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KEYWORDS Abstract

Depression; Anger; Objectives: To describe the frequency of feared discrimination in various social situations and of
Discrimination; perceived discrimination in clinical settings, as well as to study the relationship between discri-
Women; AIDS; Mexico. mination and depression and anger in women living with human immunodeficiency virus (HIV).

Material and methods: The scale of Feared and Perceived Discrimination for Women with HIV
(DTP-40-MV), the Beck Depression Inventory (BDI-2), and the Anger Expression scale of State-
Trait-Anger Expression Inventory (STAXI-2-AX/EX) were applied to a random sample of 200 wo-
men living with HIV.

Results: These women feared being discriminated against, perceived discrimination upon the
review of medical records, but perceived little discrimination in clinical care. A model with
good adjustment to the data showed that the fear of being discriminated against creates a dis-
position toward perception of discrimination in the clinical settings (latent variable with 2 indi-
cators: review of the medical records and clinical care) and increases cognitive/affective de-
pressive symptoms; higher anger control decreases the anger manifestation; greater
discrimination perceived in the clinical settings decreases anger control, which facilitates the
expression of anger and slows cognitive/affective depressive symptoms; and these latter symp-
toms sensitize the perception of discrimination before the clinical records.

Conclusion: Feared discrimination is a clinically relevant aspect due to its frequency and effect
on depressive symptoms and perception of discrimination before the review of medical records.
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Introduction years if detected early, and with an uninterrupted adheren-

ce to an antiretroviral treatment under medical supervision.
Human immunodeficiency virus (HIV) infection is a chronic Nowadays, HIV infection eventually evolves into a very ad-
degenerative disease which has a life expectancy of over 40 vanced immunodeficiency stage, in which the organism
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undergoes other diseases as a result of the body’s low im-
munological competence such as Pneumocystis jiroveci
pneumonia or Kaposi’s sarcoma.' When first diagnosed as
HIV-seropositive, the patient is faced with a death progno-
sis, as well as a lifetime of expensive treatments with side
effects. Additionally, there is the social stigma involved with
the diagnosis. HIV infection diagnosis is associated with mo-
rally-condemned behaviours such as men having sex with
men, having multiple and concurrent sex partners, commer-
cial sex, and intravenous drug use.?

In recent years, HIV infection risk factors have shifted,
gaining ground amongst heterosexual transmission.? In 2013,
females represented half of the cases worldwide (17.7 mi-
llion out of the 35.3 million infected people are women); as
known, in the past the epidemic was found predominantly
in males.“ In Mexico, the ratio of female cases has increased
since 1983; however, cases are still mostly found in males.3
From 1983 to 2012, 18% of the cases corresponded to
women and 82% to men.® In 2013, in Nuevo Leon, Mexico
the number of HIV-seropositive people was 4,938 with a
male:female ratio of 7 to 1.°

Discrimination and stigmatization against people living
with HIV and those around them is one of this infectious di-
seases’ negative consequences, and a major obstacle in pre-
vention and assistance.® Oftentimes people with HIV are
ostracized by their families as well as their communities;’
they are subjected to social and institutional discrimina-
tion, and on occasion even denied access to healthcare, in-
surance coverage, entry to some countries, and access to
job opportunities.® Fear of discrimination makes people
avoid detection tests, which impedes early treatment.’®

Depression is twice as common in people with HIV compa-
red to the general population.' Discrimination contributes
to depression, especially in women.'" We must point out
that most people experience anger when discriminated aga-
inst as they feel their rights are being infringed upon. If
discrimination persists and intensifies, it usually leads to
helplessness and depression; however, there are people who
do not react with anger but go straight to depression due
to a personal history of helplessness.™

Anger, especially uncontrolled anger, can have a negative
effect in medical attention as well as in the provider-pa-
tient relationship, possibly acting as a cause of discrimina-
tion. On the other hand, its assertive expression can
increase awareness and a possible rectification of the injus-
tice suffered.’ It is exactly this complaint of discrimination
from HIV seropositive patients which is the most frequent in
the clinical field, in which there is a great sensitivity to the
patients’ rigths.™

Even though there are studies that consider depression
and anger as a response to discrimination against HIV-
seropositive patients,'>'" these studies do not distinguish
between discrimination feared (expectations) and discrimi-
nation perceived (experienced); besides, all of these stu-
dies have been conducted outside of Mexico. Therefore, the
objective of the present investigation is to describe the fre-
quency of feared discrimination in different social situa-
tions, and perceived discrimination in clinical settings
against HIV-seropositive women, as well as to study the re-
lationship between discrimination, depression, and anger in
women living with HIV, in which anger and depression are
consequences of discrimination.''2'51® Anger management

increases depressive symptoms, and the manifestation of
anger decreases them. "7

Methods and materials

The population of our study consisted of women diagnosed
as HIV-positive getting medical attention in Nuevo Leon.
The inclusion criteria were: being 18 years or older, knowing
how to read and write, and signing a consent form before 2
witnesses.'® Exclusion criteria were the presence of symp-
toms impeding a proper comprehension and focus on the
questionnaire.

We took into consideration the recommendations made by
the American Psychological Association for conducting re-
search with human participants,'® thus we provided each
participant with information on the purpose of the stu-
dy, guaranteed confidentiality of their information, and re-
quested a signed consent form.

Considering that 60% of a population of 576 cases of wom-
en with HIV reported in Nuevo Leon during 2009° suffered
discrimination,?® with a 95% confidence interval and a 5%
exact standard error, we required a sample of 200 indivi-
duals. The 200 women who participated in the study were
outpatients in Monterrey. They were interviewed by a psy-
chologist while waiting for their appointments. The sam-
pling process was performed between June 2010 and May
2011.

In a face-to-face interview we questioned patients in or-
der to obtain sociodemographic and clinical information.
After the interview, the patients were given 3 scales so they
could answer them in the presence of the interviewer.

The scale of feared and perceived discrimination for
women with HIV (DTP-40-MV)?' was developed for this study
at a qualitative phase.' This scale measures discrimination
in expectation and perception aspects as a consequence of
being HIV positive or having acquired immunodeficiency
syndrome (AIDS). It consists of 40 Likert scale questions with
a range from 1 “nothing” to 5 “completely”. Patients are
presented with a series of situations of discrimination
against HIV-seropositive people and/or people with AIDS,
and asked how much these situations describe their own ex-
pectations or experiences. All items are direct and their to-
tal discrimination score is obtained simply by adding them.
Their internal consistency is high (a = 0.92). It incorporates
6 correlated factors: feared discrimination with 11 indica-
tors (a = 0.94), perceived discrimination at work and in the
neighborhood with 8 indicators (a = 0.93), perceived dis-
crimination at home with 8 indicators (a = 0.88), perceived
discrimination in clinical care with 5 indicators (a = 0.91),
perceived discrimination upon review of medical records
with 2 indicators (a = 0.91), and moments of discrimina-
tion with 6 indicators (a = 0.85), with an accepted scale-
free least squares: x?/gl = 1.75, GFl = 0.94, AGFI = 0.93, NFI
=0.92, RFI = 0.91, and RMS SR = 0.01.%* These psychometric
properties were estimated in the same sample as the study.
The BDI-2%2%2 consists of 21 questions with 4 options each
scored 0 to 3. A higher score reflects a greater presence and
intensity of depressive symptoms. The adjustment of the
model of 2 correlated factors by least squares was accept-
able: x2/gl = 2.14, FD =2.02, PNCP = 1.08, GFl = 0.81, AGFI =
0.76, and RMSEA = 0.08.



J. Moral-de la Rubia and M. P. Segovia-Chavez

The Anger Expression Scale of State-Trait-Anger Expres-
sion Inventory (STAXI-2-AX/EX)**?> includes 21 Likert scale
questions ranging from 1 “almost never” to 4 “almost al-
ways”. It uses a 4-point frequency scale, 3 with 6 items
each (anger control-out, anger control-in, anger expression-
out), and 1 with 3 items (anger expression-in). The total
score is obtained by adding the items. Total score of anger
expression is obtained by adding the 9 items of anger ex-
pression-out and anger expression-in, constant 39 and de-
ducting 12 items in anger control-in and anger control-out.
In the present sample, in order to accomplish an acceptable
solution in the confirmatory factor analysis, following the
exploratory factor result, we added anger expression-in and
anger expression-out (a = 0.89), anger control-in remained
with 6 items (a = 0.88), just as anger control-out (a = 0.79).
This correlated-factors model displayed good adjustment to
generalized least squares: x?/gl = 2.04, FD = 1.54, PNCP =
0.79, GFl = 0.84, AGFI = 0.80, and RMSEA = 0.07. The inter-
nal consistency of the 21 items was high (a = 0.89).

Using statistics we analyzed the relationship between
sociodemographic and affective variables with 3 subscales
of studied discrimination through Pearson’s product-mo-
ment correlation coefficient (with numerical variables),
biserial-punctual (with dichotomous variables), and ETA
(with polytomous variables). We compared the statistical
averages of each of the 3 studied discrimination subscales;
analysis of variance and Student t test were used for
paired samples.

Using linear structural equation modelling, we con-
trasted a relationship model between discrimination, de-
pression, and anger. We performed this utilizing the maxi-
mum likelihood method.

For linear structural equation modeling, a model was
contrasted between discrimination, depression, and anger
using the maximum verisimilitude method.This method
was chosen because it is the most accurate for parameter
estimation and the multivariate normality assumption, re-
quired for this method, was fulfilled as it was indicated by
a normalized value of the multivariate kurtosis of Mardia
(critical reason) lower than 2.%¢ Nine adjustment indexes
were considered: the statistical chi-squared (x?), the quo-
tient between the statistical chi-squared and its degrees
of freedom (x?/gl), the function of discrepancy (FD), the
parameter of non-central populations (PNCP), Joreskog
and Sorbom’s goodness-of-fit index (GFI) and its corrected
form (AGFI), Bentler-Bonett’s normed fit index (NFI)
and comparative fit index (CF/), and Steiger-Lind’s root
mean square error of approximation (RMSEA). The fo-
llowing were stipulated as good adjustment values: p of x?
> 0.05, x2/gl < 2, FD and PNCP < 1/5 of the corresponding
values to the independent model, GFI and CFI > 0.95, AGFI,
NFI and RFI > 0.90, RMSEA and RMS SR =< 0.05. And as acep-
table adjustment values: p of x* > 0.01 x*/gl < 3, FD and
PNCP < 1/4 of the values corresponding to the independent
model, GFI, CFl and RFI > 0.85, AGFI and NFI > 0.80, RMSEA
and RMS SR < 0.08.2677 The correlation values less than
0.30 were considered low, from 0.30 to 0.69 were conside-
red moderate, and greater than 0.69 were considered
high.2 In contrasts of parameters, the equivalence to 0
null hypothesis was rejected with p < 0.05.%

Results

Sample description

Seventy-nine percent of patients reported having been in-
fected by their spouse or live-in partner, 15.5% by a casual
partner, 2% by a customer, 1.5% by a partner outside of ma-
rriage, 1% by a boyfriend, 0.5% as a result of rape, and 0.5%
by vertical transmission (mother-child). The average time
elapsed from the moment they had been diagnosed was 3.7
years (SD= 3.17), varying from 1 month to 18 years. Patients’
average age was 34.8 years (SD = 8.63; 18 to 50 years). Me-
dian and average level of education was incomplete junior
high school. Forty-three percent of participants reported
being married, 22.5% single, 14% living with a partner, 9.5%
widows, 6% separated, and 5% divorced. Sixty-two percent
of these women reported having children. Concerning reli-
gious beliefs; 88.5% were catholic and 11.5% christian.

Discrimination feared in diverse social
situations

By dividing the average discrimination feared subscale (M =
35.2) by its number of items (11), and rounding up the re-
sult, we obtained 3 which corresponded to “a lot”, in a ran-
ge from 1 (“nothing”) to 5 (“completely”).

Feared discrimination correlated with a younger age in the
participants, a lower average of their children’s ages, a lower
frequency in attendance to religious services, their marital
status, religion, and occupation; moreover, and among the
affective variables with a higher total score of anger, higher
anger expression-out, and lower anger control-out. Single
women who were living from commercial sex and catholics
had a greater fear of being discriminated against (Table 1).

Discrimination perceived in clinical care, and
upon review of medical records

After dividing the average of the discrimination perceived
subscale in the clinical care (M = 11.0) by the number of
items (5) and rounding up the result, we obtained 2, which
corresponds to “a little”.

Discrimination perceived in clinical care was independent
of sociodemographic variables. It correlated with a lower
total score of depression and its 2 factors of cognitive-af-
fective and somatic-motivational symptoms, as well as a
higher total score of anger, higher anger expression-out,
and a lower anger control-out (Table 1).

After dividing the average of the discrimination perceived
upon review of medical records (M = 6.4) by the number of
items (2) and rounding up the result, we obtained 3, which
corresponds to “a lot”.

Discrimination perceived upon review of medical records co-
rrelated with religion (catholics perceived more discrimination),
a higher total score of anger, lower anger control-out, and a
lower frequency of attendance to religious services (Table 1).

Correlation and differences of averages
between 3 discrimination subscales

Correlation of feared discrimination with perceived discri-
mination in clinical care was moderate (r = 0.40, p < 0.01),
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Table 1 Discrimination correlations with emotional and sociodemographic variables.
Emotional and sociodemographic Discrimination
Variables Feared PAC PEC

) Total score™ 0.06 ns -0.25** 0.04 ns
(D;glr;s;s;on Cognitive-affective® 0.08 ns -0.27* 0.03 ns
Somatic-motivational™ 0.01 ns -0.15* 0.05 ns

Total score™ 0.22** 0.30** 0.20**

Anger Expression-out® 0.20** 0.28** 0.13 ns
(AX-21) Control-in® -0.05 ns -0.12 ns -0.14*
Control-out™ -0.25** -0.25** -0.20**
Age® -0.18** -0.09 ns -0.07 ns
Number of children® -0.12 ns -0.11 ns -0.01 ns
Children’s average age®" -0.20* -0.04 ns -0.09 ns

Sociodemographic Level of education® -0.04 ns -0.01 ns 0.03 ns
variables Religious practices" -0.31* -0.12 ns -0.17*
Religion® -0.20** -0.13 ns -0.22*

Marital status® 0.45* 0.22 ns 0.21 ns

Occupation® 0.30** 0.19 ns 0.09 ns

Correlation coefficients: ) r = Pearson’s product-moment, @ rbp: biserial-punctual and ® n = eta.

*p<0.05nsp>0.05. **p=<0.01.

PAC: discrimination perceived in clinical care; PEC: discrimination perceived upon review of medical records. Religion: (1) = catholic,

(2) = christian.

whereas correlation with perceived discrimination upon
review of medical records was low (r = 0.29, p < 0.01). Co-
rrelation between both perception subscales was moderate
as well (r = 0.40, p < 0.01).

In order to accomplish a homogeneous range from 1 to 5,
thus to be able to make intra-group average comparisons,
we divided each scale’s score by its number of items. There
was a difference between averages in the 3 subscales (F[2,
398] = 68.76, p < 0.01, assuming sphericity in the Mauchsly
test: W=0.99, x2[2, N =200] = 1.11, p = 0.57). The average
of perceived discrimination in clinical care was lower than
the average of perceived discrimination upon review of me-
dical records (t[199] = -10.67, p < 0.01), and feared discri-
mination average (£[199] = -9.92, p < 0.01), being the
averages statistically equivalent in these last 2 subscales
(t[199] = -0.20, p = 0.83) (Fig. 1).

Structural model of discrimination, anger, and
depression

The model was calculated only with the subscales. We spe-
cified a latent perception of discrimination in clinical set-
tings factored with 2 indicators (clinical care and upon
review of medical records). Given its highest correla-
tion with the 3 discrimination subscales, we considered cog-
nitive-motivational depression symptoms as well as anger
expression-out and control-out.

Cognitive-affective symptoms correlated with anger ex-
pression-out (r = -0.19, p < 0.01) and were independent
from anger control (r = 0.13, p = 0.06).

Taking into account these last 2 correlations, we specified
a first model where the loss of anger control-out predicted
anger expression-out. Anger expression-out predicted a re-
duction of the cognitive-affective symptoms of depression.
Feared discrimination (manifest exogenous variable) predic-
ted awareness of perceived discrimination in clinical set-
tings (latent endogenous variable), loss of anger control-out,
anger expression-out, and cognitive-affective symptoms of
depression. Perceived discrimination in clinical settings pre-
dicted loss of anger control-out, anger expression-out, and
a decrease in cognitive-affective symptoms of depression.

Three out of the 9 adjustment indexes were bad (x[4, N =
200] = 20.49, p < 0.01, x?/gl = 5.12 and RMSEA = 0.14), 2
were acceptable (AGFI = 0.84 and CFl = 0.91), and 4 good
(GFl = 0.97, NFI = 0.90, FD = 0.10 and PNCP = 0.08). Three
parameters of the directional relations of the structural
model were not significant: the determination of anger con-
trol-out and anger manifestation due to feared discrimi-
nation, and the determination of the cognitive-affective
symptoms due to expression-out. We explained 28% of
perceived discrimination in clinical settings, 14% of anger
control-out, 30% of anger expression-out, and 14% of cogni-
tive-affective symptoms of depression (Fig. 2).

According to the BDI in samples from the United States?
and Spain?, the internal consistency of its 21 items of BDI-2
was high, varying from 0.87 to 0.92; BDI-2’s factorial analy-
sis provided a 2 correlated factors solution (cognitive-affecti-
ve and somatic-motivational symptoms) with an acceptable
adjustment to data. In the present Mexican sample, BDI-2’s
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X2 (4, N =200) = 20.49, p < 0.01, x2/gl = 5.12,
© 3.95 GFl = 0.97, AGFI = 0.84, CFl = 0.91, NFI = 0.90,
&= FD =0.10, PNCP = 0.08 y RMSEA = 0.14
3
g 3.00
< 14%
g 6
5 275
S -0.08
3 Anger [y ’ Discrimination
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E -0.33/
Q ’
2 225 ‘

DT PAC PEC

DT: discrimination feared; PAC: discrimination perceived in
clinical care; PEC: discrimination perceived upon review of
medical records.

Figure 1 Averages diagram.

21 items had high internal consistency (a = 0.94), as well as the
14 items of factors of cognitive-affective symptoms (a = 0.93)
and the 7 factors of somatic-motivational symptoms (a = 0.83).

After reviewing the adjustment improvement indexes of
this first model, we suggested the introduction of determi-
nation of perceived discrimination upon review of medical
records by cognitive-affective symptoms of depression. We
must take into account that when we partialized the effect
of discrimination perceived upon review of medical records
(latent factor), the correlation between anger expression-
out and cognitive-affective symptoms of depression ceased
to be significant (r,= -0.12, p = 0.08). When we partialized
the effect of discrimination perceived in clinical care and
upon review of medical records (latent factor), the correla-
tion between discrimination feared and anger expression-
out ceased to be significant (r,= 0.13, p = 0.07). The
correlation between perceived discrimination and an-
ger control-out only ceased to be significant when we par-
tialized anger expression-out apart from the latent factor
(r,=-0.12, p = 0.09). On the contrary, the correlation of
feared discrimination and cognitive-affective symptoms of
depression was significant, when we partialized anger ex-
pression-out effect and anger control-out (r, = 0.15, p <
0.05), and when partializing the effect of perceived discri-
mination in clinical care (r, = 0.17, p = 0.01), yet it had not
been before (r = 0.08, p = 0.27). Furthermore, when we
patialized the effect of perceived discrimination in clinical
care, the correlation between cognitive-affective symptoms
of depression and perceived discrimination upon review of
medical records was significant (r,= 0.16, p < 0.05), yet it
had not been before (r = 0.03, p = 0.68).

We specified a second model, eliminating non-significant
parameters from the first one and considering partial corre-
lations data, as well as suggested correction from the ad-
justment improvement indexes. Loss of anger control-out
predicted anger expression-out. Feared discrimination (exo-
genous manifest variable) predicted perceived discrimina-
tion in the clinical setting (endogenous manifest variable)
and cognitive-affective symptoms of depression. Perceived
discrimination in the clinical setting predicted anger con-
trol-out and anger expression-out, as well as cognitive-
affective symptoms of depression. Cognitive-affecti-
ve symptoms predicted perception of discrimination upon
review of medical records.
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30% 01

28%

Anger / 0.18
expression-out

Discrimination
perceived e6
in clinical settings

®

0.29 0.58 0.68

‘
P 016 44
A2

-0.34 Review of Clinical
Cognitive-affective medical inical
depression records care

factor
- 46%

Figure 2 Standardized model of anger and depression as a
consequence of discrimination, estimated by maximum verisi-
militude.

The value of the 9 adjustment indexes was good. The pa-
rameters of the 6 directional relationships in the structural
model, and both of the parameters in the measurement mo-
del were significant. We explained 25% of perceived discri-
mination in the clinical setting, 17% anger control-out, 31%
anger expression-out, and 33% cognitive-affective symp-
toms of depression (Fig. 3).

Discussion

These HIV-seropositive women, mostly young women, repor-
ted fearing being discriminated against in several social si-
tuations and perceive discrimination upon review of medical
records; however, the perception of discrimination in clini-
cal care, without considering review of medical records,
was low. We must point out that perception of discrimina-
tion upon review of medical records, within the group of the
6 subscales of DTP-40-MV, defined a factor of second order
with feared discrimination, thus reflecting a greater conno-
tation of expectations rather than facts. Therefore, this
perception seems to be generated by administrative and au-
xiliary staff, and not at the moment of going in to see the
doctors, nurses, psychologists, and social workers. If any of
the previous studies in Mexico have directed discrimination
perception in the clinical setting,? these also seem to focus
upon review of medical records amongst administration
staff and auxiliaries.

Moreover, we must point out the fact that the low fre-
quency of discrimination in clinical consultations observed
is coherent with other reports.* This tendency is also reflec-
ted by the second National Survey on Discrimination in
Mexico,3"in which as compared with the first one,? the per-
centage of people who would not agree to live with an HIV-
seropositive person went from 44% to 35.9%.

Besides the fact that the expected discrimination level in
different social situations was higher than the discrimina-
tion perception in clinical care, requiring intervention, such
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X2 (6, N =200) = 6.21, p = 0.40, y2/gl = 1.03,
GFI = 0.99, AGFI = 0.96, CFI = 1, NF = 0.97,
FD = 0.03, PNCP < 0.01 y RMSEA = 0.01
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Anger Discrimination
control-out feared
-0.41

-0.44 0.50
31%
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expression-out
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0.74 0.64
33%

~0.65 i
Review of Clinical

Cognitive-affective medical .
factor records care
of depression
0.36
ia 44% ‘a 41%

Figure 3 Reviewed standardized model of anger and depres-
sion as a consequence of discrimination, estimated by maxi-
mum verisimilitude.

expectations influence perception, creating awareness. This
is an aspect that is not addressed in any program directed
toward HIV-seropositive patients.333*

Frequency of attendance to religious services is an indica-
tor of a degree of religiousness, in addition to a strong so-
cial support. This study’s correlated data show that women
who practice their religion more often suffer less expecta-
tions of being rejected, and perceive less discrimination
upon review of medical records, as observed in other re-
searches.? We shall not attribute this to the context of reli-
gious community communication and support, since their
effect is often the opposite, this due to the fact that
amongst women who practice their religion more often are
the widows and married who were infected by their hus-
bands, which frees them from the social stigma of the main
risk factors of HIV infection, and brings compassion from the
people closer to them; on the contrary, amongst women
who practice religion the least there are single women and
sex-workers who attract greater social stigma.'>? In favor
of this argument we have the correlations between religious
practice and discrimination increased when calculated
without married women, but it ceases to be significant
when single women are disregarded, making the association
between marital status and religious practice significant (n
=0.38, p <0.01).

Within depression, the cognitive-affective symptoms fac-
tor was the most related to discrimination, which can be
explained by a higher affinity to evaluated contents in com-
parison to the somatic-motivational symptoms factor. Con-
trary to what was expected, cognitive-affective symptoms
of depression seem to be independent of feared discrimina-
tion, but when we partialized the effect of anger control-
out and anger expression-out, the relation was significant;
that is, anger would disguise the relationship with the ad-
justment improvement of data that fear of being discrimi-
nated against increases cognitive-affective symptoms of
depression.

Furthermore, perception of discrimination in the clinical
setting which generated an activating reaction (more anger
and less depression) was hiding the fact that the cognitive-
affective symptoms of depression aroused by feared discri-
mination increased the perception of discrimination upon
review of medical records.

These data seem to reflect the fact that these women
consider it a right to be attended to and an obligation of
clinical and administrative staff to provide respectful and
quality care,? hence the infringement of this right creating
a reaction of anger which even reduces depressive feelings
or thoughts. This relation is so well defined that it annuls
anger expression-out over depression, when there is a nega-
tive correlation between these 2 variables.

We must point out as one of the limitations of the study
the fact that we utilized a sample composed solely of wo-
men. Given the size of the sample, with a sample fraction of
a third of the women attended to in Nuevo Ledn, Mexico,
this sample is representative, with an absolute error of 5%
and a confidence interval of 95%; however, the extrapola-
tion to similar populations must be made in the form of a
hypothesis.

In conclusion, these HIV-seropositive women fear being
discriminated against; however, the perception of discrimi-
nation in clinical care, aside from review of medical re-
cords, is low. As is the perception of a clinical chart with a
different color from other patients’, or subtle markings,
certain gestures or distances from administrative and auxi-
liary staff seem to generate expectation of discrimination
which is not confirmed by the doctors.

The expectation of discrimination increases depressive
thoughts and feelings, as expected; however, this relation is
only observed when we statistically control the effect of
perception of discrimination in clinical care by a strong an-
ger outburst (activator) which it generates; besides, the ex-
pectation of discrimination sensitizes perception of
discrimination, in accordance with expectations.

On the other hand, cognitive-affective symptoms of de-
pression aroused by the expectation of discrimination sensi-
tize perception of discrimination upon review of medical
records, which seems to define a closed self-reinforcing cir-
cle. This is broken by an anger outburst when discrimination
in the clinical settings by doctors is perceived, when pa-
tients feel deprived of care which they are entitled to, and
which has to be performed then and there without complai-
ning.

Based on these data, we suggest contemplating the ex-
pectation of discrimination in interventions within this po-
pulation of women with HIV, especially because of its
depressive effect and sensitizing to the perception of discri-
mination upon review of medical records by administrative
and auxiliary staff, which constitutes as the most frequent
act of perceived discrimination in the clinical setting, even
when in the consult with doctors, nurses, psychologists, and
social workers they do not confirm the expectation genera-
ted by this first impression.
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