recent meta-analysis found (Rueda et al., 2012).
Although there are various dimensions of HIV stigma (e.g.., enacted, anticipated, and
internalized; Earnshaw & Chaudoir, 2009), it is internalized stigma, defined as the devaluation
and discrediting of oneself based on one’s HIV status (Earnshaw, Bogart, Dovidio, & Williams,
2013), the one which has been claimed to have the most severe consequences in terms of quality
of life and mental and physical health (Murphy, Garrido-Hernansaiz, Mulcahy, & Hevey, 2018;
Phillips, Moneyham, & Tavakoli, 2011; Singh, Kumar, Mukhopadhyay, & Singh, 2014).
Internalization of HIV stigma, as mentioned before, depends on how resilient the person is
(Brouard & Wills, 2006) and internalized stigma has indeed been consistently related to higher
anxiety and depressive symptoms and lower quality of life in different populations (Heywood &
Lyons, 2016; Murphy et al., 2018; Willie et al., 2016), including PLWH in Spain (Fuster-
Ruizdeapodaca, Molero, Holgado, & Mayordomo, 2014; Hernansaiz-Garrido & Alonso-Tapia,
2017).

Furthermore, the influence that stigma has on health seems to partially take place through
the alteration of coping behaviors (Hatzenbuehler, Phelan, & Link, 2013). For instance, a study
found that the impact of HIV stigma (specially internalized stigma) on depression was moderated
by the degree of mastery (Rueda et al., 2012). Similarly, the use of avoidant coping strategies
mediated the relationship between stigma and well-being in a study conducted with Spanish
PLWH (Sanjuan, Molero, Fuster, & Nouvilas, 2012), and prospective studies have reported that
individuals with higher stigma tended to engage in higher rates of maladaptive coping strategies
(Hatzenbuehler et al., 2013). In view of this, we expect internalized stigma to predict the use of

coping strategies and have a positive association with anxiety and depression.
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Coping strategies

Finally, coping is defined as “a constant change of cognitive and behavioral efforts to
manage specific external and/or internal demands that are appraised as taxing or exceeding the
resources of the person” (Lazarus & Folkman, 1984, p. 141). In other words, coping is “a
cognitive or behavioral response to something appraised as stressful” (Moskowitz, Hult,
Bussolari, & Acree, 2009, p. 121). As a response, it implies the use of different strategies (e.g.,
positive thinking, rumination, self-blaming, help-seeking, etc.) that can be more or less effective.
However, coping is a complex process as the type of strategies used depend both on personality
dispositions and environmental demands (Folkman & Moskowitz, 2004). Coping responses have
often been organized in higher order classifications that allow for more manageable dimensions,
and the distinction between approach coping and avoidance coping, which is characterized by
engagement with or disengagement from the stressor, stands out in the HIV literature
(Moskowitz et al., 2009). Despite the advantages of higher order classifications (e.g., efficient
analysis and discussion of findings), lower order classifications are more useful to inform what
strategies work with HIV-related stress, and so researchers are advised to use them (Moskowitz
et al., 2009).

Regarding the relationship of coping with anxiety and depression, literature has found that
approach coping is generally related to better psychological outcomes, while avoidance coping is
related to worse psychological outcomes (Moskowitz et al., 2009; Roesch & Weiner, 2001). For
instance, a study with U.S. immigrant women reported lower levels of depressed mood for
women who reported lower levels of avoidance coping (Gurung, Taylor, Kemeny, & Myers,
2004). Reports on Spanish adult PLWH have provided similar results, with approach coping

being associated with better well-being, better immune function and more positive affect, and
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avoidance coping being related to worse well-being, more negative affect and less perceived
social support (Carrobles Isabel, Remor Bitencourt, & Rodriguez Alzamora, 2003; Sanjuén et al.,
2012).

Looking at specific coping strategies, a meta-analysis found that responses such as direct
action, fighting spirit, positive reappraisal, and seeking social support were significantly
associated with lower negative affect (which included anxiety and depression). On the other
hand, strategies such as self-blame, emotional venting, behavioral disengagement,
escape/avoidance, rumination, and social isolation were associated with higher negative affect
(Moskowitz et al., 2009). Again, studies with Spanish PLWH have yielded similar findings:
trying to solve the problem and help seeking were related to lower psychological distress
(anxiety and depressive symptoms), while passive behaviors, rumination and generally cognitive
coping strategies not directed at finding a solution were related to higher distress (Carrobles
Isabel et al., 2003). We thus expect that strategies like problem solving, positive thinking, and
help seeking will be associated with lower levels of anxiety and depressive symptoms, while
strategies such as isolation, self-blame, rumination, emotional expression, and thinking
avoidance will be related to higher levels.

The present study

Few studies have simultaneously examined risk and protective factors (e.g., internalized
stigma and perceived resilience; Emlet, 2006), and reports have usually focused solely on
depressive symptoms, ignoring anxiety (Heywood & Lyons, 2016). The present study examines
de role of perceived past resilience and internalized stigma in anxiety and depressive symptoms
over time and whether these associations are mediated by coping behaviors in a sample of newly

diagnosed PLWH.
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We hypothesize that higher perceived past resilience will be associated with a lower
degree of HIV social stigma internalization, and that both will predict the use of more effective
coping strategies and, therefore, less anxiety and depressive symptoms.

Methods
Participants

Study eligibility criteria included a minimum age of 18 years, having been diagnosed as
HIV seropositive in the past 100 days, and ability to read and write in Spanish.

Instruments for initial assessment (TO)

Demographic characteristics included age, gender, sexual orientation, country of origin,
relationship status, educational level, employment status, time since diagnosis, mode of
transmission (sexual intercourse, injection drugs, blood transfusion/mother-to-child, other/I don’t
know) and relation to an HIV-related group, association, or non-profit organization (yes/no).

Perceived past health-related resilience was measured with a four-item subscale of the
Situated Subjective Resilience Questionnaire for Adults (SSRQA; Alonso-Tapia, Garrido-
Hernansaiz, Rodriguez-Rey, Ruiz Diaz, & Nieto, 2018) which assesses perceived past resilience
in the face of stress due to past health problems (e.g., “When I have had an important health
issue, I have had a hard time overcoming the distress that it caused me”). Participants were
instructed to rate items on a 5-point Likert scale (1 = Strongly disagree, 5 = Strongly agree)
based on their recalled experiences prior to diagnosis. The original study indicated that the
subscale showed acceptable reliability (a =.72), as well as provided evidence for the factorial
validity, convergent validity, and discriminant validity of the measure.

Internalized stigma was assessed with the HIV Internalized Stigma Scale (HIV-ISS;

Hernansaiz-Garrido & Alonso-Tapia, 2017), a self-report instrument in Spanish that evaluates
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the level of internalized stigma related to HIV during the last month. It consists of 10 items with
a 5-point response scale (1 = Never or hardly ever; 5 = All or almost all the time). The original
study indicated good reliability in terms of internal consistency (o = .94) and test-retest reliability
(ICC =.79), as well as evidence of good factorial validity, criterion-related validity, and
sensitivity.

Instruments for final assessment (T1)

Coping strategies were evaluated with the Situated Coping Questionnaire for Adults — HIV
Short Form (SCQA-HIV-SF; Garrido-Hernansaiz, Alonso-Tapia, & Martin-Fernandez, 2019). It
is an instrument in Spanish that assesses the use of eight coping strategies (problem solving,
positive thinking, help seeking, isolation, self-blame, rumination, emotional expression, and
thinking avoidance) in the context of three types of stressful situations relevant to HIV infection
(personal relationships, health, and finances). Respondents rated items on a 5-point Likert scale
(1 = Never; 5 = Almost always) to assess the degree to which each coping strategy was used in
the previous six months. Reliability of the coping strategies’ scores was shown to be good in the
original study (McDonald’s ® ranging from .90—-.97), which also provided evidence of good
factorial and criterion-related validity.

Anxiety and depressive symptoms were measured with the Hospital Anxiety and
Depression Scale (HADS; Zigmond & Snaith, 1983), a self-report measure comprised of 14
items with two 7-item subscales, one for anxiety (HADS-A) and one for depression (HADS-D).
Items are rated on a 4-point Likert-type scale (0 to 3). It has been especially recommended for
PLWH due to the absence of somatic items (Savard, Laberge, Gauthier, lvers, & Bergeron,
1998), and it has been validated in a variety of outpatient samples in Spain, including PLWH

(Herrero et al., 2003; Luciano, Barrada, Aguado, Osma, & Garcia-Campayo, 2014; Quintana et
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al., 2003; Vallejo, Rivera, Esteve-Vives, & Rodriguez-Mufioz, 2012). The scores of the Spanish
version (Tejero, Guimerd, Farré, & Peri, 1986) have shown adequate psychometric properties
(i.e., reliability, validity) in different Spanish populations and the scale has been considered a
good screening instrument to assess anxiety and depression (Herrero et al., 2003; Luciano et al.,

2014; Terol-Cantero, Cabrera-Perona, & Martin-Aragén, 2015).

Procedures

Approval for this study was obtained from the institutional review board at the second
author’s university (CE160-1059). Data were collected between October 2014 and November
2016. Recruitment strategies utilized both direct referrals and online social networks. Regarding
the first, staff at an outpatient health care center in Madrid (Spain) specializing in sexually
transmitted infections referred newly-diagnosed PLWH to the study (N = 92). With regard to the
latter, some studies have shown that social media can work as good and cost-effective
recruitment methods for hard-to-reach populations with medical conditions such as PLWH,
including Spanish speakers (Martinez et al., 2014; Topolovec-Vranic & Natarajan, 2016; Yuan,
Bare, Johnson, & Saberi, 2014). Thus, several local and national HIV associations and groups
from Spanish-speaking countries advertised the study on their online social networks (n = 72, of
which 19 were not considered eligible as their reported time since diagnosis was over 100 days),
which resulted in a final sample of 145 participants.

Participants provided their informed consent for participation after receiving information
on the study and their rights as participants (confidentiality, etc.). Participants recruited through
the health-care center completed this first assessment (T0) using pen-and-paper questionnaires in

a private room after a medical appointment. Those recruited online completed the questionnaires
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online at a time and place of their choosing. At this first assessment, participants were first
instructed to reply to questions regarding their pre-diagnosis experiences of health-related
resilience. After that, they were instructed to focus on the present and then replied the items
concerning internalized stigma. Six months later (T1), participants were contacted again by
phone or email and were asked to complete the second set of questionnaires on an online
platform. Two subsequent reminders were carried out (again, by phone or email) after two and
four weeks. At this second assessment, participants were instructed to reply to the coping scales
thinking of the past month in their lives and then focus on the present time in order to complete
the anxiety and depression scales.

Although relevant data could have been gathered by asking the participants to complete the
four measures (perceived past resilience, internalized stigma, coping, and anxiety and depressive
symptoms) at both assessments, we chose to divide the assessments to reduce the participant
response burden, which has been found to be important with participants who are potentially in
the midst of a life crisis (Folkman & Moskowitz, 2004; Moskowitz et al., 2009). Thus, an effort
was made to reduce the number of assessment tools used at each assessment.

Eighty-seven of participants referred by the health-care center completed the T1
assessment (attrition rate = 5%) and 32 of those recruited online did (attrition rate = 38%),
composing a final sample of 119 participants (global attrition rate = 18%).

Data analysis

The psychometric properties of the instruments were studied in our sample, and descriptive
statistics were used for the sample and the study variables. Reliability was examined in terms of
internal consistency by means of Cronbach’s alpha for all measures except the coping scales.

Since these are multidimensional, the tau-equivalence assumption is violated and thus
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Cronbach’s alpha will under-estimate the internal consistency (Graham, 2006; McDonald, 1999)
— therefore, the internal consistency of the coping scales was estimated via McDonald’s omega,
which has been found to be a more appropriate estimate in this case (Alonso-Tapia, Rodriguez-
Rey, Garrido-Hernansaiz, Ruiz, & Nieto, 2016; Graham, 2006). Bivariate correlations between
the study variables were obtained and mean differences in the main variables were studied
according to the recruitment method (health-care center or online) through independent samples
t-tests.

Structural equation modeling (SEM) was used to examine the relationships among anxiety
symptoms, depressive symptoms, and their predictors. This type of analysis accounts for
multiple relationships among variables, for measurement error, and allows testing of directional
relationships (Kline, 2015). Depending on several factors such as the number of indicators per
latent variable, the required sample size can vary from small to large (Wolf, Harrington, Clark, &
Miller, 2013). For this study, we deemed a final sample size of 100 participants as sufficient, as
later analyses indicated.

Weighted Least Squares Means and Variance Adjusted estimation procedure (WLSMV)
was used, which is a robust estimator adequate for ordinal variables often used in applied
research (Li, 2016). WLSMV has been found to possess strong convergence properties and to
provide a good recovery of population parameters even when the model is large and the sample
size is small (Li, 2016; Moshagen & Musch, 2014). The standardized factor scores of the
observed variables in the models were obtained and used in the estimation of the variable scores.

An initial model (see Figure 1) was tested with anxiety and depressive symptoms as
outcome measures and TO variables (internalized stigma and perceived past health-related

resilience—hereafter “past resilience™) and the eight coping strategies (as their assessment at T1



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 14
referred to their use during the previous month) as predictors. Coping strategies were also
hypothesized to be predicted by the TO variables (internalized stigma and past resilience) and
internalized stigma was likewise hypothesized to be predicted by past resilience. The tested
model was subjected to empirical respecification (i.e., non-significant predictors were removed,;
Kline, 2015) with the aim of arriving at a parsimonious solution that can be useful to health-care
professionals. The chi-square statistic, the ratio y?/df, the root mean square error of
approximation (RMSEA), the comparative fit index (CFl), and the Tucker-Lewis index (TLI)
were used to assess model fit. Recommended criteria were followed (p for ¥ > .05; y?/df < 3;
RMSEA < .08; CFI, TLI > .90; Hair, Black, Babin, & Anderson, 2010). Analyses were
performed using MPlus 7 (Muthén & Muthén, 2010) for the SEM and SPSS 23 for the rest.
[INSERT FIGURE 1]
Results
Demographic Characteristics
The sample was composed of 119 PLWH, all fluent in Spanish, with a mean age of 32.73
years (SD = 8.25), 116 being males (98%), two females, and one reporting gender as “other”. A
mean of 38.78 days had passed since diagnosis (SD = 20.43) at TO. Regarding region of origin,
57.1% of the participants were from Spain, 8.4% from Venezuela, 5.9% from Mexico, 4.2%
from Argentina, 4.2% from Peru, 4.2% from Brazil, 11.8% from other Latin American countries
(i.e., Colombia, Ecuador, Cuba, Chile, El Salvador, Paraguay, Dominican Republic), and the rest
(4.2%) from other countries (e.g., Italy). As for sexual orientation, 87% reported being
homosexual, 11% bisexual, and 2% heterosexual. Over half of the sample had an undergraduate
degree (55%), with an additional 14% holding a postgraduate degree. Slightly over a quarter

(28%) had a secondary education and very few (3%) had only a primary education. The majority
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of the participants were single (76%) and a small proportion of them were married or living with
their partner (13%) or divorced/separated (11%). Three quarters of the participants were
employed at the time (75%), an additional 13% was unemployed, and the rest (12%) were in
different conditions (e.g., student, medical leave). Almost one in five participants were
connected with a HIV-related group, association, or non-profit organization (18%). Finally, most
participants (93%) reported sexual intercourse as the mode of transmission and the rest stated
either “other” or reported that they did not know.

Descriptive Statistics

Table 1 presents the reliability and descriptive statistics of the variables in the study.
Reliability was shown to be good for all measures used. Using the optimal cut-offs to screen for
anxiety and depressive disorders found by Herrero et al. in a Spanish sample of outpatients
including PLWH (Herrero et al., 2003), 31.93% (n = 38) of participants had scores indicative of
anxiety (> 8), and 31.93% (n = 38) had scores indicative of depression (> 5).

[INSERT TABLE 1]

The effect of recruitment site on the study variables was examined. Participants recruited
though the health-care center showed greater past resilience (M = 14.38, SD = 3.85) than those
recruited online (M = 12.44, SD = 3.80; t(117) = —2.45, p = .02). They also showed less anxiety
(M =5.62, SD = 3.37) and depressive symptoms (M = 2.94, SD = 2.46) than their online
counterparts (M = 8.41, SD = 4.24, t(117) = 3.72, p < .001 for anxiety, and M = 5.50, SD = 3.93,
t(40.26) = 3.45, p =.001, for depression). Lastly, concerning coping strategies, participants from
the health-care center tended to ruminate (M = 8.55, SD = 2.68) less, blame themselves (M =
8.06, SD = 3.38) less, and seek more help (M = 9.10, SD = 2.68) than those recruited online (M =

9.84, SD = 2.58, t(117) = 2.36, p = .02 for rumination; M = 9.78, SD = 3.75, t(117) = 2.40, p =
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.02 for self-blame; and M = 7.94, SD = 2.38, t(117) = —2.17, p = .03 for help-seeking). No
differences emerged for internalized stigma and the rest of coping strategies (p > .05 in all cases).
Correlations between the study variables appear in Table 2.

[INSERT TABLE 2]
SEM

The initial model was estimated and the fit indices, included in Table 3, suggested a well-
fitted model which predicted 64% and 48% of the variance of anxiety and depressive symptoms
at T1, respectively (both p <.001). Model trimming was performed as follows: firstly, only
proximal predictors of anxiety and depressive symptoms that were significant were retained.
Thus self-blame, positive thinking, and thinking avoidance were kept along with past resilience
as predictors of both anxiety and depressive symptoms. Also, the direct path from internalized
stigma to anxiety was likewise retained. Secondly, predictors of coping strategies that were not
significant were taken out of the model, which is what happened to the paths from internalized
stigma to self-blame and positive thinking.

Table 3 shows the fit indices of this refined model, which were virtually equal to those of
the initial model with a slight improvement on TLI. Figure 2 shows the standardized regression
weights of this final model, which predicted 61% of the variance of anxiety symptoms and 48%
of the variance of depressive symptoms at T1 (both p <.001). Positive thinking, thinking
avoidance, and past resilience significantly and negatively predicted anxiety and depressive
symptoms, and self-blame significantly and positively predicted them. Additionally, internalized
stigma positively predicted anxiety. Past resilience negatively predicted self-blame and thinking
avoidance and it positively predicted positive thinking. Internalized stigma positively predicted

self-blame. Lastly, past resilience significantly and negatively predicted internalized stigma.
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There was a significant correlation between self-blame and thinking avoidance (r = .36; p <
.001).

Internalized stigma, aside from the direct effect on anxiety symptoms, had a significant
indirect effect through self-blame (.11, p < .05). Past resilience also had significant indirect
effects on anxiety symptoms (—.22, p <.01) and depressive symptoms (—.15, p <.05) through
internalized stigma and coping.

[INSERT TABLE 3 & FIGURE 2]
Discussion

This study sought to predict anxiety and depressive symptoms in a sample of newly
diagnosed PLWH. The means of anxiety and depression reported by participants were similar to
those reported in PLWH (Savard et al., 1998; Wouters, Booysen, Ponnet, & Baron Van Loon,
2012). As findings showed, past resilience predicted internalized stigma, and coping variables
acted as mediators between these and anxiety and depressive symptoms, thus supporting our
initial hypothesis.

More than half the variance in anxiety and almost half the variance in depression was
explained by the model, an important result denoting that both anxiety and depressive symptoms
can be predicted and might be susceptible of change through intervention on the predictors. Of
the potential coping predictors, only three of them were significant: self-blame, positive thinking,
and thinking avoidance. This fact supports the preferential use of lower order coping
classifications (Moskowitz et al., 2009) as only some of the strategies were informative.

Higher anxiety and depressive symptoms were found among those who had used more
self-blame and less positive thinking and thinking avoidance in the past month. These findings

partially support previous research (Moskowitz et al., 2009): positive thinking and self-blame
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worked as expected, but unlike previous studies thinking avoidance was unexpectedly inversely
related to anxiety and depression in the present sample. These results support the idea that coping
strategies are not inherently adaptive or maladaptive, but that they can be either depending on the
specific circumstance (DeGenova, Patton, Jurich, & MacDermid, 1994; Moskowitz et al., 2009).
Indeed, the use of strategies that may be less effective or even maladaptive in more normative
contexts might promote successful adaptation for individuals exposed to potentially traumatic
situations (Bonanno, 2005; Westphal & Bonanno, 2007). In this sense, thinking avoidance could
be an effective strategy if used soon after HIV diagnosis (that is, in the short term), since it may
help prevent excessive rumination and fixation on the matter at hand. Future research is needed
to examine whether the positive effect will be maintained over time.

Lastly, help-seeking, emotional expression, social isolation, problem solving, and
rumination did not demonstrate a relationship with anxiety or depression, which was also
unexpected (Carrobles Isabel et al., 2003; Moskowitz et al., 2009). This finding could be due to
the fact that all the variables were included in the model at the same time and thus the variance
they share is better explained by positive thinking, thinking avoidance, and self-blame. The
newly-diagnosed nature of the sample might also provide a partial explanation for these findings.
Additionally, as noted by Moskowitz et al. (2009), there is little consistency in which strategies
are measured across studies and how they are measured, and these differences could also be
behind the discrepancy between our findings and previous research.

Higher rates of internalized stigma were directly and indirectly related to higher rates of
anxiety symptoms. Similarly, higher rates of perceived past health-related resilience were
directly and indirectly associated with less anxiety and depressive symptoms. These associations

are in line with extant literature (Gloria & Steinhardt, 2016; Heywood & Lyons, 2016) and add
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information concerning the indirect effects of internalized stigma and resilience on mental health
through other variables, such as coping strategies. Indeed, higher rates of internalized stigma
were associated with higher use of self-blame, which is congruent with evidence showing that
stigma alters coping behaviors (Hatzenbuehler et al., 2013; Rueda et al., 2012). Higher rates of
past resilience were associated with higher use of positive thinking and lower use of self-blame
and thinking avoidance, which is also in line with previous findings (Kang & Suh, 2015; Molina
et al., 2014; Pellowski et al., 2013). Lastly, past resilience was strongly associated with
internalized HIV stigma, also congruent with previous suggestions (Brouard & Wills, 2006).

These results highlight the relevance of assessing perceived past resilience, HIV stigma
internalization, and the use of coping strategies, all of which might later translate in higher or
lower anxiety and depression, in accordance with the framework of the revised Cognitive Theory
of Stress and Coping (Folkman, 1997, 2008; Lazarus & Folkman, 1984). Specifically, our
findings point to the role that perceived resilience can play in anxiety, thus suggesting a possible
avenue for early detection of individuals at risk who could benefit from a psychological
intervention.

This study comes with certain limitations. The mode of data collection and the self-report
nature of instruments may have resulted in a biased sample and responses. Indeed, differences
emerged with regard to several study variables between the participants recruited through the
health-care center and those recruited online. The former seemed to be doing better, since they
reported greater resilience and lower anxiety and depression, as well as less rumination and self-
blame and more help-seeking. This particular health-care center in Madrid, therefore, could be
acting as a protection factor, helping patients bounce back after HIV diagnosis. These differences

could have impacted the study findings and their generalizability.



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 20

Also, as the sample was largely composed by male homosexual PLWH from Spain and
Latin America, results should not be generalized to other populations (i.e., other genders, sexual
orientations or countries) without further replication. Specifically, health care providers need to
consider the possibility that different cultural backgrounds may modify the findings presented in
this study. Cultural differences may emerge among different Spanish-speaking countries and
should be taken into account by health care providers and investigated in research. In addition, as
our sample was mostly composed of sexual minority men, results are likely most applicable to
Spanish-speaking men who have sex with men, with limited generalizability to heterosexual men
until further research examines this matter. These results should not be generalized to women or
other genders either without prior replication of the findings in appropriate samples. In order to
overcome these limitations, we recommend the use of bigger subsamples that allow to test for
model invariance within the SEM framework.

Moreover, this is the first study, to our knowledge, to examine longitudinal relations
between internalized stigma, perceived past health-related resilience, coping, anxiety symptoms,
and depressive symptoms in newly diagnosed PLWH, and so such relationships have to be
considered tentative. Further research is needed to replicate these findings in different, bigger
samples so as to avoid capitalization on chance (Kline, 2015). Furthermore, the data in the
present study did not allow for adjustment for baseline levels of anxiety and depressive
symptoms, so that temporal shifts in in these outcomes could not be studied, an important
limitation that future studies should aim to overcome. Finally, future research should also aim for
longer term follow-ups with PLWH and include more assessments to avoid retrospective

measurement (i.e., resilience or coping behaviors).
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Our findings have implications for the promotion of mental health in Spanish-speaking,
newly diagnosed PLWH. As our results showed, perceived past health-related resilience and
internalized stigma measured soon after diagnosis predicted anxiety and depressive symptoms.
Health caregivers should systematically assess these variables following HIV diagnosis in order
to identify those individuals who are at risk of psychological maladjustment. By doing so, the
risk of suffering post-diagnosis distress may be minimized.

As our study showed, internalized stigma and coping are central elements that could
influence the development of anxiety and depressive symptoms. Interventions aimed at
preventing mental health issues among newly diagnosed PLWH could benefit from reducing
internalized stigma and self-blame and increasing positive thinking and thinking avoidance.

By modifying the use of coping behaviors that a person uses to face adversities,
psychological distress might be prevented. Specifically, intervention programs should aim to
decrease the use of self-blame and fostering the use of positive thinking and thinking avoidance,
which may build a sense of control, encouraging PLWH to be proactive and take control of their
situation (Rueda et al., 2012). A possible way of implementing this coping intervention is by
providing coping training, which has been shown to be more effective in PLWH than actively
receiving information or being on a waiting list (Chesney, Chambers, Taylor, Johnson, &
Folkman, 2003; Steinhardt & Dolbier, 2008). Furthermore, some authors suggest that early
interventions after HIV diagnosis may help achieve good psychological outcomes (Rodkjaer et
al., 2014), as the use of certain coping strategies may be promoted from the beginning. As
mentioned before, the effectiveness of a given coping strategy might vary depending on the

specific adverse context, so flexibility in the use of different coping strategies should also be
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promoted and professionals should explain to PLWH which strategies are most appropriate for
each circumstance and moment.

Internalized stigma may affect anxiety symptoms directly to some extent, but it also may
have an influence on coping behaviors, specifically on self-blame. Thus, reducing internalized
stigma could be another way of promoting mental health. To decrease internalized stigma levels,
interventions should address and challenge the specific beliefs that the person has. Support
groups and NGOs are known to help PLWH deal with stigma in a multidimensional way (Paudel
& Baral, 2015) and having a connection with them is related to better quality of life (Fuster-
Ruizdeapodaca et al., 2014); consequently, they may constitute a highly successful means to this
end. In fact, a quasi-experimental study conducted in Spain showed that PLWH can be
successfully taught to deal with stigma, which not only reduces internalized stigma, but also
increases the use of approach coping strategies and improves self-esteem and quality of life
(Fuster-Ruizdeapodaca, Molero, & Ubillos, 2016). Health care providers can also help to reduce
internalized stigma and they can do so in the natural course of a medical appointment with a
broad reach; thus, they should be given strategies to help PLWH to question their stigmatizing
beliefs.

In conclusion, anxiety and depression are present in a high proportion of people in the
aftermath of HIV diagnosis. These outcomes may be susceptible to change by increasing the
differential use of coping strategies. Internalized stigma seems to have a negative effect on
anxiety and depression and stigma reduction interventions are key. Although replication and
extension of this work are necessary, this study constitutes a first step into the intricate
relationships between anxiety, depression, and their predictors, leading to results that can be

useful both in research and clinical contexts concerned with PLWH’s mental health.



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 23

References

Alonso-Tapia, J., Garrido-Hernansaiz, H., Rodriguez-Rey, R., Ruiz Diaz, M., & Nieto, C.
(2018). Evaluating Resilience: Development and validation of the Situated Subjective
Resilience Questionnaire for Adults (SSRQA). Spanish Journal of Psychology, 21, E39.
doi:10.1017/sjp.2018.44

Alonso-Tapia, J., Rodriguez-Rey, R., Garrido-Hernansaiz, H., Ruiz, M., & Nieto, C. (2016).
Coping assessment from the perspective of the person-situation interaction: Development
and validation of the Situated Coping Questionnaire for Adults (SCQA). Psicothema, 28(4),
479-486. doi:10.7334/psicothema2016.19

Blashill, A. J., Perry, N., & Safren, S. A. (2011). Mental health: a focus on stress, coping, and
mental illness as it relates to treatment retention, adherence, and other health outcomes.
Current HIV/AIDS Reports, 8(4), 215-222. doi:10.1007/s11904-011-0089-1

Bonanno, G. A. (2004). Loss, Trauma, and Human Resilience: Have We Underestimated the
Human Capacity to Thrive After Extremely Aversive Events? American Psychologist,
59(1), 20-28. d0i:10.1037/0003-066X.59.1.20

Bonanno, G. A. (2005). Clarifying and Extending the Construct of Adult Resilience. American
Psychologist, 60(3), 265-267. doi:10.1037/0003-066X.60.3.265b

Brouard, P., & Wills, C. (2006). A closer look: the internalization of stigma related to HIV.
Washington D.C.: United States Agency for International Development (USAID).

Buseh, A. G., Kelber, S. T., Hewitt, J. B., Stevens, P., & Park, C. G. (2006). Perceived Stigma
and Life Satisfaction: Experiences of Urban African American Men Living with HIVV/AIDS.
International Journal of Men’s Health, 5(1), 35-51.

Carrobles Isabel, J. A., Remor Bitencourt, E., & Rodriguez Alzamora, L. (2003). Afrontamiento,



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 24
apoyo social percibido y distrés emocional en pacientes con infeccion por VIH. Psicothema,
15(3), 420-426.

Chesney, M. A., Chambers, D. B., Taylor, J. M., Johnson, L. M., & Folkman, S. (2003). Coping
effectiveness training for men living with HIV: Results from a randomized clinical trial
testing a group-based intervention. Psychosomatic Medicine, 65(6), 1038—1046.

Chida, Y., & Vedhara, K. (2009). Adverse psychosocial factors predict poorer prognosis in HIV
disease: a meta-analytic review of prospective investigations. Brain, Behavior, and
Immunity, 23(4), 434-445. doi:10.1016/j.bbi.2009.01.013

Dale, S., Cohen, M., Weber, K., Cruise, R., Kelso, G., & Brody, L. (2014). Abuse and Resilience
in Relation to HAART Medication Adherence and HIV Viral Load Among Women with
HIV in the United States. AIDS Patient Care and STDs, 28(3), 136-143.
doi:10.1089/apc.2013.0329

DeGenova, M. K., Patton, D. M., Jurich, J. A., & MacDermid, S. M. (1994). Ways of coping
among HIV-infected individuals. The Journal of Social Psychology, 134(5), 655-663.
d0i:10.1080/00224545.1994.9922996

Earnshaw, V. A., Bogart, L. M., Dovidio, J. F., & Williams, D. R. (2013). Stigma and
racial/ethnic HIV disparities: moving toward resilience. American Psychologist, 68(4), 225—
236. doi:10.1037/a0032705

Earnshaw, V. A., & Chaudoir, S. R. (2009). From conceptualizing to measuring HIV stigma: a
review of HIV stigma mechanism measures. AIDS and Behavior, 13(6), 1160-1177.

Emlet, C. A. (2006). A comparison of HIV stigma and disclosure patterns between older and
younger adults living with HIV/AIDS. AIDS Patient Care & STDs, 20(5), 350-358.

Fife, B. L., & Wright, E. R. (2000). The dimensionality of stigma: a comparison of its impact on



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 25
the self of persons with HIVV/AIDS and cancer. Journal of Health and Social Behavior,
41(1), 50-67.

Folkman, S. (1997). Positive psychological states and coping with severe stress. Social Science
& Medicine, 45(8), 1207-1221.

Folkman, S. (2008). The case for positive emotions in the stress process. Anxiety, Stress, &
Coping, 21(1), 3-14. doi:10.1080/10615800701740457

Folkman, S., & Moskowitz, J. T. (2004). Coping: Pitfalls and promise. Annual Review of
Psychology, 55, 745-774. doi:10.1146/annurev.psych.55.090902.141456

Fuster-Ruizdeapodaca, M. J., Molero, F., Holgado, F. P. abl., & Mayordomo, S. (2014). Enacted
and internalized stigma and quality of life among people with HIV: the role of group
identity. Quality of Life Research, 23(7), 1967-1975. doi:10.1007/s11136-014-0653-4

Fuster-Ruizdeapodaca, M. J., Molero, F., & Ubillos, S. (2016). Assesment of an intervention to
reduce the impact of stigma on people with HIV, enabling them to cope with it. Annals of
Psychology, 32(1), 39-48. doi:10.6018/analesps.32.1.192121

Gakhar, H., Kamali, A., & Holodniy, M. (2013). Health-related quality of life assessment after
antiretroviral therapy: a review of the literature. Drugs, 73(7), 651-672.
doi:10.1007/s40265-013-0040-4

Garrido-Hernansaiz, H., Alonso-Tapia, J., & Martin-Fernandez, M. (2019). Coping in Newly
Diagnosed, Spanish-Speaking Men Who Have Sex With Men and Live With HIV: A
Bayesian Approach. European Journal of Mental Health, 14(1), 41-57.
doi:10.5708/EJMH.14.2019.1.3

Gloria, C. T., & Steinhardt, M. A. (2016). Relationships Among Positive Emotions, Coping,

Resilience and Mental Health. Stress and Health, 32(2), 145-156. doi:10.1002/smi.2589



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 26

Graham, J. M. (2006). Congeneric and (Essentially) Tau-Equivalent Estimates of Score
Reliability: What They Are and How to Use Them. Educational and Psychological
Measurement, 66(6), 930-944. doi:10.1177/0013164406288165

Gurung, R. A. R., Taylor, S. E., Kemeny, M., & Myers, H. (2004). “HIV Is not My Biggest
Problem”: The Impact of HIV and Chronic Burden on Depression in Women at Risk for
Aids. Journal of Social and Clinical Psychology, 23(4), 490-511.
doi:10.1521/jscp.23.4.490.40305

Hair, J. F., Black, W. C., Babin, B. J., & Anderson, R. E. (2010). Multivariate data analysis (7th
ed.). Upper Saddle River, NJ: Pearson-Prentice Hall.

Hatzenbuehler, M. L., Phelan, J. C., & Link, B. G. (2013). Stigma as a fundamental cause of
population health inequalities. American Journal of Public Health, 103(5), 813-821.
doi:10.2105/AJPH.2012.301069

Hernansaiz-Garrido, H., & Alonso-Tapia, J. (2017). Internalized HIV Stigma and Disclosure
Concerns: Development and Validation of Two Scales in Spanish-Speaking Populations.
AIDS and Behavior, 21(1), 93-105. doi:10.1007/s10461-016-1305-1

Herrero, M. J., Blanch, J., Peri, J. M., Pablo, J. De, Pintor, L., & Bulbena, A. (2003). A
validation study of the hospital anxiety and depression scale (HADS) in a Spanish
population. General Hospital Psychiatry, 25(4), 277-283. doi:10.1016/S0163-
8343(03)00043-4

Heywood, W., & Lyons, A. (2016). HIV and Elevated Mental Health Problems: Diagnostic,
Treatment, and Risk Patterns for Symptoms of Depression, Anxiety, and Stress in a
National Community-Based Cohort of Gay Men Living with HIV. AIDS and Behavior,

20(8), 1632-1645. doi:10.1007/s10461-016-1324-y



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 27

Holzemer, W. L., Human, S., Arudo, J., Rosa, M. E., Hamilton, M. J., Corless, L., ... Maryland,
M. (2009). Exploring HIV stigma and quality of life for persons living with HIV infection.
Journal of the Association of Nurses in AIDS Care, 20(3), 161-168.
doi:10.1016/j.jana.2009.02.002

Hu, T., Zhang, D., & Wang, J. (2015). A meta-analysis of the trait resilience and mental health.
Personality and Individual Differences, 76, 18-27. doi:10.1016/J.PAID.2014.11.039

Hult, J. R., Maurer, S. A., & Moskowitz, J. T. (2009). “I’m sorry, you’re positive”: a qualitative
study of individual experiences of testing positive for HIV. AIDS Care, 21(2), 185-188.
doi:10.1080/09540120802017602

Ironson, G., Balbin, E., Stuetzle, R., Fletcher, M. A., O’Cleirigh, C., Laurenceau, J. P., ...
Solomon, G. (2005). Dispositional optimism and the mechanisms by which it predicts
slower disease progression in HIV: proactive behavior, avoidant coping, and depression.
International Journal of Behavioral Medicine, 12(2), 86-97.
doi:10.1207/s15327558ijbm1202_6

Kang, J., & Suh, E. E. (2015). The Influence of Stress, Spousal Support, and Resilience on the
Ways of Coping among Women with Breast Cancer. Asian Oncology Nursing, 15(1), 1-8.
doi:10.5388/a0on.2015.15.1.1

Kline, R. B. (2015). Principles and practice of structural equation modeling (4th Ed.). New
York, NY: Guilford.

Lazarus, R. S., & Folkman, S. (1984). Stress, Appraisal, and Coping. New York, NY: Springer.

Ledn, O. G., & Montero, I. (2015). Métodos de investigacion en Psicologia y Educacion: las
tradiciones cuantitativa y cualitativa (4th ed.). Madrid, Spain: McGraw-Hill.

Li, C.-H. (2016). Confirmatory factor analysis with ordinal data: Comparing robust maximum



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 28
likelihood and diagonally weighted least squares. Behavior Research Methods, 48(3), 936—
949. doi:10.3758/513428-015-0619-7

Luciano, J. V., Barrada, J. R., Aguado, J., Osma, J., & Garcia-Campayo, J. (2014). Bifactor
analysis and construct validity of the HADS: A cross-sectional and longitudinal study in
fibromyalgia patients. Psychological Assessment, 26(2), 395-406.

Luthar, S. S. (2006). Resilience in development: A synthesis of research across five decades. In
D. Cicchetti & D. J. Cohen (Eds.), Developmental psychopathology, Vol 3: Risk, disorder,
and adaptation (2nd ed., pp. 739-795). Hoboken, NJ: Wiley & Sons.
doi:10.1002/9780470939406.ch20

Martinez, O., Wu, E., Shultz, A. Z., Capote, J., Lopez Rios, J., Sandfort, T., ... Rhodes, S. D.
(2014). still a hard-to-reach population? Using social media to recruit Latino gay couples
for an HIV intervention adaptation study. Journal of Medical Internet Research, 16(4),
e113. doi:10.2196/jmir.3311

McDonald, R. (1999). Test theory: A unified treatment. Mahwah, NJ: Lawrence Erlbaum
Associates.

Miners, A., Phillips, A., Kreif, N., Rodger, A., Speakman, A., Fisher, M., ... Lampe, F. C.
(2014). Health-related quality-of-life of people with HIV in the era of combination
antiretroviral treatment: a cross-sectional comparison with the general population. The
Lancet HIV, 1(1), e32—e40. doi:10.1016/S2352-3018(14)70018-9

Molina, Y., Yi, J. C., Martinez-Gutierrez, J., Reding, K. W., Yi-Frazier, J. P., & Rosenberg, A.
R. (2014). Resilience among patients across the cancer continuum: diverse perspectives.
Clinical Journal of Oncology Nursing, 18(1), 93-101. doi:10.1188/14.CJON.93-101

Moshagen, M., & Musch, J. (2014). Sample Size Requirements of the Robust Weighted Least



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 29
Squares Estimator. Methodology, 10(2), 60—70. doi:10.1027/1614-2241/a000068

Moskowitz, J. T. (2010). Positive Affect at the Onset of Chronic IlIness. InJ. W. Reich, A. J.
Zautra, & J. S. Hall (Eds.), Handbook of adult resilience (pp. 465-483). New York, NY:
The Guildford Press.

Moskowitz, J. T., Hult, J. R., Bussolari, C., & Acree, M. (2009). What works in coping with
HIV? A meta-analysis with implications for coping with serious illness. Psychological
Bulletin, 135(1), 121-141. doi:10.1037/a0014210

Moskowitz, J. T., Wrubel, J., Hult, J. R., Maurer, S., & Acree, M. (2013). Iliness Appraisals and
Depression in the First Year after HIV Diagnosis. PLoS ONE, 8(10), e78904.
doi:10.1371/journal.pone.0078904

Murphy, P. J., Garrido-Hernansaiz, H., Mulcahy, F., & Hevey, D. (2018). HIV-related stigma
and optimism as predictors of anxiety and depression among HIV-positive men who have
sex with men in the United Kingdom and Ireland. AIDS Care, 30(9), 1173-1179.
doi:10.1080/09540121.2018.1445827

Muthén, L. K., & Muthén, B. O. (2010). Mplus user’s guide (6th ed.). Los Angeles, CA: Author.

Paudel, V., & Baral, K. P. (2015). Women living with HIV/AIDS (WLHA), battling stigma,
discrimination and denial and the role of support groups as a coping strategy: a review of
literature. Reproductive Health, 12, 53. doi:10.1186/s12978-015-0032-9

Pellowski, J. A., Kalichman, S. C., Matthews, K. A., & Adler, N. (2013). A Pandemic of the
Poor: Social Disadvantage and the U.S. HIV Epidemic. American Psychologist, 68(4), 197—
209. doi:10.1037/a0032694

Phillips, K. D., Moneyham, L., & Tavakoli, A. (2011). Development of an instrument to measure

internalized stigma in those with HIVV/AIDS. Issues in Mental Health Nursing, 32(6), 359—



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 30
66. doi:10.3109/01612840.2011.575533

Quintana, J. M., Padierna, A., Esteban, C., Arostegui, I., Bilbao, A., & Ruiz, I. (2003).
Evaluation of the psychometric characteristics of the Spanish version of the Hospital
Anxiety and Depression Scale. Acta Psychiatrica Scandinavica, 107(3), 216-221.
doi:10.1034/j.1600-0447.2003.00062.x

Roesch, S. C., & Weiner, B. (2001). A meta-analytic review of coping with illness: do causal
attributions matter? Journal of Psychosomatic Research, 50(4), 205-219.

Rueda, S., Gibson, K., Rourke, S. B., Bekele, T., Gardner, S., Cairney, J., & the OHTN Cohort
StudyTeam. (2012). Mastery Moderates the Negative Effect of Stigma on Depressive
Symptoms in People Living with HIV. AIDS and Behavior, 16(3), 690-699.
doi:10.1007/s10461-010-9878-6

Sanjuan, P., Molero, F., Fuster, M. J., & Nouvilas, E. (2012). Coping with HIV Related Stigma
and Well-Being. Journal of Happiness Studies, 14(2), 709—-722. doi:10.1007/s10902-012-
9350-6

Savard, J., Laberge, B., Gauthier, J. G., Ivers, H., & Bergeron, M. G. (1998). Evaluating Anxiety
and Depression in HIV-Infected Patients. Journal of Personality Assessment, 71(3), 349—
367. doi:10.1207/s15327752jpa7103_5

Seligman, M. E., & Csikszentmihalyi, M. (2000). Positive psychology. An introduction. The
American Psychologist, 55(1), 5-14. doi:10.1037/0003-066X.55.1.5

Singh, D., Kumar, B., Mukhopadhyay, A., & Singh, A. (2014). Internalised Stigma and Quality
of Life in People Living With HIV. Journal of Indian Health Psychology, 9(1), 1-9.

Steinhardt, M., & Dolbier, C. (2008). Evaluation of a resilience intervention to enhance coping

strategies and protective factors and decrease symptomatology. Journal of American



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 31
College Health, 56(4), 445-453. d0i:10.3200/JACH.56.44.445-454

Tejero, A., Guimerd, E., Farré, J., & Peri, J. (1986). Uso clinico del HAD (Hospital Anxiety and
Depression Scale) en poblacion psiquiatrica: Un estudio de su sensibilidad, fiabilidad y
validez. Revista Del Departamento de Psiquiatria de La Facultad de Medicina de
Barcelona, 13, 233-238.

Terol-Cantero, M. C., Cabrera-Perona, V., & Martin-Aragén, M. (2015). Hospital Anxiety and
Depression Scale (HADS) review in Spanish Samples. Anales de Psicologia, 31(2), 494—
503. doi:10.6018/analesps.31.2.172701

Topolovec-Vranic, J., & Natarajan, K. (2016). The Use of Social Media in Recruitment for
Medical Research Studies: A Scoping Review. Journal of Medical Internet Research,
18(11), €286. doi:10.2196/jmir.5698

Vallejo, M. A., Rivera, J., Esteve-Vives, J., & Rodriguez-Mufoz, M. F. (2012). Uso del
cuestionario Hospital Anxiety and Depression Scale (HADS) para evaluar la ansiedad y la
depresion en pacientes con fibromialgia. Revista de Psiquiatria y Salud Mental, 05(02),
107-114. doi:10.1016/j.rpsm.2012.01.003

Westphal, M., & Bonanno, G. A. (2007). Posttraumatic Growth and Resilience to Trauma:
Different Sides of the Same Coin or Different Coins? Applied Psychology, 56(3), 417-427.
doi:10.1111/j.1464-0597.2007.00298.x

Willie, T. C., Overstreet, N. M., Peasant, C., Kershaw, T., Sikkema, K. J., & Hansen, N. B.
(2016). Anxiety and Depressive Symptoms Among People Living with HIV and Childhood
Sexual Abuse: The Role of Shame and Posttraumatic Growth. AIDS and Behavior, 20(8),
1609-1620. doi:10.1007/s10461-016-1298-9

Wolf, E. J., Harrington, K. M., Clark, S. L., & Miller, M. W. (2013). Sample Size Requirements



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV 32
for Structural Equation Models. Educational and Psychological Measurement, 73(6), 913—
934. d0i:10.1177/0013164413495237

Woulters, E., Booysen, F. le R., Ponnet, K., & Baron Van Loon, F. (2012). Wording Effects and
the Factor Structure of the Hospital Anxiety &amp; Depression Scale in HIV/AIDS Patients
on Antiretroviral Treatment in South Africa. PLoS ONE, 7(4), e34881.
doi:10.1371/journal.pone.0034881

Yuan, P., Bare, M. G., Johnson, M. O., & Saberi, P. (2014). Using online social media for
recruitment of human immunodeficiency virus-positive participants: a cross-sectional
survey. Journal of Medical Internet Research, 16(5), e117. doi:10.2196/jmir.3229

Zigmond, A. S., & Snaith, R. P. (1983). The Hospital Anxiety and Depression Scale. Acta

Psychiatrica Scandinavica, 67(6), 361-370. doi:10.1111/j.1600-0447.1983.tb09716.x



PREDICTORS OF ANXIETY AND DEPRESSION IN PLHIV

Table 1.

Descriptive and reliability statistics for the study variables.

Measure a Possible Range  Mean SD

Past resilience .76 4-20 13.86 3.92
Internalized stigma .90 10-50 28.01 9.95
Anxiety .85 0-21 6.37 3.81
Depression .78 0-21 3.63 3.12
Coping strategies ® Possible Range  Mean SD
Problem solving .93 3-15 11.33 2.56
Positive thinking .96 3-15 11.69 2.71
Help seeking .92 3-15 8.79 2.65
Isolation .96 3-15 7.54 3.02
Self-blame .98 3-15 8.52 3.55
Rumination .94 3-15 8.90 2.70
Emotional expression .93 3-15 7.21 2.50
Thinking avoidance .94 3-15 9.29 2.74
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Table 2.

Bivariate correlations between the study variables.

1 2 3 4 5 6 7 8 9 10 11 12
1. Past resilience S 37FFF L ASXR* - 36*F* .03 .30** 07 -26%* -37***F - 44%**F 4% - 35xF*
2. Internalized stigma A3**F* 30%*  -.04  -24*%*  -08  .20%*  42%F* AG*r* 05 41%**
3. Anxiety B64**F* 08  -48*** - 15 44%**k  G7xERx [lxARx 27** A3
4. Depression 03 -44%*F* 13 36F*F*  A43FF*F 32FrR 24%* .06
5. Problem solving 25%* .03 .05 .09 20* 14 A5
6. Positive thinking A7 - A4 - 34%F* 36 -21% -.08
7. Help seeking -27**  -24*  -18 .08 .05
8. Isolation B0F**  B7xEx AQ*F* 33FFF
9. Self-blame A3FFF O 20%F BYxAR*
10. Rumination 29**  5eF**
11. Emotional expression 10

12. Thinking avoidance

Note. *** p < .001. ** p <.01. * p < .05.
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Table 3.

Model fit indices for anxiety and depression prediction.

% of explained
Model 2 df %df p RMSEA CFI TLI
variance

Anxiety: 64%;
Initial solution 316.88 270 1.17 .03 .04 97 .96
Depression: 48%

Anxiety: 61%;
Final solution 236.04 194 122 .02 .04 97 .97
Depression: 48%
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Past
resilience

Depression

Internalized
stigma

T~

Coping strategies
- Active: problem solving, positive
thinking, help seeking
- Passive: isolation, self-blame,
rumination, emotional expression,
thinking avoidance

Figure 1. Initial model to be tested.

Note. The eight coping strategies are shown here as a single variable.
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Figure 2. Final standardized solution for the anxiety and depression prediction model.
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Note. The measurement model is not shown. Rectangles represent observed variables and ovals

represent latent variables estimated through items.



