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Symptoms of Psychological Distress among African
Americans Seeking HIV-Related Mental Health Care

ENBAL SHACHAM, Ph.D., M.Ed.,1 TANIA B. BASTA, Ph.D., M.P.H.,2
and MICHAEL REECE, Ph.D., M.P.H.3

ABSTRACT

The purpose of this study was to examine the prevalence of symptoms of psychological dis-
tress experienced by African Americans upon self-enrollment in HIV-related mental health
care and to compare the symptoms in this sample to the Brief Symptom Inventory (BSI) nor-
mative sample, the instrument used in this study to assess symptoms of psychological dis-
tress. Data were collected from 575 African Americans living with HIV who self-enrolled at
an HIV-related mental health clinic located in a large city in the southeastern United States.
Nearly 20% of the sample reported a t score � 63 for both somatization and paranoid ideation,
a level indicative of a need for further psychological evaluation. Compared to the normative
sample, this sample had significantly lower levels (p � 0.05) of anxiety, depression, phobic
anxiety, interpersonal sensitivity, and global severity index than the normative sample and
had significantly higher levels of paranoid ideation and somatization than the normative sam-
ple. These results indicate that, overall, African Americans presented for mental health ser-
vices with lower levels of symptoms of psychological distress than the normative sample. To
that end, it is possible that African Americans living with HIV may underreport symptoms
of psychological distress or may experience symptoms of psychological distress differently
than other individuals. As a result, it is important that HIV-related service providers recog-
nize these patterns of psychological distress and provide appropriate referrals to HIV-related
mental health providers.
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INTRODUCTION

AS AN INTEGRAL COMPONENT of the contin-
uum of care for individuals living with

HIV/AIDS, mental health care has been as-
sociated with improved quality of life and
overall well-being among this population.1,2

HIV care providers have increased their at-
tention to mental health issues among those
living with HIV given that higher levels of de-
pression, anxiety and other mood disorders

have been associated with decreased levels of
HIV care and medication adherence.3–7 Within
the United States, HIV infrastructures have
developed to incorporate HIV-related mental
health care for individuals engaged with 
the publicly funded systems of HIV-related
care that are present in most large metro-
politan areas with disproportionate rates of
HIV/AIDS.8–11

African Americans have disproportionately
been affected by HIV/AIDS in the United States
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accounting for 50% of the AIDS cases. The rate
of AIDS diagnoses in African American men is
7 times higher than the rate for Caucasian men
and 21 times higher for African American
women than their Caucasian counterparts. Fur-
thermore, among states with confidential name-
based reporting, 64% of the women and 41% of
men who are infected with HIV are African
American.12,13 Modes of HIV transmission dif-
fer for African American men and women, as
approximately 50% of infections among men
have resulted from unprotected sex with an-
other man. The majority of HIV infections
among African American women have resulted
from unprotected sex with a man.12 As a result,
there is a need for a deeper understanding in
the manner in which this epidemic is impacting
the mental health of African Americans.

A growing body of literature has docu-
mented elevated levels of psychological distress
among African Americans with HIV/AIDS.
Specifically, in a clinic-based sample, HIV-in-
fected African Americans were found to have
high levels of depression with little treatment;14

African Americans in a VA HIV-infected sam-
ple were found to have higher levels of de-
pression than their Caucasian counterparts;4
HIV-infected African American women in a
Medicaid sample had higher rates of depression
than Caucasian women, either Caucasian or
African American men;15 and African Ameri-
can HIV-uninfected, homosexual women had
similarly elevated levels of depression as their
HIV-infected male homosexual counterparts.16

Furthermore, these findings indicated that HIV-
infected African Americans were less likely to
be diagnosed and treated for their depression
as well as were less likely to be adherent to their
HIV medications.1,4,14,17,18 When treated for de-
pression, African American patients reported
higher rates of medication adherence and viral
load suppression, similar to other study find-
ings.14,16,18 These studies signify the extent that
psychological distress is complex and rooted in
multiple factors including race, gender, sexual
orientation, and HIV serostatus. These findings
indicate a need to better understand the nature
and breadth of psychological distress symp-
toms among those who self-enroll in HIV-re-
lated mental health clinic.

Barriers to enrolling ethnic minority popula-

tions into mental health care have been well doc-
umented. Some of these documented barriers to
seeking mental health care among African
Americans include the costs of mental health
care, little known treatment options, and limited
providers both in urban and rural areas.19–21

Higher levels of cultural mistrust among African
Americans have also been found to contribute
to more negative views and expectations of psy-
chotherapy.22–28 An assessment of the role of
mistrust in the government and medical care
among an HIV-infected population found more
positive health outcomes among individuals
who had higher levels of trust in their health
care providers. Specifically, mistrust was found
to be a barrier to service use, and therefore, those
with higher levels of mistrust in their health care
providers had lower levels of physical and men-
tal health, more emergency room visits, and less
likely to take their medications.29,30 These barri-
ers may have had a negative impact on health
outcomes because elevated levels of psycholog-
ical distress have been documented as predic-
tors of medication nonadherence and higher vi-
ral loads.3–6,14

Research has shown that those who report
higher levels of stigma-related barriers are in
more need of mental health care with higher
rates of mood disorders.31–34 Populations that
are typically unlikely to seek mental health care
have more commonly presented with symp-
toms of somatization, therefore presenting with
these symptoms may offer insight to other psy-
chological distress that may be occurring.35,36

Additionally, recent findings described levels
of perceived stigma from health care providers
among HIV-infected patients as a barrier to ac-
cess health care.37 These findings suggest that
stigma-related barriers continue to exist and
prevent proper and comprehensive HIV-re-
lated care. In addition to other barriers, re-
search has also found that African Americans
are more often diagnosed with psychoticism
and paranoid ideation.28,38–40 This demands
further attention to understand how psycho-
logical distress symptoms are operationalized
and diagnosed. These studies suggest elevated
levels of psychological distress and perceived
stigma surrounding HIV, race, sexual orienta-
tion, and gender are complex and interfere with
self-care and help-seeking behaviors such as
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engaging in medical care, medication adher-
ence, HIV serostatus disclosure, and using
safer sex techniques.

This study was conducted in collaboration
with a community-based organization in the
southeastern United States that provides men-
tal health services to low-income individuals
living with HIV. This study was designed to
document the range of psychological distress
symptoms that African Americans were pre-
senting with at a HIV-related mental health
clinic and to compare the symptoms of psy-
chological distress in this sample to the norma-
tive sample for the instrument used to assess
psychological distress. Results of this explora-
tory study will assist clinicians in recognizing
symptoms that African Americans may be
likely to present with at hospitals, clinics, or
HIV-related organizations and highlight those
issues that may be among those for which re-
ferrals to mental health care may be beneficial.

METHODS

Data collection

Data were collected from individuals living
with HIV who self-identified as African-Ameri-
can or black upon their self-enrollment into men-
tal health care at an HIV-focused, community-
based mental health clinic in a large southeastern
city between January 2001 and May 2006. All
data were collected during the routine mental
health assessment process and participants had
the option of completing the study instruments
in either English or Spanish. Those who were un-
able to read the instruments were able to have a
clinician assist them with completion of the in-
strument. All participants provided their con-
sent for data from their assessment to be used
for research and evaluation purposes, and the
response rate for those included in the analyses
presented in this paper was 100%. This study
was approved by Institutional Review Board of
Indiana University-Bloomington.

Measures

During the assessment, participants com-
pleted measures related to demographics (gen-
der, age, ethnicity, sexual orientation, educa-

tional level, and income) and those related to
physical health status (HIV serostatus, pres-
ence of AIDS diagnosis, and CD4 count).

Psychological health status was assessed us-
ing the BSI, a 53-item self-report inventory that
measures symptoms associated with psycho-
logical distress.41,42,49 Research suggests that
the BSI is a valid and reliable instrument for
obtaining psychological health status data from
adult populations, with internal consistency
ranging from a low of 0.71 on the psychoticism
dimension to a high of 0.85 on the depression
dimension.42,50,51 The BSI has also been used 
in previous studies focusing on HIV and
AIDS8,11,43–48 and is considered a reliable mea-
sure for assessing distress in this popula-
tion.42,50,51 The normative sample, used as a
comparison of levels of psychological distress
among differing populations, for this study
consisted of the adult psychiatric outpatient
sample (n � 1002). The normative sample was
58% (n � 577) female, 33% (n � 327) African
American; and based on a compilation of so-
cioeconomic status, this sample was skewed to-
ward lower levels of economic status (n � 636).

Data analysis

Descriptive statistical tests were conducted to
assess the demographic and health status char-
acteristics of the sample and univariate tests
were conducted to make comparisons between
the BSI scores of the study sample and the BSI
normative sample. BSI scores were transformed
to t scores so that each of the psychological dis-
tress symptoms could be compared. All other
statistical analyses were computed using the
BSI raw scores because the t-score transforma-
tion changes the distribution of scores and can
alter the results of the study. All univariate tests
were analyzed at a 95% confidence interval and
all analyses were conducted with SPSS version
14.0 (Statistical Package for the Social Sciences,
SPSS Inc., Chicago, IL).

Participant description

A total of 575 African Americans accessed
care at the mental health clinic during the 5 1/2
year study period (January 2001 to May 2006).
Seventy-one percent of the sample identified as
male (n � 408) and 29.0% (n � 167) identified
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as female. The mean age of the sample was 38.8
years (standard deviation [SD] � 7.9). Approx-
imately half of the sample, 49.2% (n � 283)
identified as heterosexual, 37.7% (n � 217) as
homosexual, 8.7% (n � 50) as bisexual, and
4.4% (n � 25) were unsure or refused to answer
the question. Because of the nature of the clinic,
100% of the participants were considered low-
income; 71.8% (n � 413) reported no annual in-
come and an additional 10.4% (n � 64) re-
ported making less than $22,000 per year. The
majority of the sample, 75.0% (n � 143), had at
least a high school diploma.

Physical health status

One hundred percent (n � 575) of the par-
ticipants received an HIV diagnosis prior to en-
rolling into care. Twenty-one percent (n � 121)
of the sample had also received an AIDS diag-
nosis. The average self-reported CD4 count for
individuals living with HIV was 458.43
cells/mm3 (interquartile range [IQR] � 271,
430, 580.5) and the average self-reported CD4
count for individuals living with AIDS with
213.12 cells/mm3 (IQR � 47, 150, 335.5).

Regarding HIV infection, 64.7% (n � 108) of
the African American women reported that
their HIV infection resulted from sexual inter-
course with men and a 19.2% (n � 32) reported
that they believed that their transmission was
a result of sexual interactions with other
women. Fifty-three percent (n � 217) of men
reported acquiring HIV from other men and
25.5% (n � 104) reported transmission from
women. Three men (1.8%) cited injection drug
use as mode of transmission and 14.4% (n � 48)
reported their mode of transmission as other or
unknown.

Symptoms of psychological distress

The participants presented for care with
moderate levels of psychological distress. The
mean t scores on the BSI ranged from a low
46.57 (SD � 10.70) on the anxiety subscale to a
high of 54.11 (SD � 9.59) on the paranoid
ideation subscale. Similar findings occurred
when analyzed by gender. The male and female
mean scores for symptoms of anxiety were 46.85
(SD � 10.98) and 45.88 (SD � 9.87) respectively.

The highest mean score for both genders was
paranoid ideation with a mean of 54.49 (SD �
9.44) for males and a mean of 53.17 (SD � 9.92)
for females. Table 1 presents the BSI mean
scores overall as well as by gender.

With regards to caseness (an indicator of the
need for further psychological evaluation),
18.4% of the African-American sample (n � 84)
met the criteria for somatization on the BSI,
while only 7.5% met caseness for anxiety. The
caseness indicator is a t score calculation (t �
63) that is based on the normative sample for
the BSI.42 Table 2 indicates the proportion of
the sample meeting the criteria for caseness
(t � 63) for each of the BSI dimensions and the
global severity index.

Comparisons to a normative sample

Overall sample and normative sample. When
compared to the normative sample for the BSI
(1002 psychiatric outpatients),41 the current
overall study sample (N � 575) had signifi-
cantly lower levels of psychological distress
than the normative sample for the following
BSI dimensions; anxiety (M � 1.26, CI � 1.18–
1.34), depression (M � 1.43, CI � 1.34–1.52),
global severity index (M � 1.23, CI � 1.17–
1.30), interpersonal sensitivity (M � 1.39, CI �
1.90–1.48), and phobic anxiety (M � 0.78, CI �
0.71–0.85). Three psychological distress dimen-
sions were significantly higher in this sample
than the normative sample; psychoticism (M �
1.28, CI � 1.20 to 1.36), paranoid ideation (M �
1.46, CI � 1.37–1.54), and somatization (M �
1.00, CI � 0.93–1.07; Table 3).

Men and normative sample. Compared to the
BSI normative sample for men (N � 425), those
in this sample (n � 407) had significantly lower
levels of psychological distress on 3 of the 9 BSI
dimensions and on the overall distress measure.
Men had significantly lower levels of anxiety
(M � 1.21, CI � 1.11–1.31), depression (M �
1.39, CI � 1.29–1.50), interpersonal sensitivity
(M � 1.37, CI � 1.26–1.47), and global severity
index (M � 1.19, CI � 1.12–1.27) than the nor-
mative sample. This sample had significantly
higher levels of paranoid ideation (M � 1.44,
CI � 1.35–1.54), psychotocism (M � 1.28, CI �
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1.18–1.37) and somatization (M � 0.92, CI �
0.84–1.00) than the normative sample for males.

Women and normative sample. Compared to
the normative sample, women in this sample
(n � 167) had significantly lower levels of psy-
chological distress on 4 of the 9 BSI dimensions
and on the overall distress measure. Specifi-
cally, they had significantly lower levels of anx-
iety (M � 1.38, CI � 1.23–1.55), depression
(M � 1.51, CI � 1.36–1.67), interpersonal sensi-
tivity (M � 1.43, CI � 1.27–1.60), phobic anx-
iety (M � 0.76, CI � 0.64–0.885), and global
severity index (M � 1.33, CI � 1.21–1.45). The
women had significantly higher levels of para-
noid ideation (M � 1.49, CI � 1.33–1.64) and
somatization (M � 1.19, CI � 1.05–1.33) than
the females in the normative sample (Table 4).

DISCUSSION

This study described the psychological dis-
tress symptoms, as measured by the BSI, of
African American clients who had self-enrolled
into HIV-related mental health care. Further
analyses compared this sample to a normative
sample that was not HIV-infected. This study
found that African Americans in the sample
had significantly lower rates of depression,
anxiety, interpersonal sensitivity, phobic anx-
iety, and overall global severity. Yet, had
markedly higher levels of somatization, para-
noid ideation, and psychoticism than the nor-
mative sample.

The results of this study included individu-
als who self-enrolled into mental health care at
a publicly funded HIV-related mental health
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TABLE 1. BSI t-SCORES OF MALES AND FEMALES LIVING WITH HIV/AIDS

Males Females Overall
(n � 408) (n � 167) (n � 575)

Mean SD Mean SD Mean SD

Somatization 53.28 10.07 52.28 10.40 53.21 10.08
Obsessive compulsive 49.18 11.01 50.54 10.61 49.57 10.90
Interpersonal sensitivity 49.12 10.35 48.05 10.68 48.78 10.46
Depression 48.20 9.44 46.73 9.76 47.77` 9.55
Anxiety 46.85 10.98 45.88 9.97 46.57 10.70
Hostility 50.05 9.13 49.29 9.77 49.83 9.30
Phobic anxiety 50.25 9.73 48.77 9.50 49.85 9.61
Paranoid ideation 54.49 9.44 53.17 9.92 54.11 9.59
Psychoticism 52.31 10.72 50.75 10.38 51.89 10.63
Global Severity Index 50.11 10.98 49.98 11.17 50.07 11.03

BSI, Brief Symptom Inventory; SD, standard deviation.

TABLE 2. PROPORTION OF SAMPLE MEETING CRITERIA FOR CASENESSa

Overall Males Females
(n � 575) (n � 408) (n � 167)

n % n % N %

Somatization 106 18.4 82 20.1 24 14.3
Obsessive compulsive 73 12.7 51 12.5 22 13.1
Interpersonal sensitivity 61 10.6 47 11.5 14 8.4
Depression 51 8.9 40 9.8 11 6.7
Anxiety 43 7.5 37 9.1 6 3.6
Hostility 49 8.5 32 7.8 17 10.2
Phobic anxiety 63 11.0 50 12.3 13 7.8
Paranoid ideation 105 18.3 76 18.6 29 17.4
Psychoticism 94 16.3 70 17.2 24 14.3
Global Severity Index 84 14.6 60 14.7 24 14.4

at � 63 � operational definition for diagnosis or “case.”50



care clinic, which suggests that individuals per-
ceived themselves in need of psychological
care. Eighteen percent of the sample reported
high levels of somatization, which suggests
perhaps African American clients are more
likely to express their psychological distress
through physical manifestations; which has
been commonly documented.35,36,52 Symptoms
of psychological distress may be difficult to ex-
press for many of the clients since this may be
the first time they had interacted with a men-
tal health professional. This also may be the
first time these individuals are exploring and
describing their symptoms themselves. So-

matic expression of psychological distress of-
fers an opportunity to tangibly describe
thoughts and feelings of pain and discomfort
in manners that may not be related to an indi-
vidual’s physical health status. As a result, it
may be that expressing psychological distress
symptoms as physical symptoms was easier for
individuals in this sample than for individuals
who have routinely been involved in mental
heath care and are more comfortable using psy-
chological terms to describe their distress.

The findings related to elevated levels of
symptoms of paranoid ideation and psychoti-
cism may be a reflection of cultural mistrust. A
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TABLE 4. BSI RAW SCORE COMPARISONS BETWEEN STUDY MALE SAMPLE AND NORMATIVE MALE SAMPLE

95% confidence
interval for this

Mean SD Mean SD male sample

Somatization 0.67 0.71 0.92b 0.82 0.84 to 1.00
Obsessive compulsive 1.53 0.98 1.44 1.09 1.33 to 1.55
Interpersonal sensitivity 1.48 1.06 1.37b 1.08 1.26 to 1.47
Depression 1.65 1.11 1.39b 1.06 1.29 to 1.50
Anxiety 1.51 0.95 1.21b 1.02 1.11 to 1.31
Hostility 1.07 0.90 1.07 1.59 0.92 to 1.23
Phobic anxiety 0.79 0.84 0.79 0.90 0.70 to 0.87
Paranoid ideation 1.06 0.93 1.44b 1.00 1.34 to 1.54
Psychoticism 1.12 0.84 1.28b 0.97 1.18 to 1.37
Global Severity Index 1.20 0.70 1.19 0.77 1.12 to 1.27

aAdult Psychiatric Outpatients.50

bp � 0.05.
BSI, Brief Symptom Inventory; SD, standard deviation.

Normative
male samplea

(n � 425)
This male sample

(n � 407)

TABLE 3. BSI RAW SCORE COMPARISONS BETWEEN STUDY SAMPLE AND NORMATIVE SAMPLE

95% confidence
interval for

Mean SD Mean SD this sample

Somatization 0.83 0.79 1.00b 0.85 0.93 to 1.07
Obsessive compulsive 1.57 1.00 1.50 1.09 1.42 to 1.59
Interpersonal sensitivity 1.58 1.05 1.39b 1.08 1.30 to 1.48
Depression 1.80 1.08 1.43b 1.05 1.34 to 1.52
Anxiety 1.70 1.00 1.26b 1.01 1.18 to 1.35
Hostility 1.16 0.93 1.09 2.04 0.97 to 1.20
Phobic anxiety 0.86 0.88 0.78b 0.87 0.71 to 0.85
Paranoid ideation 1.14 0.95 1.46b 1.00 1.37 to 1.54
Psychoticism 1.19 0.87 1.28b 0.97 1.20 to 1.36
Global Severity Index 1.32 0.72 1.23b 0.78 1.17 to 1.30

aAdult Psychiatric Outpatients.50

bp � 0.05.
BSI, Brief Symptom Inventory; SD, standard deviation.

Normative
samplea

(n � 1002)
This sample
(n � 575)



substantial body of literature has examined the
concept of cultural paranoia as a result of the
experiences among African Americans in the
United States.25,28,39,52,53 More recent explana-
tions of the high rates of paranoid and schizo-
phrenic diagnoses among African Americans
have been attributed to how the characteriza-
tion of psychopathology occurs, dimensionally
rather than comprehensively.28,40,53 These find-
ings suggest further research is needed to ex-
plore symptom expression and their related di-
agnoses.

These findings are similar to those of a
study that analyzed levels of psychological
distress among Latino mental health clients,
who reported significantly higher levels of
distress among somatization and paranoid
ideation.8 Furthermore, the study found that
Latinos reported lower levels of anxiety, de-
pression, and interpersonal sensitivity, as did
this study; lower rates of depression and anx-
iety were unlike previous research that have
consistently reported elevated levels of de-
pression and anxiety among HIV-infected
populations.4,13–16 Interestingly, these studies
had not been conducted in a mental health
clinic environment, which may play a role in
the types of distress that are presented when
individuals self-select into mental health care.
These findings demand further research on
the expression of dimensions of psychologi-
cal distress. The BSI has been used both do-
mestically and internationally with diverse

populations, which limits the challenge of
these findings.11,54–59

The limitations of this study include the use
of self-report data, although these types of mea-
surement are often the norm for initial assess-
ments of psychological distress in a clinical set-
ting. While this study reports the levels of
psychological distress experienced among
African Americans living with HIV at one men-
tal health clinic in a southeastern U.S. city, this
sample tends to be similar to other HIV-related
care seeking populations in other major cities
of the United States.

In summary, these findings suggest that
symptoms of psychological distress among
African American clients living with HIV,
who self-enroll into mental health care, are
more elevated across the paranoid ideation,
somatization, and psychoticism dimensions
at baseline measures. These findings offer
other care providers, and those providing
other HIV-related services, with insights into
the types of psychological distress experi-
enced by individuals from this community.
For example, an understanding of the likeli-
hood that these clients will express distress in
somatic terms may be helpful to those work-
ing in other HIV-related programs. While the
physiological spectrum of HIV disease is
complex, the expression of these issues may
serve as indicator for referrals to mental
health care in addition to recommendations
for discussing these issues with one’s primary
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TABLE 5. BSI RAW SCORE COMPARISONS BETWEEN STUDY FEMALE SAMPLE AND NORMATIVE FEMALE SAMPLE

95% confidence
interval for this

Mean SD Mean SD female sample

Somatization 0.94 0.84 1.19b 0.90 1.05 to 1.33
Obsessive compulsive 1.60 1.01 1.66 1.06 1.50 to 1.83
Interpersonal sensitivity 1.66 1.04 1.43b 1.07 1.27 to 1.60
Depression 1.90 1.05 1.51b 0.99 1.36 to 1.67
Anxiety 1.82 1.02 1.39b 0.99 1.23 to 1.54
Hostility 1.23 0.95 1.13 0.93 0.99 to 1.27
Phobic anxiety 0.91 0.91 0.76b 0.81 0.64 to 0.88
Paranoid ideation 1.21 0.97 1.49b 1.03 1.33 to 1.64
Psychoticism 1.24 0.89 1.29b 0.97 1.14 to 1.43
Global Severity Index 1.40 0.72 1.33b 0.79 1.21 to 1.45

aAdult Psychiatric Outpatients.50

bp � 0.05.
BSI, Brief Symptom Inventory; SD, standard deviation.

Normative
female samplea

(n � 577)
This female sample

(n � 167)



care provider. More research is necessary to
further our understanding of the manner in
which HIV impacts one’s psychological well-
being, but the results of this study offer valu-
able insights to those working to reduce the
disparities in access to such care and who are
committed to the further development of a
comprehensive and holistic system of HIV-re-
lated services in their community.

ACKNOWLEDGMENT

This investigation was partially supported
by the National Institutes of Health from Na-
tional Research Service Award (T32 DA07313)
from the National Institute of Drug Abuse.

REFERENCES

1. Kalichman SC. Understanding AIDS. Washington,
D.C.: American Psychological Association, 1998.

2. Nilsson-Schonnesson L. Psychological and existential
issues and quality of life in people living with HIV
infection. AIDS Care 2002:14:399–404.

3. Paterson DL, Swindells S, Mohr J, et al. Adherence to
protease inhibitor therapy and outcomes in patients
with HIV infection. Ann Intern Med 2000;133:21–30.

4. Singh N, Squier C, Sivek C, Wagener M, Nguyen M,
Yu V. Determinants of compliance with antiretroviral
therapy in patients with human immunodeficiency
virus: Prospective assessment with implications for
enhancing compliance. AIDS Care 1996;8:261–269.

5. Tucker JS, Burnam MA, Sherbourne CD, Kung FY,
Gifford AL. Substance use and mental health corre-
lates of nonadherence to antiretroviral medications in
a sample of patients with human immunodeficiency
virus infection. Am J Med 2003;114:573–580.

6. Ickovics J, Hamburger M, Vlahov D, Schoenbaum E,
Shuman P, Boland, R. Mortality, CD-4 cell count de-
cline, and depressive symptoms among HIV-seropos-
itive women: Longitudinal analysis from the HIV 
Epidemiology Research Study. JAMA 2001;285:
1466–1474.

7. Justice AC, McGinnis KA, Atkinson JH, et al. Psychi-
atric and neurocognitive disorders among HIV-posi-
tive and negative veterans in care: Veterans aging co-
hort five-site study. AIDS 2004;18:49–59.

8. Basta TB, Reece M, Shacham E. Psychological distress
patterns of Latinos self-enrolling for HIV-related
mental health care. J HIV/AIDS Soc Serv (in press).

9. Burnam A, Bing EG, Morton SC, et al. Use of mental
health and substance abuse treatment services among
adults with HIV in the United States. Arch Gen Psy-
chiatry 2001:58:729–736.

10. Reece M, Shacham E, Monahan PO, et al. Psycholog-
ical distress symptoms presented by individuals seek-

ing HIV-related psychosocial support in Western
Kenya. AIDS Care 2008;19:1194–1200.

11. Shacham E, Reece M, Monahan P, et al. Measuring Psy-
chological Distress Symptoms in Patients Living with
HIV in Western Kenya. J Mental Health (in press).

12. US Centers for Disease Control and Prevention.
(2007). HIV/AIDS and African Americans. www.cdc.
gov/hiv/topics/aa/index.htm. (Last accessed Febru-
ary 21, 2008).

13. US Centers for Disease Control and Prevention (2006).
A Glance at the HIV/AIDS epidemic. April. Atlanta,
Centers for Disease Control and Prevention.
www.cdc.gov/hiv/resources/factsheets/At-A-
Glance.htm. (Last accessed February 21, 2008).

14. Lyon DE, Munro C. Disease severity and symptoms
of depression in Black Americans infected with HIV.
Appl Nurs Res 2001;14:3–10.

15. Sambamoorthi U, Walkup J, Olfson M, Crystal S. An-
tidepressant treatment and health services utilization
among HIV-infected Medicaid patients diagnosed
with depression. J Gen Intern Med 2001;15:311–320.

16. Cochran SD, Mays VM. Depressive distress among
homosexually active African American men and
women. Am J Psychiatry 1994:151:524–529.

17. Arnsten J, Deman P, Grant R, et al. Impact of active
drug use on antiretroviral therapy adherence and vi-
ral suppression in HIV-infected drug users. J Gen In-
tern Med 2002;17:377–381.

18. Zinkernagel C, Taffe P, Rickenback M, et al. Impor-
tance of mental health assessment in HIV-Infected
outpatients. J Acquir Immune Defic Syndr 2001;28:
204–249.

19. Padgett D, Struening EL, Andrews H. Factors Affect-
ing the use of medical, mental health, alcohol, and
drug treatment services by homeless adults. Med
Care1990;28:805–821.

20. Ronzio CR, Guagliardo MF, Persaud N. Disparity in
location of urban mental service providers. Am J Or-
thopsychiatry 2006;76:37–43.

21. Tonin V. Young people seeking mental-health care.
Lancet 2007;369:1239–1240.

22. Grant-Thompson SK, Atkinson DR. Cross-cultural
mentor effectiveness and African American male stu-
dents. J Black Psychol 1997;23:120–134.

23. Nickerson KJ, Helms JE, Terrell F. Cultural mistrust,
opinions about mental illness, and Black students’ at-
titudes toward seeking psychological help from
White counselors. J Counsel Psychol 1994;41:378–385.

24. Poston WC, Craine M, Atkinson DR. Counselor dis-
similarity confrontation, client cultural mistrust, and
willingness to self-disclose. J Multicult Couns Devel
1991;19:65–73.

25. Terrell F, Terrell SL. An inventory to measure cultural
mistrust among Blacks. West J Black Stud 1981;5:
180–184.

26. Thompson CE, Worthington R, Atkinson DR. Coun-
selor content orientation, counselor race, and African
American women’s cultural mistrust and self-disclo-
sure. J Counsel Psychol 1994;41:155–161.

27. Watkins CE, Terrell F. Mistrust level and its effects on
counseling expectations in black client-white coun-

SHACHAM ET AL.420



selor relationships: An analogue study. J Counsel Psy-
chol 1988;35:194–197.

28. Whaley AL. Cultural mistrust and clinical diagnoses
of paranoid schizophrenia in African American pa-
tients. J Psychopathol Behav Assess 2001;23:93–100.

29. Whaley AL. Cultural mistrust and mental health ser-
vices for African Americans: A review and meta-anal-
ysis. Couns Psychol 2001;29:513–531.

30. Whetten K, Leserman J, Whetten R, Ostermann J,
Thielman N, Swartz M, Stangl D. Exploring lack of
trust in care providers and the government as a bar-
rier to health service use. Am J Public Health 2006;96.

31. Hoyt DR, Conger RD, Valde JG, Weihs K. Psycho-
logical distress and help seeking in rural America. Am
J Community Psychol 1997;25:449–470.

32. Corrigan, P. How stigma interferes with mental
health care. Am Psychol 2004;59:614–625.

33. Fox JC, Blank M, Rovnyak VG, Barnett RY. Barriers
to help seeking for mental disorders in a rural im-
poverished population. Community Ment Health J
2001;37:421–436.

34. Goldstein RB, Olfson M, Wickramaratne PJ, Wolk SI.
Use of outpatient mental health services by depressed
and anxious children as they grow up. Psychiatr Serv
2006;57:966–975.

35. Kirmayer L. The body’s insistence on meaning:
Metaphor as presentation and representation in ill-
ness experience. Med Anthropol Q.1992;6:323–346.

36. Kirmayer LJ, Robbins JM, Dowrkind M, Jaffe MJ.
Somatization and the recognition of depression and
anxiety in primary care. Am J Psychiatry 1993;150:
734–741.

37. Kinsler JJ, Wong MD, Sayles JN, Davis C, Cunning-
ham WE. The effect of perceived stigma from a health
care provider on access to care among a low-income
HIV-positive pPopulation. AIDS Patient Care STDs
2007;21:8.

38. Whaley AL. Cross-cultural perspective on paranoia:
A focus on the Black American experience. Psychiatr
Q 1998;69:325–343.

39. Whaley AL. Racism in the provision of mental health
services: A social-cognitive analysis. Am J Orthopsy-
chiatry 1998;68:47–57.

40. Whaley AL. Multidimensional scaling analysis of
paranoid symptoms in the context of depressive 
and psychotic disorders. Br J Med Psychol 1999;72:
33–49.

41. Derogatis L, Melisaratos N. The Brief Symptom In-
ventory (BSI): Administration, Scoring and Proce-
dures Manual—1. Baltimore: Johns Hopkins Univer-
sity School of Medicine, Clinical Psychometrics Unit,
1983.

42. Derogatis, LR. Brief Symptom Inventory: Adminis-
tration, Scoring, and Procedures Manual. Minneapo-
lis, MN: National Computer Systems, Inc., 1993.

43. Goggin K, Catley D, Brisco ST, Engelson ES, Rabkin
JG, Kotler DP. A female perspective on living with
HIV disease. Health Soc Work 2001;26:80–90.

44. Hudson AL, Lee KA, Portillo CJ. Symptom experience
and functional status among HIV-infected women.
AIDS Care 2003;15:483–492.

45. Kennedy CA, Skurnick JH. Gender differences in
HIV-related psychological distress in heterosexual
couples. AIDS Care 1995:S1.

46. Perry S, Jacobsberg L, Fishman B, Weiler P, Gold J,
Frances A. Psychological responses to serological test-
ing for HIV. AIDS 1990;4:145–152.

47. Perry S, Jacobsberg L, Card C, Ashman T, Frances A,
Fishman B. Severity of psychiatric symptoms after
HIV testing. Am J Psychiatry 1993;150:775–779.

48. Reece M, Basta T, Koers E. Psychological distress pat-
terns of women accessing HIV-related mental health
care. J HIV/AIDS Soc Serv 2004;3:93–109.

49. Derogatis L, Spencer PM. The Brief Symptom Inven-
tory: Administration, Scoring and Procedures, Man-
ual I. Baltimore: Clinical Psychometric Research, 1982.

50. Arion KJ, Patsdaughter CA. Multiple-method, cross-
cultural assessment of psychological distress. J Nurs
Scholarsh 1989;21:90–93.

51. Croog SH, Levine S, Testa MA, et al. The effects of
antihypertensive therapy on the quality of life. N Engl
J Med 1986;314:1657–1664.

52. Grier WH, Cobbs PM. Black Rage. New York: Basic
Books, 1968.

53. Zigler E, Glick M. Is paranoid schizophrenia really
camouflaged depression? Am Psychol 1988;43:284–
290.

54. Boulet J, Boss MW. Reliability and validity of the Brief
Symptom Inventory. Psychol Assess 1991;3:433–437.

55. Kellett S, Beail N, Newman DW, Frankish P. Utility
of Brief Symptom Inventory in the assesesment of
psychological distress. J Appl Res Intellectual Disabil
2003;16:127–134.

56. Piersma HL, Boes JL, Reaume WM. Unidimensional-
ity of the Brief Symptom Inventory (BSI) in adult 
and adolescent inpatients. J Pers Assess 1994;63:338–
344.

57. Ruipérez MA, Ibáñez MI, Lorente E, Moro M, Ortet
G. Psychometric properties of the Spanish version of
the BSI: Contributions to the relationship between
personality and psychopathology. Eur J Psychol As-
sess 2001;17:241–250.

58. Sahin NH, Durak BA, Sahin N. Reasons for living and
their protective value: A Turkish sample. Arch Sui-
cide Res 1998;4:157–168.

59. Sahin NH, Durak BA, Ugurtas S. The validity, relia-
bility and factor structure of the Brief Symptom In-
ventory. Turk Psikiyatri Derg 2002;13:125–135.

Address reprint requests to:
Enbal Shacham, Ph.D., M.Ed.

Epidemiology and Prevention Research Group
Department of Psychiatry

Washington University School of Medicine
40 North Kingshighway, Suite 4

St. Louis, MO 63108

E-mail: shachame@epi.wustl.edu

PSYCHOLOGICAL DISTRESS AMONG AFRICAN AMERICANS 421


	Washington University School of Medicine
	Digital Commons@Becker
	2010

	Symptoms of psychological distress among African Americans seeking HIV-related mental health care
	Enbal Shacham
	Tania B. Basta
	Michael Reece
	Recommended Citation


	Symptoms of Psychological Distress among African Americans Seeking HIV-Related Mental Health Care

