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Abstract

Over the past decade, the number of individuals who have been diagnosed with HIV in nonmetropolitan areas
(population of less than 50,000 individuals) has increased; however, the majority of the research has been
conducted in metropolitan areas. Even less research has examined the levels of psychological distress among
rural individual living with HIV. The purpose of this study was to explore the nature and range of psycho-
logical distress symptoms experienced by individuals living in rural areas who had self-enrolled into HIV-
related mental health care and to compare their levels of distress to their urban counterparts accessing care at
the same clinic. Data were collected from 95 individuals who self-enrolled in HIV-related mental health at either
a rural (n=47) or urban (n=48) clinic. All participants completed the Brief Symptom Inventory (BSI), the
instrument used in this study to assess symptoms of psychological distress. Rural participants had significantly
higher mean scores on the hostility dimension of the BSI, F(1, 93) =8.77, p =0.004, than their urban counterparts.
Furthermore, the rural participants had a greater proportion of individuals who had a T-score >63, a level
indicative of a need for further psychological evaluation, for generalized anxiety, hostility, and psychoticism.
The results indicated that rural individuals presented with higher levels of symptoms of psychological distress
than their urban counterparts. These differences may be reflective of situational circumstances in rural areas
where access to care, social isolation, and perceived stigma may delay screening for, and treatment of, psy-
chological distress.

Introduction riers and access to care among rural residents. Some of the

barriers cited by rural individuals include: traveling long

HERE ARE CURRENTLY OVER 1.1 million individuals esti-

mated to be living with HIV in the United States.! While
HIV prevalence has historically been higher in urban areas,
there has been an increase in the incidence of AIDS diagnoses
in rural areas during the past decade.? In 2006, 7.2% of new
AIDS cases occurred in non-metropolitan statistical areas
(population less than 50,000).> Of those individuals who were
diagnosed in a nonmetropolitan area in 2006, 68% lived in
southern states, 74% self-identified as male, and 48% as Af-
rican American or black.?

Since the majority of individuals living with HIV reside in
urban areas, the majority of HIV-related research has been
conducted in urban settings. While the number of studies
focused on rural individuals living with HIV has increased
over the past couple of years, most have focused on the bar-

distances for medical services, lack of transportation, lack of
available services, and HIV-related stigma and discrimina-
tion.”® While barriers to care have been identified, there has
been little research conducted to assess the physical and
mental health needs of rural individuals living with HIV.
Individuals living with HIV often experience varying levels
of psychological distress following an HIV diagnosis,””
therefore, mental health care has been integrated in many
HIV-related care systems in the United States. While the pri-
mary purpose of HIV-related mental health care is to improve
psychological functioning, it has also supports an individual’s
ability to become connected with, and remain engaged in,
other HIV-related services such as primary care.'”"" Fur-
thermore, associations have been established between an in-
dividual’s participation in HIV-related mental health care and
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their increased engagement with medical and dental provid-
ers, increased medication adherence, increased maintenance
of lower-risk sexual behaviors, increased disclosure of HIV
serostatus to sexual partners, and improved overall quality of
life 111214

Despite the documented importance of integrating mental
health care services into the HIV infrastructure, rural indi-
viduals are less likely to access mental health care than their
urban counterparts.”” In the only study to date to compare
access to HIV-related mental health care between rural and
urban individuals, Reif and colleagues15 found that rural in-
dividuals were significantly less likely to have seen a mental
health care professional in the last month and last year than
their urban counterparts, despite no differences in level of
psychological distress.

A few studies have also focused on the psychological
distress of rural individuals living with HIV. One study
found that rural African Americans had significantly lower
levels of symptoms of depression than their Caucasian
counterparts.16 Furthermore, in two separate studies, over
60% of rural HIV-infected individuals reported moderate to
severe levels of depressive symptoms.'”'® This finding is
substantially higher than the 5%-31% rates of expressed
depressive symptomatology of seronegative individuals
living in rural areas.'” Furthermore, the prevalence is con-
siderably higher than urban individuals living with HIV
who self-reported symptoms indicative of a depression di-
agnosis.”>** Additional research is needed to examine the
psychological distress levels among individuals living in
rural areas in order to assist HIV service providers in ad-
dressing the unmet mental health needs of this population.
This study was designed to increase understanding of the
nature and range of psychological distress symptoms among
rural individuals with HIV seeking mental health care and
compare those to their urban counterparts.

Methods
Data collection

Data were collected from 95 individuals living with HIV
who self-enrolled at one of two publicly funded mental health
clinics, in either an urban or rural region in the southeastern
United States between January 2002 and December 2006. This
study used a cross-sectional design; all data were collected
during the routine self-reported mental health intake assess-
ment process. Participants had the option of completing the
study instruments in either English or Spanish. Those who
were unable to read the instruments were assisted by a trained
mental health provider. 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%. All proto-
cols for this study were approved by the Institutional Review
Board at Indiana University-Bloomington.

Selection of participants

Since there were more individuals receiving care during the
study period at the urban clinic, a sample of urban clients was
selected that matched the rural sample on two variables: (1)
length of diagnosis at time of enrollment and (2) age at time of
enrollment. These variables were chosen given the established

BASTA ET AL.

relationships between these variables and mental health
outcomes.'®*

Measures

During the assessment, participants completed measures of
demographic and HIV-related characteristics (gender, age,
ethnicity, sexual orientation, educational level, and income,
HIV serostatus, presence of AIDS diagnosis, and CD4 count).
Symptoms of psychological distress were assessed using the
Brief Symptom Inventory (BSI), a 53-item self-report inven-
tory.”* Previous research has demonstrated that the BSI is a
valid and reliable instrument for obtaining psychological
health status data from adult populations, with internal con-
sistency ranging from a low of 0.71 on the psychoticism di-
mension to a high of 0.85 on the depression dimension.**2
The BSI has also been used in numerous studies focusing on
HIV and is considered a valid and reliable measure for as-
sessing distress in this popula’cion.y’32 On the BSI, a T-score
equal to or greater than 63 on any dimension of psychological
distress, or “casesness,” indicates a need for further psycho-
logical evaluation because it indicates a level of distress
symptoms that exceed the norms for the tool.

Data analysis

Descriptive statistical tests were conducted to analyze the
demographic and health status characteristics of the sample.
BSI scores were transformed to T-scores so that each of the
psychological distress symptoms could be compared de-
scriptively. A dummy variable was created to categorize in-
dividuals into one group if they had a T-score greater than or
equal to 63 (“caseness”) and to categorize others into a second
group if they had a score less than 63. A two-way contingency
table analysis was conducted to evaluate whether the rural or
urban samples had statistically different proportions of indi-
viduals who met “caseness” on each of the ten BSI dimen-
sions.

A one-way analysis of variance (ANOVA) was conducted
to determine if the mean BSI scores were significantly differ-
ent on each of the BSI dimensions. In order to minimize the
risk of a type I error, the Bonferonni adjustment was made for
each of the 10 ANOVA tests; therefore, reducing the critical
value from 0.05 to 0.005. The ANOVA analyses were com-
puted using the BSI raw scores because the T-score transfor-
mation 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 16.0 (Statistical Package for the Social Sciences;
SPSS Inc., Chicago, IL).

Results
Participant description

There were no significant differences between the rural
(n=47) and urban (n = 48) samples on any of the demographic
variables or the self-reported HIV-related characteristics. The
majority of participants were men and self-identified as Black
or African-American, had earned at least a high school di-
ploma, and were unemployed. Just under half of the par-
ticipants self-identified as homosexual or gay and the
average age was 39.2 (standard deviation [SD]=7.7) years
(Table 1).
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TABLE 1. PARTICIPANT DESCRIPTION AND HIV-RELATED CHARACTERISTICS
Rural (n=47) Urban (n=48)
n/average/median SD n/average/median SD
Black or African American 32 26
Male 32 38
High school graduate 37 38
Homosexual/gay 23 23
Age 39.61 6.14 38.73 7.58
HIV diagnosis 47 48
AIDS diagnosis 10 13
MSM transmission 23 24
HIV CD4 count (cells/mm?) 580.71 323.62 419.41 196.17
AIDS CD4 count (cells/mm?) 224.60 245.35 143.41 132.01
Years since diagnosis 6.96 6.20 7.08 6.04

SD, standard deviation; MSM, men who have sex with men.

HIV-related characteristics

All of the participants had received an HIV diagnosis prior
to enrolling in mental health care given the nature of the
clinics; however, 19.0% (n=18) had also received an AIDS
diagnosis. The length since HIV diagnosis was approximately
7 years, median CD4 count for individuals with only an HIV
diagnosis upon enrollment was 467.5 cells/mm® and the me-
dian CD4 count for individuals with an AIDS diagnosis was
136.5 cells/mm?®. Finally, with respect to self-reported HIV
transmission, 67.2% of the sample reported MSM transmis-
sion (Table 1).

Symptoms of psychological distress

Across all dimensions of the BSI, scores for rural participants
were higher than those from urban participants. However,
when the BSI scores were compared between the two samples
the only significant difference, after Bonferonni adjustment,
was on the dimension of hostility. The rural sample had sig-
nificantly higher scores on this dimension, F(1,93)=28.77,
p = 0.004, than the urban sample (M = 52.81, SD = 11.08 versus
M =47.94, SD =8.76). There were no other significant differ-
ences in BSI scores between the two samples. Table 2 presents
the mean scores and standard deviations for BSI T-scores.

TABLE 2. BRIEF SYMPTOM INVENTORY T SCORES OF MALES
AND FEMALES AND INDIVIDUALS LivING wiTH HIV or AIDS

Rural (m=47) Urban (n=48)

Mean SD Mean SD
Somatization 56.13 1097  52.69 9.57
Obsessive compulsive 5319 1251  49.27 9.57
Interpersonal sensitivity — 49.80 10.01 47.88 9.88
Depression 48.96 10.45 46.42 9.79
Anxiety 49.00 1054 4694 11.57
Hostility® 52.81 11.08 4794 8.76
Phobic anxiety 50.64 11.20 50.10 9.73
Paranoid ideation 52.96 9.26 52.08 8.60
Psychoticism 52.87 10.26  48.58 9.72
Global Severity Index 56.13 11.88  49.02 9.58

p <0.05.
SD, standard deviation.

While mean differences in the dimensions of psychological
distress were nonexistent, other than hostility, there were
significant differences in the proportion of individuals in the
rural and urban samples who met caseness (an indication that
further assessment by a mental health professional is needed)
on three of the BSI dimensions. The rural participants had
greater proportion of individuals meeting caseness for the
global severity index, generalized anxiety, 3> (1, = 95) = 6.64,
p=0.01, Cramer’s V=.26; hostility, > (1, n=95)=8.63,
p=0.003, Cramer’s V =0.30, and psychoticism dimensions, x2
(1, n=95)=6.30, p=0.01, Cramer’s V =0.26, as compared to
their urban counterparts. Table 3 presents the proportion of
each sample that met caseness for each of the BSI dimensions.

Discussion

This study was conducted to compare symptoms of psy-
chological distress among rural and urban individuals who
self-enrolled in publicly-funded HIV-related mental health
care. The results of this study suggest that, despite limited

TABLE 3. PROPORTION OF SAMPLE MEETING CRITERIA
FOR CASENESS®

Qverall Rural Urban
(N=095) m=47) (n=48)
n Y% n % n %
Somatization 22 23 12 26 10 21
Obsessive 15 16 10 21 5 10
compulsivity
Interpersonal 9 9 6 13 3 6
sensitivity
Depression 11 12 7 15 4 9
Anxiety 8 8 4 9 4 9
Hostilityb 14 15 12 26 2 4
Phobic anxiety 16 17 8 17 8 17
Paranoid ideation 10 11 7 15 3 6
Psychoticism® 12 13 10 4 2 4
Global Severity 15 19 12 26 3 6
Index®

t > 63 = operational definition for diagnosis or “case” (Derogatis,
1993).
Pp < 0.05.
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differences in demographic variables, significantly more rural
individuals living with HIV expressed markedly higher levels
of overall psychological distress, hostility, and psychoticism
than their urban counterparts. Furthermore, rural individuals
had higher mean scores on the hostility dimension of psy-
chological distress. Overall higher rates of psychological dis-
tress in the rural sample, as measured in this study by the
Global Severity Index (GSI) dimension of the BSI, have been
found in previous studies.'®'® However, these results con-
tradict findings by Reif et al.'® in which no differences in
psychological distress were found between the rural and ur-
ban samples. These contradictory results may be due to dif-
ferences in samples. The participants in the Reif et al.'® study
were recruited from Infectious Disease clinics and were not all
actively engaged in mental health services. In fact, only 27% of
the participants had received services from a mental health
provider within the past year. The sample is this study is
inherently different because all of the participants self-enrolled
in mental health services with a mental health provider.
Therefore, it can be inferred that the participants in this study
all perceived the need for mental health services. Perhaps, if
the Reif et al."® study had compared psychological distress
among individuals who were engaged in care, the results
would have been similar.

It has been clearly documented that individuals living with
HIV in rural areas travel significant distances for HIV-related
care either due to a lack of health care professionals in their
hometown®” or due to the perceived stigma they would en-
counter if others in their area learned of their HIV status or
that they were seeking mental health care.>>® Therefore, this
limited access to mental health care resources provides chal-
lenges to screening and treating psychological distress. Due to
these limited resources, rural individuals may be less likely to
identify the need for mental health care as an integral com-
ponent for their HIV care, less likely to know about available
treatment options, and more likely to defer seeking treatment.
Of particular interest in this study is the proportion of indi-
viduals meeting caseness for hostility and psychoticism in the
rural sample. Of the 14 individuals who met caseness for
hostility, 12 were from the rural sample. One possible expla-
nation for the significantly higher number of individuals re-
porting high levels of hostility in the rural sample may be
reflective of situational circumstances in rural areas. There are
few HIV-related resources in rural areas, making it difficult to
access not only health services, but ancillary services includ-
ing support groups.'® Even though many online resources
currently exist to connect individuals living with HIV, in-
cluding chat rooms and online support groups, many rural
areas do not have internet access and many low-income in-
dividuals do not have access to computers.” This social iso-
lation may have contributed to hostility expressed among the
rural individuals in this sample.

Additionally, the culture of small communities in rural
areas may have increased the feelings of hostility in relation-
ship to perceived and/or experienced stigma among indi-
viduals many rural areas, where residents know everyone
and word can spread quickly especially related to health
status and HIV infection. Therefore, individuals may have felt
that they must keep their status a secret in an effort to prevent
HIV-related stigma and persecution from the community. The
items on the BSI which measured hostility in this study as-
sessed how many times in the past week an individual has
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“had urges to beat, injure, or harm someone” or “had urges to
break or smash things.” Since this may have been the first time
these individuals were asked to express their psychological
distress, their frustration may have translated to types of de-
pression or anxiety that were expressed in this hostile manner.
Regardless, these findings suggest a need to further examine
individuals who score highly on the hostility sub-scale and to
provide anger management counseling and other coping
skills. The proportion of rural individuals who met the case-
ness for psychoticism (10/12) may also be associated with
reflection of lack of health services and resources in rural ar-
eas, which may contribute to delayed screening and referral
for mental health issues.

There are limitations to the study that should be discussed.
The study sample was relatively small (1 =95) which pro-
vided only enough power to detect large effect sizes® as well
as limited the type of inferential analyses that could be con-
ducted. It is possible that with a larger sample size more
differences in psychological distress would have been iden-
tified between the rural and urban sample. The study sample
was also drawn from two HIV-related mental health clinics in
the same southern state. As a result, there may be unique
characteristics about the clinics, the types of individuals who
seek care there, and perhaps the types of social service pro-
viders from other agencies who provide referrals to the clinic,
which might have introduced bias in to the study. These
factors limit the generalizability of the results to other popu-
lations living with HIV. However, the clinics where this study
was conducted are similar to other mental health and social
service agencies that are publicly funded systems of care in
areas of high HIV prevalence.

In summary, the results in this study highlight the need for
HIV-related mental health care in rural areas. Given the dis-
parities in mental health between rural and urban individuals
in this study, there needs to be more research conducted to
assess the specific mental health needs of rural individuals
living with HIV. Specifically, studies need to be conducted
with larger sample sizes in order to increase the power of the
study as well as to allow for higher level statistical analyses.
Furthermore, while it may not be feasible to have a mental
health practitioner in all rural areas, more effort needs to be
done to increase the availability of services to individuals who
are positive, including the possibility of alternative methods
of service delivery (telemedicine, Internet-based, etc.).
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