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				Abstract

				Introduction. The Beck Depression Inventory (BDI-IA) is the most widely used instrument for assessing depression symptoms. Although it has been validated in the Mexican population, it has not been tested in people living with HIV (PLWH), who tend to have symptoms difficult to distinguish from those associated with viral infection. Objective. We obtained the psychometric properties, sensitivity, specificity, and cut-off points to distinguish between a depressive episode, adjustment disorder and no symptoms. Method. Prospective study with 2,022 PLWH (88% men), who completed the BDI-IA between 2016 and 2017. Subjects had a mean age of 31.9 ± 9.3 years, with 12.0 ± 5.6 years of schooling, and 4.5 ± 4.3 years since diagnosis. The differentiation of items, internal consistency, factor analysis, and calculation of sensitivity and specificity were tested. Results. A Cronbach’s alpha coefficient of .91 was obtained. Through factorial analysis with orthogonal rotation (av-erage intercorrelations r = .40, KMO .929), we obtained three factors: general factor of depression, somatic, and cognition, which explained 39.7%, 6.01%, and 5.49% of the variance, respectively. Only the items in the first factor (the short version with 12 items) were tested. With a cut-off point of 11, it had 85.5% sensitivity and 76% specificity [(AUC) = .865, 95% CI [.83, .90], p ≤ .001], and distinguished major depressive disorder from cases without mental symptoms. Discussion and conclusion. We show that the short version of the BDI-IA is reliable, valid, sensitive, and specific for evaluating depression symptoms comorbid with HIV infection.

				Keywords: Depression, HIV, reliability, validity.

				Resumen

				Introducción. El Inventario de Depresión de Beck (IDB-IA) es el instrumento más usado para evaluar sín-tomas depresivos, y aunque ha sido validado en población mexicana, no se ha probado en personas que viven con VIH (PVV), quienes suelen tener síntomas difíciles de distinguir de los asociados a infección viral. Objetivo. Obtuvimos las propiedades psicométricas, sensibilidad, especificidad y puntos de corte para dis-tinguir entre episodio depresivo, trastorno adaptativo y sin síntomas. Método. Estudio prospectivo con 2,022 PVV (88% hombres) quienes completaron el IDB-IA entre 2016 y 2017. La media de edad fue 31.9 ± 9.3 años, 12.0 ± 5.6 años de educación y 4.5 ± 4.3 años de diagnóstico. Se probó la diferenciación de reactivos, consistencia interna, análisis factorial y cálculo de la sensibilidad y especificidad. Resultados. Se obtuvo un coeficiente alfa de Cronbach de .91. Mediante el análisis factorial con rotación ortogonal (intercorrelaciones promedio r = .40, KMO .929), obtuvimos tres factores: factor general de la depresión, somático y cognición; que explicaron el 39.7%, 6.01%, 5.49% de la varianza, respectivamente. Se probaron sólo los reactivos del primer factor (versión corta de 12 ítems) con un punto de corte de 11, tuvo 85.5% de sensibilidad y 76% de especificidad [(ABC) = .865, IC 95% [.83, .90], p ≤ .001] y diferenció el trastorno depresivo mayor de los casos sin sintomatología mental. Discusión y conclusión. Demostramos que la versión corta del IDB-IA es confiable, válida, sensible y específica para evaluar síntomas depresivos comórbidos a la infección por VIH.

				Palabras clave: Depresión, VIH, confiabilidad, validez.
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				Introduction

				Since the emergence of antiretroviral treatment (ART) worldwide, infection by the human immunodeficiency vi-rus (HIV) has no longer been regarded as fatal. Until 2018, a prevalence of .18% to .32% was estimated in the general population ages 15 to 49, with new cases appearing every year. HIV causes immune dysfunction, which can become serious, progressive, and disabling when there are delays in case detection or in the absence of treatment (Censida, 2018a; Dávila, Castellanos, & García, 2015).

				In addition to immunosuppression and opportunis-tic diseases, infection-associated comorbidities have been described, including mental disorders (Censida, 2018b). Depression has been reported as one of the main mental health problems affecting people living with HIV (PLWH), as demonstrated by a reported prevalence between 12% and 40%, obtained using various methodologies (Chichetto et al., 2020; Ciesla & Roberts, 2001; Nanni, Caruso, Mitchell, Meggiolaro, & Grassi, 2015; Vos et al., 2015; White et al., 2015; Wolff, Alvarado, & Wolff, 2010).

				Depression is defined as a mood disorder characterized by an individual’s loss of the capacity to take an interest in and enjoy everyday things, expressed as sadness, loss of interest or pleasure, feelings of guilt or lack of self-esteem, sleep, or appetite disorders, feeling tired, and lack of con-centration (American Psychiatric Association, 2015).

				It has been reported that psychosocial factors such as stigma, social isolation, negative emotional burden, and self-stigma could be associated with certain mental health problems reported in PLWH. However, the tropism of the virus and the effects of antiretroviral treatment (ART) have also been found to be related to the presence of depression symptoms (Govender & Schlebusch, 2012; Hudelson & Cluver, 2015; Mendoza, Ramírez, & Morales, 2013).

				Screening and evaluating depression symptoms in this population is important because of the increase in these symptoms, which in turn are associated with the growth of physical health problems and a decrease in functional-ity related to the symptoms and chronicity of the infection itself (Berger-Greenstein et al., 2007; Gonzalez, Batchelder, Psaros, & Safren, 2011; Hammond et al., 2016; Kalichman, Rompa, & Cage, 2000). Depression symptoms are also linked to lower adherence to ART, reducing the subjective feeling of well-being and worsening the perception of over-all health status. More objectively, failure to adhere to treat-ment can lead to resistance to ART drugs, the only treatment method currently available for HIV infection (Chichetto et al., 2020; Engler, Lènàrt, Lessard, Toupin, & Lebouché, 2018; Nanni et al., 2015; Turan et al., 2019; Gebreyesus, Belay, Berhe, & Haile, 2020; Uthman, Magidson, Safren, & Nachega, 2014).

				Depression symptoms and advanced stages of HIV in-fection (C3) may present similar symptoms: anergy, alter-

			

		

		
			
				ations in the sleep-wake cycle, appetite, psychomotor skills, libido, and cognitive function (Pala et al., 2016; Sowa, Bengtson, Gaynes, & Pence, 2016).

				Some researchers (Pala et al., 2016; Sowa et al., 2016; Tsai, 2014) have questioned the use of BDI-IA in PLWH because of the high correlations between the somatic com-ponent of depression and symptomatic variables of HIV in-fection, such as fatigue, wasting syndrome, the number of opportunistic diseases and the CD4 cell count. These find-ings indicate that symptomatic carriers should be evaluated with instruments that do not include questions on somatic factors, while depression scores require different interpreta-tions from those for the general population.

				Although there are currently several validated instru-ments for measuring depression in Mexico, none have demonstrated their psychometric properties and utility in PLWH. We therefore obtained the reliability, construct va-lidity, sensitivity, and specificity of a short version of the BDI-IA for PLWH patients with depressive episode, adjust-ment disorder, and no depression symptoms.

				We objective was obtain the internal consistency, fac-torial structure, sensitivity, and specificity of a short version of the BDI-IA in PLWH that enables one to evaluate and distinguish cases with a depressive episode, adjustment dis-order, or no depression symptoms.

				Method

				Study design

				This is a cross-sectional, prospective, correlational study conducted between January 2016 and December 2017.

				Place

				Leading public health institution in the diagnosis and treat-ment of HIV-infected patients living in Mexico City who do not receive care from any other health system.

				Measurements

				The Beck Depression Inventory (BDI-IA) is a self-ad-ministered questionnaire designed to measure depression symptoms during the past week (Valdés et al., 2017). The 21-item inventory has an answer scale with four points for each item, with total scores ranging from 0 to 63 points (Beck & Steer, 1984; Beck, Steer, & Carbin, 1988).

				There are hundreds of published studies on the BDI-IA confirming its psychometric properties in different samples that support its cultural equivalence (Muhktar & Oei, 2008; Steer, Clark, Beck, & Ranieri, 1999). It has numerous ad-vantages including the fact that since it is self-applicable, once it has been adapted and validated for a population, 
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				it can be used in everyday clinical practice (Torres-Cas-tillo, Hernández-Malpica, & Ortega-Soto, 1991). It can be administered by health personnel not involved in mental health, provided mechanisms are in place to refer patients in the event they test positive.

				The BDI-IA groups these symptoms into various factors: cognitive-affective and somatic, which explain 37.41% and 6.28% of the variance respectively. Regarding reliability, internal consistency coefficients from .76 to .95 have been found, as well as (r) test-retest coefficients from .48 to .86 (Beltrán, Freyre, & Hernández-Guzmán, 2012; González-Celis Rangel, 2009; Rodríguez et al., 2012; Tsai, 2014). The BDI-IA version, standardized by Jurado et al. (1998), is still widely used in Mexico. In the validation, they reported an internal consistency of .87 for the total invento-ry, mean correlations with the Zung Self-Rating Depression Scale of .65, and in the factor analysis they reported three factors: negative attitudes towards oneself, performance de-terioration, and somatic alteration.

				We used the Mexican version of the BDI-IA (Jurado et al., 1998) and then we obtained a short version based on the results of the factor analysis using principal component analysis.

				The mental health diagnosis made by the profession-al (a psychologist or a psychiatrist) was identified accord-ing to the criteria of the American Psychiatric Association (APA, 2015) and based on the codes in the Internation-al Classification of Diseases, Tenth Revision (ICD-10) (World Health Organization, 2000): no mental disorder symptoms, adjustment disorder symptoms, and major depressive disorder symptoms. In the case of adjustment disorder, the criteria included the emergence of emotion-al or behavioral symptoms in response to an identifiable stressor that occurs within three months of the presence of the stressor, clinically expressed as a) greater discomfort than expected in response to the stressor and b) signifi-cant impairment of social or work (or academic) activ-ity. The criteria for major depressive disorder included five or more of the following symptoms for at least two weeks: low mood most of the time, anhedonia, hyporexia or hyperorexia, insomnia or hypersomnia, cognitive im-pairment, psychomotor impairment, anergy, ideas of dis-ability or guilt, thoughts of death and suicidal ideation (APA, 2015).

				Inclusion criteria

				Participants > 18 years with a diagnosis of HIV infection.

				Having attended an evaluation session to start treatment, with an interconsultation with the inter-nal medicine and/or infectious disease department.

				Having voluntarily participated in the study.

			

		

		
			
				Exclusion criteria

				Having symptoms of advanced infection (stage C3).

				Having a diagnosis of a serious mental disorder: attempted suicide, difficult-to-treat major depres-sive disorder, bipolar disorder, schizophrenia, or any psychotic disorder.

				Procedure

				The study was conducted at a cutting-edge unit of the Mexi-co City Health Secretariat that provides outpatient care for PLWH over 18 years old. After the medical evaluation, all patients diagnosed with HIV were routinely assessed by the Mental Health service and the Antiretroviral Adherence Clinic of the unit. This assessment is randomly conducted by psychology personnel to detect any relevant psychopatholo-gy that could hamper or jeopardize the onset of antiretrovi-ral therapy. If necessary, a psychiatric interconsultation and evaluation are undertaken. Subsequently, ART is begun by consensus in the Internal Medicine/Infectology department, based on the recommendations issued during this evaluation.

				The study was conducted in two stages. The first, pilot-ing the questionnaire, took place during the first two weeks. Patients who came to the clinic in those two weeks, from Monday to Thursday from 10 a.m. to 5 p.m., were invited to participate by filling out the questionnaire on their own. During this first phase, subjects were asked whether they understood the questions and the answer options to identi-fy any misleading words in the application forms (Carrete-ro-Dios & Pérez, 2005; Guillemin, 1995).

				During the second phase (application), all patients who attended from the third week of January 2016 to the third week of December 2017 were invited to participate at the same time from Monday to Thursday from 10 a.m. to 5 p.m. Those who agreed to participate filled out the informed con-sent form guaranteeing data confidentiality and the differen-tial handling of the cases. They then proceeded to answer the cover sheet of the questionnaire that included variables such as age, gender, years of schooling, length of time since di-agnosis, last value of viral load and CD4 cells, and the BDI-IA version. Based on the calculation of the sample size of Mexican prevalence studies (Bautista-Arredondo, Colchero, Romero, Conde-Glez, & Sosa-Rubí, 2013), and considering the estimated prevalence for CDMX and the probability that a man who has sex with men could be HIV positive, a mini-mum of 90 observations per month was considered. The study was conducted until the minimum sample was achieved.

				Statistical analysis

				SPSS Statistics 25 was used for the analysis. For the descrip-tion of the sample, we used central tendency and variability measures for both the demographic variables and the viral 
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				load count and CD4 cells at the time of evaluation, as well as the Student’s t test to calculate the differences in sociode-mographic variables (p < .05). For the confirmatory factor analysis (CFA) with structural equations we used SPSS 22.

				The data were analyzed according to the guidelines provided by Carretero-Dios and Pérez (2005), Nunnally and Bernstein, (1994) and Reyes-Lagunes and García y Barragán (2008) for psychometric assessment.

				Item-by-item frequency analysis to determine whether all the answer options were attractive.

				Discrimination analysis through Student’s t test with extreme quartiles. Items whose t was not sig-nificant (p > .05) were eliminated.

				Item-by-item cross tables to observe the direction.

				Internal Consistency Analysis.

				Items that passed the internal consistency criteria were used to make an intercorrelation to determine the type of rotation to be carried out in the factor analysis.

				As moderate intercorrelations were obtained, an exploratory factor analysis with orthogonal ro-tation was conducted. The principal components were obtained, and the Cattell breaking point was revised to determine the number of real factors. To consider an item within a factor, we considered a factorial load of ≥ .40.

				Cronbach’s alpha coefficient was obtained from the total number of questions that passed the factor analysis criteria, as well as for each of the factors.

				A CFA was performed using the Maximum Like-lihood method. The fit of the data to the model was evaluated based on current recommendations (Byrne, 2010), using the X2/df ratio, the mean square root of the approximation error (RMSEA), with its associated confidence interval of 90%, the comparative fit index (CFI), and the Tucker-Lew-is Index (TLI). Two unifactorial models and one with three factorial factors were evaluated to de-termine the degree of adjustment of each one to the structure of the questionnaire.

				A short version of the IDB-IA was obtained with the 12 items that explained the highest percentage of 

			

		

		
			
				the variance with the highest reliability coefficient and achieved acceptable parameters in the CFA.

				The cut-off points were obtained from the dis-tribution of the sample in the short, 12-question version (the factor with the highest percentage of explained variance). As for the mental health diagnosis, the sensitivity and specificity of those cut-off points were obtained, with the respective Receiver Operating Characteristic (ROC) curve.

				Ethical considerations

				Patients were invited to participate by researchers while they were waiting for this evaluation by the Mental Health Department, in keeping with the requirements of the Decla-ration of Helsinki 1975 for research in humans. The proto-col was authorized by the Ethics Committe of the Condesa Specialized Clinic (Clínica Especializada Condesa).

				Only subjects who agreed to participate answered the questionnaire, without receiving remuneration for their par-ticipation. When the questionnaires were collected, subjects were informed that, in addition to the fact that the confidenti-ality of their data would be guaranteed, if they needed to talk about any of the issues in the questionnaire or had any partic-ular concern, they could make an appointment in the mental health area of the unit (World Medical Association, 2013).

				Results

				Out of a total of 3,380 applicants who agreed to participate, 2,050 were diagnosed with adjustment disorder symptoms, major depressive disorder symptoms, or no symptoms of mental disorder. Twenty-eight applications (1%) with more than three unanswered items were eliminated. This left 2,022 subjects (88% men) who had completed the question-naire, with an average age of 31.9 ± 9.3 years, 12.0 ± 5.6 years of schooling and 4.5 ± 4.3 years since their confirmed diagnosis. Table 1 shows the sociodemographic character-istics, the mean years of diagnosis, and the score on the questionnaire. Statistically significant differences were only observed in years of schooling, with men reporting more years of schooling than women.

			

		

		
			
				
					Table 1

					Sociodemographic characteristics of sample studied

				

				
					Variable

				

				
					Total

					N = 2022

				

				
					Women

					N = 242

				

				
					Men

					N = 1780

				

				
					t

					*p < .01

				

				
					Age, years

				

				
					31.9 (9.3)

				

				
					28.2 (10.9)

				

				
					33.5 (15.1)

				

				
					1.349

				

				
					Schooling, years

				

				
					12.3 (5.6)

				

				
					9.3 (3.0)

				

				
					12.8 (9.1)

				

				
					2.050*

				

				
					Diagnosis, years

				

				
					4.5 (4.3)

				

				
					4.2 (4.0)

				

				
					4.8 (4.8)

				

				
					.124

				

				
					BDI-IA Score

				

				
					11.0 (10.2)

				

				
					13.0 (11.3)

				

				
					10.7 (10.0)

				

				
					1.183

				

				
					Notes: BDI-IA: Beck Depression Inventory-IA; Mean (standard deviation).
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				Regarding the discrimination between items, since an av-erage of t = 7.77 (p < .05) was obtained between the groups at either extreme, no item was eliminated because of this crite-rion. An average Cronbach’s α of .91 was obtained for the 21 questions. No items were removed because of this criterion.

				For factor analysis, an orthogonal rotation (intercor-relations r = .40 p < .01) was used. The Kaiser-Meyer-Olkin measure of sufficiency for the sample was .929. As can be seen from Table 2, items were grouped into three factors.

				The first factor (arranged from the highest to the low-est factorial load) grouped together the items of negative 

			

		

		
			
				self-perception or general depression factor (39.7% of explained variance). The second comprised the questions referring to the somatic factor (explaining 6.01% of the variance), while the third included the item on social dys-function (5.49% of explained variance).

				As we can see in Table 3, the “negative self-percep-tion” factor obtained a Cronbach’s α of .89, the “somatic” factor .80 and the “social dysfunction” factor .66.

				According to the CFA indices of the two models evalu-ated, the one- and three-factor models fit the data adequate-ly. The indices can be observed in Table 4, with a Hoelter adjustment index of 465 for n = 2022.

				Items in the first factor were analyzed as if they com-prised the whole questionnaire (12 versus 21 items) and the mean scores were obtained in patients diagnosed with symptoms of major depressive disorder (n = 291), adjust-ment disorder (n = 809), and without symptoms. (n = 922). It was found that with a cut-off point of 11 no statistically significant differences were observed between groups above and below 11 in infection variables such as viral load, CD4, or years since diagnosis, (t = 1.70 to 3.25, p = .09), although they were observed among patients with symptoms of ma-jor depressive disorder and without symptoms of mental disorder, yielding an area under the curve of 86.5% (AUC) = .865; 95% CI [.83, .90], p ≤ .001 (Figure 1).

				Discussion and conclusion

				This study tested the reliability and validity of the Mexi-can version of the BDI-IA in Mexican PLWH, and a short version was obtained based on the factor that explained the highest percentage of variance according to and supported by the CFA.

				We consider that the results obtained for reliability and validity using the CFA support a short version for the screen-ing of depression symptoms specifically for patients with HIV.

			

		

		
			
				
					Table 2

					Rotated component matrix with factor loads (> .40)

				

				
					Component

				

				
					Item

				

				
					1

				

				
					2

				

				
					3

				

				
					Sense of failure

				

				
					.716

				

				
					Displeasure with oneself

				

				
					.695

				

				
					Guilt

				

				
					.686

				

				
					Punishment

				

				
					.675

				

				
					Pessimism

				

				
					.660

				

				
					Suicide ideation

				

				
					.629

				

				
					Sadness

				

				
					.604

				

				
					Anhedonia

				

				
					.599

				

				
					Self-criticism

				

				
					.573

				

				
					Indecisiveness

				

				
					.516

				

				
					Crying

				

				
					.411

				

				
					Tiredness

				

				
					.701

				

				
					Difficulty working

				

				
					.653

				

				
					Somatic work

				

				
					.647

				

				
					Hiporexia

				

				
					.623

				

				
					Insomnia

				

				
					.549

				

				
					Weight loss

				

				
					.525

				

				
					Loss of libido

				

				
					.454

				

				
					Social isolation

				

				
					.591

				

				
					Irritability

				

				
					.585

				

				
					Change in body image

				

				
					.547

				

			

		

		
			
				
					Table 3

					Psychometric Properties of BDI-IA in PLWH

				

				
					Factor (# items)

				

				
					Average score/ 

					range: 0-3

				

				
					Cronbach’s α

				

				
					Explained

					variance (%)

				

				
					Item- total

					correlation

				

				
					Negative perception of self (10)

				

				
					.44

				

				
					.89

				

				
					39.7%

				

				
					.52-.75

				

				
					Somatic (8)

				

				
					.57

				

				
					.80

				

				
					6.01%

				

				
					.38-.66

				

				
					Social Dysfunction (3)

				

				
					.65

				

				
					.66

				

				
					5.49%

				

				
					.40-.69

				

				
					Total BDI

				

				
					.91

				

				
					51.2%

				

			

		

		
			
				
					Table 4

					Factorial structures analyzed and adjustment indices obtained for the BDI-IA in PLWH

				

				
					Factorial structure

				

				
					X2/df

				

				
					TLI

				

				
					CFI

				

				
					RMSEA

				

				
					Unifactorial: All items are grouped into a single factor

				

				
					15.83

				

				
					.919

				

				
					.923

				

				
					.070 (.068-.072)

				

				
					Three factors: Items are grouped into three different but correlated factors

				

				
					11.54

				

				
					.929

				

				
					.938

				

				
					.053 (.051-.055)
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				Replicating the methodology of the BDI-IA validation study for the Mexican population and analyzing the data in relation to the HIV infection variables, such as years of diagnosis, viral load, and CD4 cells was a good decision. Although we failed to find any differences in the compari-son of groups based on the median age, we did report them in the years of schooling variable, in which men had more schooling. Although educational attainment has been de-fined as a variable that may increase the risk of acquiring HIV infection, we do not consider it to be a variable that has made it difficult to understand the questions in the case of women, who had a mean age comparable to age for hav-ing completed secondary school (Bautista-Arredondo et al., 2013).

				The internal consistency coefficients of the question-naire are comparable with the original version and the ver-sion adapted for the Mexican population, which supports the reliability of this version of the questionnaire in this HIV population. With respect to other published versions, the internal consistency coefficients of the BDI-IA were like those of the original version and slightly higher than those of the Mexican version. We obtained construct validity, thereby replicating the psychometric analysis procedure of the original version, and updated it with the current criteria, using CFA (DiPrete, Pence, Grelotti, & Gaynes, 2018). This means that we can have a tool in Mexico for screening for depression symptoms in PLWH since several authors have highlighted the need for methods that have been validated in this population, which could be used on a massive scale 

			

		

		
			
				and incorporated into decision-making (Eshun-Wilson et al., 2018; Perazzo et al., 2020).

				In this study, we obtained data on cut-off points accord-ing to the diagnoses of adjustment disorder and major de-pressive disorder. We consider that this finding could be ben-eficial for use in outpatient settings for PLWH care (DiPrete et al., 2018). A cut-off point of > 11 is suggested to be able to more specifically evaluate the depression symptoms of a PLWH who is going to begin ART, and above all, to confirm a diagnosis, provide treatment for depression by being clear about which symptoms existed prior to treatment, and be able to provide multidisciplinary management for these patients.

				This is because we excluded participants with HIV symptoms compatible with an advanced stage of infection since, as we mentioned, several of the criticisms leveled at the use of both the BDI-IA and BDI-II state that the pres-ence of symptoms of the infection could be associated with a ceiling effect in the Beck questionnaire scores, especially the somatic factor. This was one of the reasons for using the first version of the questionnaire. Since it has been stud-ied more than the second version, there are more data and suggested methods for distinguishing somatic depression symptoms from those due to the progression of HIV. We analyzed the scores above and below the median viral load, CD4 cells and years since diagnosis, because a mixture of higher viral load and fewer defenses is associated with a more advanced degree of infection. Moreover, after cross-ing it with an expert’s diagnosis, we can provide a better explanation associated with HIV symptoms or the somatic symptoms of depression (Chichetto et al., 2020; Ciesla & Roberts, 2001; Nanni et al., 2015; Vos et al., 2015; White et al., 2015; Wolff, Alvarado, & Wolff, 2010).

				Nevertheless, this study has certain methodological limitations, such as using a sample of participants only from Mexico City (CDMX), obtained at a specific facility, and including very few women, which could mean that the com-parisons by gender are skewed and may be more represen-tative of CDMX men living with HIV rather than PLWH in general. This suggests we should continue with this line of research in groups of women living with HIV and in groups of PLWH in other parts of Mexico. In addition to the effect of infection on mood, there are psychosocial factors such as stigma, discrimination, and social support that may have a negative impact on mood, which are variables we did not consider for the purpose of this study (Hammond et al., 2016; Chichetto et al., 2020).

				Not having a random sample may also have skewed the data, since only “regular” patients were considered. In oth-er words, these patients do not have as many psychosocial challenges as those who are unable to attend on a regular basis due to psychosocial barriers, in whom we would ex-pect to see a greater presence of affective symptoms.

				A short version is therefore proposed since it has proved reliable, valid, sensitive, and specific for use with patients 
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					Figure 1. COR curve with an 11 cut-off point of the short version of the BDI-IA between major depressive disorder symptoms and no symptoms.
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				with HIV and considers a cut-off point of ≥ 11 to more ex-haustively evaluate symptoms that may be compatible with major depressive disorder.
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					0

				

				
					I don’t feel sad.

				

				
					1

				

				
					I feel sad.

				

				
					2

				

				
					I feel sad all the time and I can’t shake off that feeling.

				

				
					3

				

				
					I feel so sad or unhappy I can’t bear it.

				

				
					2)

				

				
					0

				

				
					I am not particularly discouraged about the future

				

				
					1

				

				
					I feel discouraged about the future.

				

				
					2

				

				
					I feel I cannot expect anything from the future.

				

				
					3

				

				
					I feel that the future irremediable and that things cannot im-prove.

				

				
					3)

				

				
					0

				

				
					I don’t feel a failure.

				

				
					1

				

				
					I feel I have failed more than a normal person.

				

				
					2

				

				
					When I look back, the only thing I can see in my life is a bunch of failures.

				

				
					3

				

				
					I feel I am a complete failure as a person.

				

				
					4)

				

				
					0

				

				
					I continue to obtain as much pleasure from things as before.

				

				
					1

				

				
					I don’t enjoy things as much as I used to.

				

				
					2

				

				
					Nothing really satisfies me anymore.

				

				
					3

				

				
					I find everything boring or unpleasant.

				

				
					5)

				

				
					0

				

				
					I don’t feel particularly guilty.

				

				
					1

				

				
					I feel guilty most of the time.

				

				
					2

				

				
					I feel quite guilty most of the time.

				

				
					3

				

				
					I feel guilty all the time.

				

				
					6)

				

				
					0

				

				
					I don’t feel I am being punished.

				

				
					1

				

				
					I feel I might be being punished.

				

				
					2

				

				
					I expect to be punished.

				

				
					3

				

				
					I feel I am being punished.

				

			

		

		
			
				APPENDIX

				This questionnaire contains groups of sentences. Please read each one carefully and choose ONE sentence from each group that best describes how YOU HAVE FELT IN THE PAST WEEK, INCLUDING TODAY. Put an “X” in the number next to the sentence you chose.

				If several sentences from each group are equally important, circle each of them.

				MAKE SURE TO READ ALL THE SENTENCES IN EACH GROUP BEFORE MAKING YOUR CHOICE.

			

		

		
			
				
					7)

				

				
					0

				

				
					I don’t feel disappointed in myself.

				

				
					1

				

				
					I feel disappointed with myself.

				

				
					2

				

				
					I feel fed up with myself.

				

				
					3

				

				
					I hate myself.

				

				
					8)

				

				
					0

				

				
					I don’t feel worse than other people.

				

				
					1

				

				
					I criticize myself for my weakness or mistakes.

				

				
					2

				

				
					I blame myself all the time for my faults.

				

				
					3

				

				
					I blame myself for all the bad things that happen.

				

				
					9)

				

				
					0

				

				
					I am not planning to kill myself.

				

				
					1

				

				
					I have ideas about killing myself, but I don’t carry them out.

				

				
					2

				

				
					I would like to kill myself.

				

				
					3

				

				
					I would kill myself if I could.

				

				
					10)

				

				
					0

				

				
					I don’t cry more than usual.

				

				
					1

				

				
					I cry more than before.

				

				
					2

				

				
					Now I cry all the time.

				

				
					3

				

				
					Before I was capable of crying but now, I can never cry even if I want to.

				

				
					11)

				

				
					0

				

				
					I make the same decisions I usually do.

				

				
					1

				

				
					I avoid making decisions more than before.

				

				
					2

				

				
					I find it more difficult to make decisions than I did before.

				

				
					3

				

				
					I can’t make decisions any more.

				

				
					12)

				

				
					0

				

				
					I have not noticed any recent changes in my interest in sex.

				

				
					1

				

				
					I am less interested in sex than I used to be.

				

				
					2

				

				
					I am much less interested in sex now.

				

				
					3

				

				
					I have completely lost interest in sex.

				

			

		

	OEBPS/image/24.png





OEBPS/image/38.png





OEBPS/image/68.png





OEBPS/toc.xhtml

		
			
			


		
		
		PageList


			
						287


						288


						289


						290


						291


						292


						293


						294


			


		
		
		Landmarks


			
						Cover


			


		
	

OEBPS/image/8.png





OEBPS/image/70.png





OEBPS/image/Logo_Salud_mental.png
salud mental





OEBPS/image/23.png
10.





OEBPS/image/32.png





OEBPS/image/45.png





OEBPS/image/22.png
v





OEBPS/image/Art2580_-_Figura_1.png
—





OEBPS/image/6.png





OEBPS/image/31.png





OEBPS/image/18.png





OEBPS/image/by-nc.png
(DS





OEBPS/image/47.png





OEBPS/image/1.png
salud mental

ORIGINAL ARTICLE
Volume 44, Issue 6, November-December 2021
doi: 10.17711/SM.0185-3325.2021.037

Beck Depression Inventory (BDI-IA) adapted for HIV:
Psychometric properties, sensitivity & specificity

in depressive episodes, adjustment disorder

& without symptomatology

Victor Rodriguez-Pérez,' Alicia Pifieirua Menéndez,? Claudia Ramirez-Renteria,® José Antonio Mata Marin#

Universidad  Tecnolégica  de
México — UNITEC MEXICO -
Campus Ecatepec, Estado de
México, México.

N

Direccién de Afencion  Integral,
Centro Nacional para la Pre-
vencién y Control del VIH y el sida,
Ciudad de México, México.

UIM de Enfermedades Endécrinas,
Hospital de Especialidades, Centro
Médico Nacional Siglo XX, Insti-
tuto Mexicano del Seguro Socidl,
Ciudad de México, México.
Hospital de Infectologia, CMN La
Raza, Insfituto Mexicano del Se-
guro Social, Ciudad de México,
México.

w

IS

Correspondence:
Victor Rodriguez Pérez
Clinica  de  Adherencia  a

Antirretrovirales y Polifarmacia de la
Clinica Especializada Condesa.
Cral. Benjamin Hill 24,

Colonia Condesa,

06140 Cuauhtémoc,

Ciudad de México, México.

Phone: +52 (55) 55158311

Email: victor.psicologoacademico@

gmail.com

Received: 11 May 2020
Accepted: 25 January 2021

Citation:

Rodriguez-Pérez, V., Pifieirua Menén-
dez, A., RamirezRenteria, C., &
Mata Marin, J. A. (2021). Beck
Depression Inventory (BDHA| adapt
ed for HIV: Psychometiic properties,
sensitivity & specificily in depressive
episodes, adjusiment disorder & with-
out symptomatology. Salud Mental,
4416}, 287-294.

DOI: 10.17711/5M.0185-3325.2021.037

Salud Mental | www.revistasaludmental.mx

ABSTRACT

Introduction. The Beck Depression Inventory (BDI-IA) is the most widely used instrument for assessing
depression symptoms. Although it has been validated in the Mexican population, it has not been tested in
people living with HIV (PLWH), who tend to have symptoms difficult to distinguish from those associated with
viral infection. Objective. We obtained the psychometric properties, sensitivity, specificity, and cut-off points to
distinguish between a depressive episode, adjustment disorder and no symptoms. Method. Prospective study
with 2,022 PLWH (88% men), who completed the BDI-IA between 2016 and 2017. Subjects had a mean age of
31.9 + 9.3 years, with 12.0 £ 5.6 years of schooling, and 4.5 £ 4.3 years since diagnosis. The differentiation of
items, internal consistency, factor analysis, and calculation of sensitivity and specificity were tested. Results.
A Cronbach’s alpha coefficient of .91 was obtained. Through factorial analysis with orthogonal rotation (av-
erage intercorrelations r = .40, KMO .929), we obtained three factors: general factor of depression, somatic,
and cognition, which explained 39.7%, 6.01%, and 5.49% of the variance, respectively. Only the items in the
first factor (the short version with 12 items) were tested. With a cut-off point of 11, it had 85.5% sensitivity and
76% specificity [(AUC) = .865, 95% CI [.83, .90], p < .001], and distinguished major depressive disorder from
cases without mental symptoms. Discussion and conclusion. We show that the short version of the BDI-
IA is reliable, valid, sensitive, and specific for evaluating depression symptoms comorbid with HIV infection.

Keywords: Depression, HIV, reliability, validity.

RESUMEN

Introduccion. El Inventario de Depresion de Beck (IDB-IA) es el instrumento mas usado para evaluar sin-
tomas depresivos, y aunque ha sido validado en poblacién mexicana, no se ha probado en personas que
viven con VIH (PVV), quienes suelen tener sintomas dificiles de distinguir de los asociados a infeccién viral.
Objetivo. Obtuvimos las propiedades psicométricas, sensibilidad, especificidad y puntos de corte para dis-
tinguir entre episodio depresivo, trastorno adaptativo y sin sintomas. Método. Estudio prospectivo con 2,022
PVV (88% hombres) quienes completaron el IDB-IA entre 2016 y 2017. La media de edad fue 31.9 £ 9.3
afios, 12.0 £ 5.6 afios de educacion y 4.5 + 4.3 afios de diagnostico. Se probé la diferenciacion de reactivos,
consistencia interna, analisis factorial y calculo de la sensibilidad y especificidad. Resultados. Se obtuvo un
coeficiente alfa de Cronbach de .91. Mediante el analisis factorial con rotacién ortogonal (intercorrelaciones
promedio r = .40, KMO .929), obtuvimos tres factores: factor general de la depresién, somatico y cognicion;
que explicaron el 39.7%, 6.01%, 5.49% de la varianza, respectivamente. Se probaron soélo los reactivos del
primer factor (version corta de 12 items) con un punto de corte de 11, tuvo 85.5% de sensibilidad y 76% de
especificidad [(ABC) = .865, IC 95% [.83, .90], p < .001] y diferenci6 el trastorno depresivo mayor de los
casos sin sintomatologia mental. Discusidn y conclusion. Demostramos que la version corta del IDB-IA es
confiable, valida, sensible y especifica para evaluar sintomas depresivos comérbidos a la infeccién por VIH.

Palabras clave: Depresion, VIH, confiabilidad, validez.
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