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CLINICAL AND PSYCHOPATHOLOGICAL CHARACTERISTICS
OF PATIENTS WITH ANXIETY AND DEPRESSIVE DISORDERS
LIVING WITH HIV

Introduction. Mental disorders and clinically significant anxiety and
depressive manifestations remain an important component of healthcare
for people living with HIV, even in the era of effective antiretroviral
therapy. Their heterogeneous clinical presentation, including affective,
anxiety, asthenic, somatic, and cognitive manifestations, complicates
clinical assessment and may require characterization of the predominant
psychopathological pattern in addition to categorical psychiatric diagnosis.
The aim of the study was to characterize the clinical and
psychopathological features of people living with HIV according to the
predominant clinical-psychopathological profile and to assess the
associations of these profiles with HIV clinical stage and the severity of
depressive, anxiety, and general psychopathological symptoms.

Methods. A single-center cross-sectional analytical study included
132 adults with confirmed HIV infection receiving antiretroviral therapy
for at least six months. Clinical-psychopathological assessment identified
three predominant profiles: anxiety (39.4%), depressive (24.2%), and
asthenic-cognitive (36.4%). Clinical-anamnestic, clinical-
psychopathological, psychodiagnostic, and statistical methods were used.
Psychodiagnostic assessment included the Beck Depression Inventory,
State-Trait Anxiety Inventory, and Symptom Checklist-90-Revised.
Quantitative variables were compared using non-parametric tests, and
associations between categorical variables were assessed using Pearson's
chi-square test or Fisher's exact test, as appropriate.

Results. The three clinical-psychopathological profiles differed in their
predominant clinical manifestations and psychometric characteristics. The
anxiety profile was characterized primarily by persistent internal tension,
illness-related fears, anxious fixation on bodily sensations, concentration
difficulties, and sleep disturbances. The depressive profile showed
prominent depressed mood, loss of interest, hopelessness, guilt-related
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experiences, and reduced working capacity. The asthenic-cognitive profile
was characterized predominantly by persistent fatigue, reduced working
capacity, and concentration difficulties, accompanied by substantially
lower affective and general psychopathological scores. The depressive
profile showed the highest observed levels of depressive symptoms,
general psychopathological distress, and hostility, whereas state anxiety
was highest in the anxiety profile (global between-profile comparisons,
p<0.001). Quantitative severity of depressive, anxiety, and general
psychopathological symptoms did not differ significantly between
participants with early (I-II) and advanced (III-IV) HIV stages. In
contrast, the distribution of clinical-psychopathological profiles was
significantly associated with HIV stage (y*=13.64; df=2; p=0.001), with
the anxiety profile more frequently represented in stages I-II and the
depressive profile in stages III-1V.

Discussion. The findings demonstrate clinically meaningful
heterogeneity of psychopathological manifestations among people living
with HIV. Anxiety, depressive, and asthenic-cognitive profiles differed in
both clinical manifestations and psychometric characteristics, while HIV
clinical stage was associated with profile distribution rather than with a
simple quantitative increase in affective or general psychopathological
symptom severity. These findings support the clinical relevance of
syndrome-oriented assessment as a complementary approach to
characterizing mental health manifestations in people living with HIV.

Keywords: HIV, anxiety, depression, psychopathology, clinical-
psychopathological profile, mental health.
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I'anna Ko:xxuna
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kadenpa rcuxiaTpii, HapkoJorii Ta

MEIWYHOI TICHXOJIOTii, XapKiBCHKHA
HAIlIOHALHUA MEAWYHHUN yHIBEPCHTET,
XapkiB, YkpaiHa

K/ITHIKO-IICUXOITATOJIOI'TYHI OCOBJIMBOCTI TALIIEHTIB
I3 TPUBOXKHUMUN TA JENPECUBHUMMU PO3JIAJJAMU, AKI
KUBYTD 3 BLJI

Beryn. Tlcuxiyni po3nmagy Ta KIIHIYHO 3HAYYIII TPUBOXKHI W
JICTIPECUBHI TIPOSIBU  3aJIMIIAIOTECS BAXIMBOIO CKJIAJJOBOIO MEIMYHOL
JIOTIOMOTH JIIOZsIM, sKi >kuByTh 3 BIJI, HaBiTh B yMoBax e(eKTHUBHOI
aHTUpETPOBipycHOI Teparrii. HeoMHOpiqHICTh IXHBOI KIIIHIYHOT KapTHHH,
10 MOXE BKIIIOYATH a()eKTHUBHI, TPUBOXHI, aCTCHIYHi, COMaTHYHI Ta
KOTHITUBHI MPOSIBH, YCKJIQIHIOE KIIHIYHY OIIHKY Ta 3YMOBIIIOE
JIOLJIBHICT BU3HAYEHHSI IIPOBIJHOTO IICUXOMATOJNIOIYHOTO TaTepHY
MOpsiZi i3 KareropialbHOK ICHXIaTPUYHOK JiarHOCTHKoo. Merta
JIOCITIPKCHHS: oXapaKkTepu3yBaTu KJTHIKO-TICHXONATOJIOT 1 YH1
0co0NMBOCTI JItozeH, siKi xkuBY T 3 B1JI, 3a5exHO Big IPOBiIHOTO KITiHIKO-
MICHXOIIATOJIOTIYHOTO NPOQUI0 Ta OWIHWTH 3BSI3KM IMX HPOQiNiB i3
KIiHIYHOW cramiero BlJI-iHdekmii # BHpPaKEHICTIO AEHPECHBHOI,
TPUBOXKHOI Ta 3arajibHOI IICUXOIATOJIOT TYHOT CHMITTOMATHKH.

Metomu. [0 OJHOLEHTPOBOIO OJHOMOMEHTHOTO aHaJiTHYHOTO
JIOCTIDKeHHST BKIIFOUEHO 132 nmopociux MAaIlieHTiB 13 MiATBEPIKEHOIO
BlI-indexmiero,  ski AQHTHUPETPOBIPYCHY
IIOHAMEHIIIe TPOTATOM IIECTH MicAIiB. 3a pe3ynbTaTaMH KIIiHIKO-

OTPUMYBAaJIH Tepariio
TICUXOMATOJIOTIYHOTO OOCTEKEHHS BH3HAYEHO TpPW MPOBIAHI mpodii:
TpuBokHUK (39,4%), nempecuBHHMi (24,2%) Ta acTEeHO-KOTHITHBHHM
(36,4%). Y pocmimkeHHI 3aCTOCOBYBANHM  KIIIHIKO-aHAMHCCTUYHUMA,
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KIIIHIKO-IICHXONATOJIONYHHMM, ICHXOMIarHOCTUYHHM Ta CTATUCTHYHUN
meroau. llcmxomiarHOCTHYHE OOCTE)KCHHSI BKIIIOYANO ONUTYBAIbHHK
nmerpecii beka, mKamy CcHTyaTHBHOI Ta OCOOMCTICHOI TPHUBOXKHOCTI
Cminbeprepa ta Symptom Checklist-90-Revised. [ns mopiBHSIHHS
KiJTBKICHUX TIOKa3HHKIB 3aCTOCOBYBAJIM HeEMapaMEeTpW4HI KpuTepii, a
3BI3KM MDK KaTeropialbHUMH 3MIiHHUMH OIUHIOBAIH 32 KPHUTEPiEM >
[Tipcona abo TounuM kputepiem Dimepa 3aiaeXHO BiJ OYIKYBaHHX
4acToT.

PesynbTaT. TpH KITHIKO-TICUXONATONOTIYHI POl BiAPi3HSUTUCS
32 CTPYKTYypOIO NPOBIIHMX KIIHIYHUX TPOSBIB 1 IICHXOMETPHYHUMHU
Xapakrepuctukamu. s TpuBOXKHOro mpodimo OyiaM  HaWOLIbII
XapakTepHUMH  CTilke  BHYTpPIOIHE  HANPYXXCHHSI, TOB'S3aHi i3
3aXBOPIOBaHHAM IOOOIOBAaHHS, TPHBOXKHA (piKcalis Ha TiTECHUX
BIUYTTAX, TPYAHOIII KOHIEHTpaLii yBarWM Ta TMOPYIICHHS CHY.
JenpecuBHnii mpodine XapakTepu3yBaBCcSd BHPAKECHHM 3HIDKCHHIM
HACTpOIO, BTPATOIO0 IHTEpeCy Ta 3aJOBOJICHHS, MOYYTTAM Oe3Hamii #
MPOBUHH, a TAaKOXX 3HW)KEHHSM Iparie3aTHOCTI. B acTeHO-KOTHITHBHOMY
npodii mepeBaXkayid CTifika BTOMITFOBAHICTh, 3HUKECHHSI MIPaIe31aTHOCTI
Ta TPYAHOIII KOHIEHTpaLil yBard Ha TJi CYTTEBO HIKYOi BUPAKEHOCTI
a)eKTHBHOI Ta 3arajbHOI IICHXOMATOJIOTIYHOI CHMITOMATHKH. Y
JICTIPeCUBHOMY Tpo(igi CHoCTepirajd HaWBHI PIBHI JCIPECUBHOT
CUMITOMATHKH, 3arajbHOTO  IICHXONATOJIOTIYHOTO  JHCTpeCy  Ta
BOPOXOCTi, TOMAI SK HAWBHIIMH piBEHb CHUTYaTHBHOI TPHUBOXHOCTI
CrocTepiraBcsi 'y TpuUBOXKHOMY Tpodimi (T00anbHi  MiKIpodinbHI
BigMinHOCTI, p<0,001). KinbkicHa BUpa)keHICTh AETIPECHBHOI, TPUBOKHOT
Ta 3arajbHOI NCHXONATOJOITYHOI CUMITOMATHKH CTATUCTHYHO 3HATYIIE
He Bijpi3HsIacs Mix ydacHukamu 3 panHimu (I-11) Ta miznimu (III-1V)
craaismu BlJI-in¢ekuii. Bogroyac po3nonisn KIIHIKO-IICUXOMATOIOTIYHUX
npodiTiB OYB CTATHCTHYHO 3HAYYIIE MMOB's3aHuii 31 cragiero BUI-indekii
(*>=13,64; df=2; p=0,001): TpuBoxkHMi mpodine wyactie OyB
npencrasnenuii mpu I-11 cranisx, a nenpecuBnuii — npu [I-1V cramisx.

OoroBopennsi. OTprMaHi pe3yNbTaTH CBiAYATH MPO KIIHIYHO
3HAYyIly HEOJHOPIJHICTh IICUXOMATOJIOTIYHUX MpOSBIB Yy JIFONEH, sIKi
*kuByTh 3 BUIL TpuBokHWIL, AeNpecWBHUII Ta acTEHO-KOTHITHBHUMA
npodiymi  BiIP3HIHCS SK CTPYKTYPOIO KITIHIYHHX MpOSBIB, TakK 1
MICHXOMETPHYHUMH XapaKTepPUCTUKAMH, TOJi sSK KiiHi9Ha ctamis BIJI-
iH(ekii Oyna TOB'SI3aHAa 3 PO3MOAITIOM MPOdiTiB, a HE 3 MPOCTUM
KUIBKICHAM ~ 3pOCTaHHSIM ~ BUPaXeHOCTI adeKTHBHOI abo  3arajbHOi
MICHUXOIATOJIOTIUHOT cumnToMaruku. OTpuMaHi JaHi MiITBEPIKYIOTh
KITIHIYHY  JIOIIJBHICT  CHHAPOMAJIBHO  OPIEHTOBAaHO! OLHKK  SIK
JIOJIATKOBOTO IMIIXOIY 10 XapaKTePUCTHKH IICUXIYHOTO CTaHy JIIOJCH, SKi
>kuByTh 3 BIJL

Kmouosi cnosa: BUJI, TpuBora, menpecis, ICHXOMATONOTIs, KIiHIKO-
TICHXOIIATOJIOTIYHHH POk, ICHXIYHE 30POB'SL.

Aemop, eionogioanvhuii 3a aucmyeanus: Oxcana Yepesxo, rkaghedpa neupoxipypeii ma Hesponozii, Meouunuu

incmumym, Cymcokuil deporcasnuti ynieepcumem, Cymu, Yrpaina

e-mail: o.cherevko@med.sumdu.edu.ua

ABBREVIATIONS

ART - antiretroviral therapy

BDI — Beck Depression Inventory
GSI — Global Severity Index

HIV — human immunodeficiency virus

PLWH — people living with HIV
SCL-90-R — Symptom Checklist-90-Revised
STAI — State-Trait Anxiety Inventory
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INTRODUCTION

The widespread use of effective antiretroviral
therapy (ART) has substantially improved survival and
transformed HIV infection into a manageable chronic
condition. Consequently, contemporary HIV care
increasingly focuses not only on virological suppression
and immune status but also on mental health, quality of
life, psychosocial functioning, and long-term
engagement in care. Current World Health Organization
guidance supports the integration of mental health
assessment and management, including care for
depression and anxiety, into routine HIV service
delivery [1].

Mental health problems remain highly prevalent
among people living with HIV. A recent systematic
review and meta-analysis of 240 studies estimated
pooled prevalences of 31% for depressive symptoms,
29% for anxiety symptoms, and 44% for psychological
distress [2]. However, prevalence estimates depend
substantially on the assessment method. A meta-
analysis focusing specifically on diagnostically defined
anxiety disorders reported a pooled prevalence of
approximately 15.5% [3], while a recent systematic
review of ICD/DSM-diagnosed depressive disorders
similarly demonstrated a substantial but more narrowly
defined burden of categorical depressive disorders
among PLWH [4]. These differences underscore the
importance of distinguishing between dimensional
psychopathological categorical
psychiatric disorders when evaluating mental health in
PLWH.

The psychopathological presentation of PLWH is
clinically heterogeneous and may include anxiety and
depressive manifestations together with fatigue, sleep
disturbances, irritability, apathy, somatic symptoms,
subjective cognitive difficulties, and reduced functional

manifestations and

capacity. This heterogeneity reflects the potential
interaction of biological, psychological, and social
factors.  Neuroinflammatory
mechanisms have been considered potential biological
contributors to affective manifestations [5], whereas HIV-
related stress and stigma may contribute to psychological
distress and are associated with depressive and anxiety
symptoms [6,7]. Consequently, affective manifestations
in PLWH should not be considered exclusively as either
psychological reactions to HIV infection or direct

and immune-related

consequences of its biological effects.

Clinical differentiation may be further complicated by
the overlap between affective, asthenic, motivational, and
cognitive manifestations. Fatigue, impaired
concentration, subjective memory difficulties, reduced
motivation, and apathy may occur within different
clinical presentations. At the same time, cognitive

complaints in PLWH require careful differential
assessment because HIV-associated neurocognitive
impairment represents a distinct diagnostic field and
cannot be inferred from subjective cognitive symptoms
alone [8, 9].

This clinical overlap creates an important diagnostic
challenge. Categorical psychiatric diagnosis remains
essential; however, it may not fully characterize the
predominant  organization of  psychopathological
manifestations at a particular point in time. Syndrome-
oriented clinical assessment may therefore provide
complementary information by identifying whether
anxiety, depressive, or asthenic-cognitive manifestations
predominate. Such clinical-psychopathological profiles
should not be regarded as independent diagnostic
categories but rather as a complementary approach to
describing clinically meaningful heterogeneity among
PLWH.

The Ukrainian context provides an additional reason
for detailed mental health assessment. A substantial part
of the study period coincided with the full-scale war,
during which Ukrainian civilian populations have
demonstrated clinically relevant symptoms of anxiety,
depression, post-traumatic stress, and sleep disturbance
[10]. The war has also disrupted HIV-related healthcare
services in affected regions and created additional stress
for both patients and healthcare professionals [11].
However, because individual exposure to war-related
stress was not quantified and recruitment began before
February 2022, these factors are considered contextual in
the present study and are not used to explain the observed
psychopathological profiles directly.

Contemporary HIV care therefore requires attention
to emotional, psychological, and cognitive well-being in
addition to virological and immunological outcomes
[1,12]. Despite increasing recognition of these needs, the
relationship between predominant clinical-
psychopathological  patterns, their  clinical and
psychometric characteristics, and HIV clinical stage
remains insufficiently characterized. Examining these
relationships may provide a more differentiated
description of psychopathological manifestations
PLWH and complement categorical psychiatric diagnosis
and standardized psychometric assessment.

Objective. The aim of the study was to characterize
the clinical and psychopathological features of PLWH
according to the predominant clinical-psychopathological
profile and to assess the associations of these profiles
with HIV clinical stage and the severity of depressive,
anxiety, and general psychopathological symptoms.

MATERIALS AND METHODS

Study design and participants

A single-center cross-sectional analytical study was
conducted as part of a broader clinical investigation of

in
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mental health in people living with HIV. The present
analysis included data obtained during the main clinical
and psychopathological stage of the study conducted
between 2021 and 2025 at the Municipal Non-Profit
Enterprise of the Sumy Regional Council “Regional
Clinical Medical Center for Socially Dangerous
Diseases”, Sumy, Ukraine.

The study included 132 adults with confirmed HIV
infection who were receiving ART. Participants ranged
in age from 22 to 75 years; the mean age was 42.6+11.3
years. Men comprised 58.3% and women 41.7% of the
study sample.

According to the clinical stage of HIV infection,
36.4% of participants had stage I disease, 13.6% stage
II, 22.7% stage III, and 27.3% stage IV. For selected
analyses, HIV stages were grouped into early (I-1I) and
advanced (III-1V) stages, each comprising 50.0% of the
study sample.

The inclusion criteria were age >18 years, confirmed
HIV infection, receipt of ART for at least six months,
ability to participate in clinical-psychopathological and
psychometric assessment, and provision of voluntary
informed consent.

Exclusion criteria were an acute psychotic state;
severe cognitive impairment or a severe somatic
condition preventing meaningful participation and
completion of psychometric assessment; refusal to
participate; and insufficient clinical or anamnestic data
for valid analysis.

Clinical and psychodiagnostic assessment

The study included clinical-anamnestic, clinical-
psychopathological, and psychodiagnostic methods.
Clinical-anamnestic assessment and review of medical
records were used to obtain sociodemographic and
clinical data, including age, sex, HIV clinical stage,
CD4+ T-cell count, HIV viral load, duration of HIV
infection, duration and regimen of ART, and relevant
sociodemographic and clinical characteristics.

Separate detailed analyses of suicidal risk and ART
adherence in this cohort have been reported previously
[13,14] and were not considered primary outcomes of
the present study.

Clinical-psychopathological assessment was used to
characterize the participants' current mental state,
identify predominant psychopathological symptoms and
syndromes, and establish psychiatric diagnoses
according to ICD-10 criteria where applicable [15]. The
assessment included affective, asthenic,
somatic, cognitive, emotionally labile, apathetic, hostile,
and related psychopathological manifestations.

For the purposes of the present analysis, participants

anxiety,

were classified according to the predominant syndrome
characterizing their current mental state into anxiety
(39.4%), depressive (24.2%), and asthenic-cognitive

(36.4%) clinical-psychopathological profiles. This
syndrome-based stratification was used as a
complementary clinical approach and was not

considered equivalent to formal psychiatric diagnosis.
Psychodiagnostic assessment included the 21-item
Beck Depression Inventory (BDI) [16], State-Trait
Anxiety Inventory (STAI) [17], and Symptom
Checklist-90-Revised (SCL-90-R) [18-20], providing
standardized measures of depressive symptoms, state

and  trait  anxiety, hostility, and  general
psychopathological distress.
Statistical Analysis. Statistical analyses were

performed using R version 4.4.1 and RStudio 2025.09.1
[21, 22]. Quantitative variables were summarized as
mean+tstandard deviation and, where appropriate, as
median [Q1-Q3]. Categorical variables were presented
as percentages. Normality of distributions was assessed
using the Shapiro—-Wilk test. Because
quantitative variables showed non-normal distributions,
non-parametric methods were used for between-group

several

comparisons.

Comparisons of quantitative variables among the
three independent clinical-psychopathological profiles
were performed using the Kruskal-Wallis test.
Comparisons between two independent groups were
performed using the Mann—Whitney U test. Categorical
variables were compared using Pearson's chi-square test
or Fisher's exact test, as appropriate. The association
between clinical-psychopathological profile and HIV
clinical stage was assessed using Pearson's chi-square
test. All statistical tests were two-sided, and p<0.05 was
considered statistically significant.

RESULTS

Clinical manifestations

Clinical-psychopathological assessment identified
three predominant patterns of psychopathological
manifestations: an anxiety profile (39.4%), a depressive
profile (24.2%), and an asthenic-cognitive profile
(36.4%).

These profiles reflected the predominant syndromic
organization of the participants' current mental state and
were used to characterize differences in clinical
manifestations and psychometric features.

Clinical manifestations

Distinct patterns of clinical manifestations were
observed across the three clinical-psychopathological
profiles. The characterized
predominantly by persistent internal tension, illness-
related fears, anxious fixation on bodily sensations,
difficulties concentrating, sleep disturbances, and
reduced working capacity. The depressive profile was

anxiety profile was

characterized by depressed mood, loss of interest or
pleasure, hopelessness, guilt-related
reduced working capacity, fatigue, and

experiences,
sleep
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disturbances. The asthenic-cognitive profile was
characterized mainly by persistent fatigue, reduced
working capacity, and concentration difficulties, with a
comparatively low frequency of core depressive

manifestations. Overall, affective and anxiety-related

manifestations predominated in the anxiety and
depressive profiles, whereas functional exhaustion and
concentration difficulties were particularly prominent in

the asthenic-cognitive profile (Table 1).

Table 1. Selected clinical manifestations according to the predominant clinical-psychopathological profile

Clinical manifestation Anxiety profile, Depressive profile, Asthenic-cognitive profile,
Depressed mood 48.1 96.9 25.0
Loss of interest or pleasure 32.7 93.8 4.2
Guilt-related experiences 28.8 87.5 6.3
Hopelessness 82.7 96.9 8.3
Persistent internal tension/anxiety 100.0 313 14.6
Fear of HIV progression 84.6 37.5 12.5
Anxious fixation on bodily sensations 71.2 15.6 2.1
Reduced working capacity 923 96.9 100.0
Rapid fatigue 90.4 93.8 100.0
Difficulties concentrating 86.5 50.0 79.2
Sleep disturbances 80.8 90.6 25.0
Note. Data are presented as percentages within each clinical-psychopathological profile
Psychometric characteristics depression, anxiety, hostility, and  overall

Psychometric characteristics differed significantly
across the three clinical-psychopathological profiles.
The depressive profile showed the highest observed
of  depressive general
psychopathological distress, whereas state anxiety was

levels symptoms  and
highest in the anxiety profile. Trait anxiety scores were
numerically higher in both affective profiles than in the

asthenic-cognitive profile. SCL-90-R measures of

psychopathological distress showed global between-
profile differences. The asthenic-cognitive profile was
characterized by substantially lower affective and
general psychopathological scores despite prominent
fatigue, reduced working capacity, and concentration
difficulties  (global between-profile
p<0.001; Table 2).

comparisons,

Table 2. Psychometric characteristics according to the predominant clinical-psychopathological profile

Measure Anxiety profile, n=52 Depressive profile, n=32 Asthenic-cognitive profile, n=48 | p

BDI, points 12.13+6.85; 10 [7-18] 19.03+9.30; 17.5 [12-26] 5.40+4.29; 4 [3-6] <0.001
STAI-S, points 46.50+11.97; 46 [38-55] 42.19+10.38; 44.5 [30-47.5] | 32.06+11.02; 29 [24-35] <0.001
STAI-T, points 45.38+10.82; 47 [43-54] 46.91+7.09; 47 [45-49] 32.81£10.01; 30 [24.75-40] <0.001
SCL-90-R DEP 0.78+0.47; 0.77 [0.38-1.00] | 1.16+0.56; 1.08 [0.69-1.53] 0.31£0.27; 0.23 [0.15-0.33] <0.001
SCL-90-R ANX 0.96+0.61; 0.80 [0.60-1.30] | 1.02+0.60; 1.10 [0.48—-1.30] 0.32+0.41; 0.20 [0.10-0.30] <0.001
SCL-90-R GSI 0.73£0.28; 0.71 [0.62—0.88] | 1.05+0.46; 1.04 [0.61-1.34] 0.30+0.26; 0.24 [0.14-0.32] <0.001
SCL-90-R Hostility | 0.66+0.40 1.04+0.55 0.36+0.44 <0.001

Note. Data are presented as meanztstandard deviation and median [Q1-Q3], where available. BDI — Beck Depression
Inventory; STAI-S — State Anxiety subscale; STAI-T — Trait Anxiety subscale; DEP — depression; ANX — anxiety; GSI —
Global Severity Index. Global between-profile comparisons were performed using the Kruskal-Wallis test

Relationship with HIV clinical stage

When participants were divided into early (I-II)
and advanced (III-IV) HIV stages, which represented
equal proportions of the study sample, no statistically
significant differences were found in the quantitative

severity of the main affective or general
psychopathological measures. Mean BDI scores were

10.91+£7.61 points in the early-stage group and
11.80+£9.42 points in the advanced-stage group
(p=0.985). Corresponding STAI-S scores were
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42.41+13.58 and 38.00+11.83 (p=0.062), while STAI-
T scores 41.56+12.07 and 40.80+11.14
(p=0.549). No statistically significant differences were
observed for SCL-90-R depression (p=0.582), anxiety
(p=0.703), or GSI (p=0.861). Thus, none of the
analyzed quantitative demonstrated a
statistically significant increase in symptom severity in
participants with advanced HIV stages.

In contrast, the distribution of predominant

were

measures

clinical-psychopathological profiles was significantly
associated with HIV clinical stage (Pearson y>=13.64;
df=2; p=0.001). Among participants with early HIV
stages (I-1I), the anxiety profile accounted for 48.5%,
the asthenic-cognitive profile for 40.9%, and the
depressive profile for 10.6%. Among participants with
advanced HIV stages (III-1V), the depressive profile
accounted for 37.9%, the asthenic-cognitive profile for
31.8%, and the anxiety profile for 30.3% (Table 3).

Table 3. Distribution of clinical-psychopathological profiles according to HIV clinical stage

Clinical-psychopathological profile HIV stages I-11, n=66 HIV stages III-1V, n=66
Anxiety profile 48.5% 30.3%

Depressive profile 10.6% 37.9%
Asthenic-cognitive profile 40.9% 31.8%

Total 100.0% 100.0%

Note. Data are presented as percentages within each HIV-stage group. Pearson y?=13.64; df=2; p=0.001

DISCUSSION

The present study demonstrated substantial clinical
heterogeneity of psychopathological manifestations
among people living with HIV. Three predominant
clinical-psychopathological profiles—anxiety,
depressive, and asthenic-cognitive—differed in both the
structure of clinical manifestations and psychometric
characteristics. Importantly, profiles  were
considered syndrome-based characteristics of the
participants' current mental state rather than independent
diagnostic categories. This approach allowed the
clinical presentation to be characterized beyond
categorical psychiatric diagnosis and provided a more
differentiated  description of  the
psychopathological manifestations.

The anxiety profile was characterized by a coherent
combination of persistent internal tension, illness-
related fears, anxious fixation on bodily sensations,
concentration difficulties, and sleep disturbances.
Persistent internal tension was particularly characteristic
of this profile, while fear of HIV progression and
heightened attention to bodily sensations were also
prominent. These clinical manifestations
accompanied by the highest level of state anxiety. Thus,
the clinical-psychopathological and psychometric
findings converged in identifying anxiety as the
predominant dimension of the current mental state in
this profile.

At the same time, the anxiety profile was not limited
to anxiety-specific manifestations. Reduced working
capacity, rapid fatigue, concentration difficulties, and
sleep disturbances were also frequently observed. Their
coexistence with internal tension and illness-related

these

predominant

were

fears illustrates the multidimensional nature of the

clinical presentation and emphasizes the importance of
assessing the overall structure of psychopathological
manifestations rather than interpreting individual
symptoms in isolation.

The depressive profile demonstrated the greatest
overall and psychopathological
Clinically, it was characterized by depressed mood, loss
of interest, hopelessness, guilt-related experiences,
reduced working capacity, fatigue, and sleep
disturbances. This clinical pattern corresponded to the
psychometric findings, with the depressive profile
demonstrating the highest observed levels of depressive
symptoms and general psychopathological distress. The

affective burden.

correspondence between clinical manifestations and
standardized measures supports the distinction of a
predominantly depressive pattern within the studied
cohort.

Another notable characteristic of the depressive
profile was the highest observed hostility score. In the
context of the present findings, hostility should not be
interpreted as a separate diagnostic phenomenon but
rather as a dimensional component of the broader
psychopathological  presentation.  Irritability — and
affective tension may therefore accompany the more
typical depressive manifestations and contribute to the
overall clinical burden in patients with a predominantly
depressive profile.

An important finding concerned the relationship
between HIV clinical stage and psychopathological
manifestations. Quantitative levels of depressive
symptoms, state and trait anxiety, SCL-90-R depression
and anxiety, and general psychopathological distress did
not differ significantly between participants with stages
[-II and III-IV HIV infection. Thus, the present data do
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not support a simple relationship in which advanced
HIV clinical stage is accompanied by a proportional
increase in the quantitative severity of affective or
general psychopathological symptoms.

In contrast, HIV clinical stage was significantly
associated with the distribution of the predominant
clinical-psychopathological profiles. The anxiety profile
was more frequently represented among participants
with stages I-II, whereas the depressive profile was
substantially more frequent among those with stages
III-IV. The asthenic-cognitive profile was represented
in both stage groups without a similarly pronounced
directional difference. These findings suggest that HIV
clinical stage may be related more closely to the
structure of the predominant psychopathological
presentation than to the absolute quantitative severity of
the measured symptoms.

This distinction between symptom severity and
symptom structure is clinically relevant. Participants at
different HIV clinical stages could demonstrate
comparable quantitative levels of affective or general
psychopathological symptoms while differing in the
predominant  organization  of  their
manifestations. Therefore, assessment based exclusively
on total psychometric scores may not fully capture
clinically relevant differences in psychopathological
presentation.

Several interpretations of the observed profile
distribution may be considered. An anxiety-dominant
presentation at earlier HIV stages may potentially be
associated with uncertainty regarding future health,

clinical

heightened monitoring of bodily sensations, concerns
about disease progression, and long-term treatment. A
depressive presentation at stages may
potentially reflect cumulative illness burden, previous
medical complications, functional limitations, treatment
fatigue, or changes in perceptions of future prospects.
However, these explanations remain hypothetical
because the potential mechanisms underlying the
observed associations were not directly assessed in the
present study.

Moreover, the cross-sectional design does not allow
the observed differences in profile distribution to be
interpreted as a temporal transition from anxiety to
depression during HIV  progression. The study
demonstrates an association between HIV clinical stage
and the predominant psychopathological profile at the
time of assessment but does not establish the direction or
mechanism of this relationship. Longitudinal observation
would be required to determine whether the predominant
clinical-psychopathological pattern remains stable or

advanced

changes over time within individual patients.
The asthenic-cognitive profile represents another
clinically relevant finding. Persistent fatigue, reduced

working capacity, and concentration difficulties
predominated in this profile, whereas depressive,
anxiety, and general psychopathological scores were
substantially lower than in the anxiety and depressive
profiles. This combination indicates that prominent
fatigue and cognitive complaints in PLWH should not
automatically be interpreted as manifestations of
depression or anxiety, particularly when the
accompanying  affective  symptom  burden s
comparatively low.

At the same time, the term “asthenic-cognitive
profile” in the present study is descriptive and should
not be interpreted as establishing a specific neurological
or neurocognitive diagnosis. The study did not include a
comprehensive neuropsychological battery sufficient to
diagnose HIV-associated neurocognitive
Therefore, the observed fatigue, reduced working
capacity, concentration difficulties, and subjective
cognitive complaints broader differential
assessment and cannot be attributed to a specific
actiological mechanism on the basis of the present data.

disorder.

require

The differentiation of the three profiles also
demonstrates the complementary value of clinical-
psychopathological and psychometric
Standardized instruments quantified depressive, anxiety,
and general psychopathological manifestations, whereas
clinical assessment characterized how individual
symptoms were organized within the participant's
current mental state. The correspondence between
clinical and psychometric characteristics was
particularly apparent for the anxiety and depressive
profiles, while the asthenic-cognitive profile
demonstrated the importance of considering clinically
relevant complaints that may coexist with comparatively
low levels of affective symptoms.

From a practical perspective, the findings suggest
different priorities for clinical assessment depending on
the predominant presentation. In an anxiety profile,
particular attention should be paid to internal tension,
illness-related fears, fixation on bodily
sensations, sleep disturbance, and concentration

assessment.

anxious

difficulties. In a depressive profile, assessment should
focus on depressed mood, anhedonia, hopelessness,
guilt-related experiences, irritability, and functional
impairment. In an asthenic-cognitive profile, fatigue and
cognitive complaints require broader differential
assessment, including consideration of potential
medical, neurological, sleep-related, treatment-related,
and psychological contributors.

Overall, the findings support the use of syndrome-
oriented clinical assessment as a complementary, rather
than alternative, approach to categorical psychiatric
diagnosis and standardized psychometric assessment.

Identification of a predominant clinical-
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psychopathological profile does not replace diagnosis
and should not be interpreted as a new diagnostic
classification. Its potential clinical value lies in
characterizing the leading structure of the current
mental state and identifying symptom domains that may
require more detailed assessment in an individual
patient.

Strengths and limitations

A strength of the present study was the combination
of direct clinical-psychopathological assessment with
standardized measures of depressive, anxiety, and
general psychopathological symptoms in a sample
including all four clinical stages of HIV infection.
Assessment of predominant clinical-psychopathological
profiles allowed syndrome-level heterogeneity to be
examined without treating these profiles as independent
diagnostic categories.

Several limitations should be acknowledged. The
cross-sectional design precludes causal conclusions and
does not allow assessment of transitions between
profiles over time. The single-center setting may limit
generalizability. Profile classification was based on
clinical-psychopathological assessment and requires
external replication. Psychometric measures were partly
based on self-report and may be influenced by reporting
The study did
comprehensive neuropsychological battery sufficient to
diagnose HIV-associated neurocognitive disorder.
Finally, individual exposure to war-related stress was
not quantified, and the cohort included participants

characteristics. not include a

PROSPECTS FOR FUTURE RESEARCH

assessed both before and after the beginning of the full-
scale invasion; therefore, the independent contribution
of wartime stress could not be determined.

CONCLUSIONS

People living with HIV demonstrated distinct
clinical-psychopathological patterns. The anxiety profile
was characterized predominantly by internal tension,
illness-related fears, anxious fixation on bodily
sensations, and the highest level of state anxiety,
whereas the depressive profile was associated with the
greatest severity of depressive symptoms and general
psychopathological distress and showed the highest
observed hostility score. The asthenic-cognitive profile
was characterized mainly by persistent fatigue, reduced
working capacity, and concentration difficulties
accompanied by comparatively lower levels of affective
and general psychopathological symptoms.

HIV clinical stage was not associated with a simple
quantitative increase in depressive, anxiety, or general
psychopathological symptom severity. However, it was
significantly associated with the distribution of clinical-
psychopathological profiles, with the anxiety profile
more frequently represented among participants with
stages I-1I and the depressive profile among those with
stages III-IV.  These findings support the
complementary use of syndrome-oriented clinical
assessment alongside categorical psychiatric diagnosis
and standardized psychometric measures to characterize
the heterogeneity of mental health manifestations in
PLWH.

Prospective multicenter studies are needed to determine the longitudinal stability and possible transitions of the
identified clinical-psychopathological profiles, clarify their biological and psychosocial determinants, and assess
whether profile-based clinical stratification may contribute to the selection of individualized psychiatric and

psychosocial interventions in people living with HIV.
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