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Introduction
Despite the impressive reduction in morbidity

and mortality related to HIV infection, and due to the
consequent increase in life expectancy gained, im-
portant physical, psychosocial and psychiatric
repercussions of this disease are expected to become
more relevant. For these reasons, a multidiscipli-
nary approach, with several specialities involved in
counselling and treatment, should become relevant
in HIV/AIDS management.

From the beginning of this disease up to the
present time, the psychosocial aspects as well as
psychological/psychiatric disorders affecting HIV-
infected individuals have become a major concern
for professionals taking care of these patients1-8.
Many researchers aimed to establish the predictors
and frequency with which psychological problems
appeared. It was first noticed that it is very common
for a substantial proportion of subjects to suffer per-
sistent and pathological disturbances. Psychiatric
morbidity was defined by the presence of a DSM-IV
(or equivalent in ICD-10) diagnostic code reflecting
psychiatric illness.

However, most studies in the beginning of the
epidemic referred to psychiatric morbidity and
emotional distress in HIV-infected patients during
hospitalisation9-12, or after ambulatory consulta-
tion13. Data obtained in such studies could be over-
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estimating the real prevalence of mental disorders
in subjects previously selected by another physi-
cian. As most HIV-infected subjects in developed
countries receive medical assistance sometime
during the natural history of the disease, the best
way to have an accurate measure of psychiatric
and psychological sequelae is to study the popula-
tion attending these services14. 

Nowadays, it has been pointed out the important
role being played by mental health specialists in the
prevention and treatment of several complications
of HIV infection. Their field of action has been indi-
cated as: i) to identify and modify behavioural fac-
tors related to the acquisition of the infection or af-
fecting the course of the disease, ii) to describe the
significance and inner consequences of HIV/AIDS
diagnosis, and iii) to determine the usefulness of in-
terventions aimed to alleviate the psychiatric impli-
cations of these aspects. The term counselling,
which is much used by clinical psychologists and
psychiatrists in the context of HIV infection, involves
these activities15. 

The most important investigations dealing with
the psychiatric and psychological morbidity associ-
ated to HIV infection are reviewed, paying attention
not only to their main findings, but also to their in-
trinsic limitations.

Mental disorders in HIV-infected patients
It is well known that subjects suffering severe or-

ganic diseases are burdened by a higher preva-
lence of mental disorders, which could rise to 30-50%.
Most diagnoses are combined affective disorders,
mainly with anxiety and depressive symptoms,
which are frequently linked to adjustment problems.
Few such patients need prolonged psychopharma-
cological treatment16-17.

Due to the prolonged life expectancy achieved
by the newer antiretroviral regimens, the risk for
mental disorders in HIV-positive patients is in the
range of individuals suffering different chronic con-
ditions18, although significantly higher than that de-
scribed for the general population (15.4-30%)19,20.
Also, these complications vary in type and severity. 

It is important for mental disorders to be promptly
diagnosed among HIV-infected individuals. This
morbidity might spoil the efforts carried out at pri-
mary prevention and frequently diminishes coping
capacity. Also, it is associated with higher mortality21

and lower antiretroviral treatment compliance22-25, and
causes severe impairment of the quality of life
among HIV-infected individuals26-27.

Among HIV-infected patients, psychiatric evalua-
tion should be made in the wide context of a multi-
systemic disease, not only with an ample variety of
psychopathologies, but also with organic altera-
tions and drug toxicities, frequently leading to the
impairment of the superior functions of the brain.
Psychiatric symptoms may be difficult to differenti-
ate from some manifestations of AIDS. These facts
make psychiatric syndromes diagnosis in HIV-posi-
tive patients troublesome. Physicians may also er-
roneously view psychiatric symptoms as a ‘natural’

reaction to HIV diagnosis, which sometimes leads
to the appropriate psychological or psychiatric
treatment not being aggressively pursued.

Dementia and minor cognitive impairment
A proportion of HIV-infected persons can develop

brain disorders, not only from secondary complica-
tions but also by direct effect of the HIV. Primary
HIV-related brain disorders include HIV-associated
dementia or AIDS dementia complex (ADC) and, to
a lesser degree, cognitive impairment, the HIV-as-
sociated minor cognitive disorder (MCD)28 . 

HIV-associated dementia is characterised by
marked impairment in cognitive functioning, involv-
ing the ability to observe, concentrate, memorise
and quickly and flexibly process information.
Marked disturbances in language abilities and psy-
chomotor slowing are also observed29-30. 

The prevalence and severity of AIDS associated
dementia is related to the rate of immunosupression
and disease stage. The prevalence of this compli-
cation has been set at between 6,5 and 20%31-33. In
3 to10% of patients, dementia is the first AIDS-
defining diagnosis33-34. 

Before fulfilling dementia diagnostic criteria, cog-
nitive impairment is detected in up to 50% of AIDS
patients. There is no agreement on the frequency,
type and intensity of neuropsychological test altera-
tions in asymptomatic HIV-infected patients33,35-36.
However, neuropsychological deterioration seems
to parallel with CD4+ lymphocyte reduction, which
has been recently shown to be a better marker than
viral load for cognitive impairment37. 

A reduction in the incidence of ADC should be
expected with the widespread use of HAART, but its
impact on the incidence and clinical course of this
complication is still unclear. Controlled studies have
reported a positive effect of antiretroviral treatment
on the impairment of neuropsychological tests in
ADC38-40. Once antiretroviral treatment has been
started, the reduction of plasma viral load is the pa-
rameter which best correlates with the regression of
neuropsychological test abnormalities41-42.

Finally, there is some evidence that psychiatric
disturbances in symptomatic HIV infection may be
associated with subtle brain involvement preceding
the immunological and neurocognitive impairment
characteristic for AIDS43.

Acute stress reactions
Acute stress reactions may occur in any phase of

HIV infection, especially in coincidence with changes
in the individual clinical stage28. However, they are
more common immediately after the diagnosis of the
infection. These emotional reactions may include
anger, guilt, fear, denial and despair. In many cases
somatic symptoms, suicidal ideation, or even at-
tempts, substance abuse and high-risk activities are
associated2. The management of psychological re-
actions to the diagnosis of HIV infection is based on
pre- and post-test counselling44. The prevalence of
these reactions has not been established.
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Adjustment disorder
The clinical picture of adjustment disorders may

be dominated by symptoms of anxiety, insomnia
and depression.

Adjustment disorders, which normally follow a
benign course, are rather frequent (4-10%)45-47 and
constitute one of the most common diagnoses in
people referred to mental health services (around
30%)10.

Affective Disorders
Major depression has been frequently reported

in subjects with HIV infection, but estimates con-
cerning its prevalence have been quite divergent.
Lifetime rates for depressive disorders among HIV-
infected persons have been set at 30-61%45,46,48-57,
while the current prevalence of major depression in
community samples is a little lower (4-40%)45-63.
When hospitalised patients are considered, these
rates may be much higher. Suicidal ideation is com-
mon among HIV-infected persons and may be as-
sociated with increased HIV-related symptoms. For
this reason, some studies have concluded that this
disease is burdened with a higher suicide risk than
the general population64-67. Mania is the most fre-
quent diagnosis for the psychiatric hospitalisation
of HIV-infected subjects, and often secondary to
HIV-infection68. Most cases of new-onset mania oc-
cur in advanced HIV disease and they are often as-
sociated with the presence of substantial cognitive
impairment28. No satisfactory prevalence or inci-
dence data are available, but overall, manic condi-
tions appear to be rare. Antiretroviral agents capa-
ble of penetrating the central nervous system have
been shown to be effective for the prevention of
manic reactions69.

Anxiety disorders
Episodes of anxiety lasting for one to several

months are frequent in HIV-infected patients. Its
prevalence is significantly lower if rigorous DSM-IV
criteria are applied, which require a minimum of 6
months of symptoms. This could be the reason why
there is a wide range of results in different studies
(4-40.5%)45,46,48-57. Current rates of generalised
anxiety are between 551 and 20%50. The rates of
other major anxiety disorders, such as panic and
obsessive compulsive disorders, do not appear to
be markedly elevated above community standards.

Substance and/or alcohol use disorder
Lifetime rates for alcohol use disorder are in the

range of 21.6 to 64.3%, and for drug use disorders
from 29.4 to 55.9%45,46,48-57. Co-morbidity with other
mental disorders is common46. The prevalence of
any current substance use disorder, including
chronic alcohol and drug use, has been set at 20 to
73%45-57,71. Physicians should be aware that sub-
stance abusers are prone to have sexual behav-
iours at risk for HIV transmission, as there is a high-
er rate of sexual dis-inhibition, impaired judgement

and impulsivity. For these same reasons they tend
to be less compliant with antiretroviral regimens.

Other mental disorders
Sexual dysfunction is very common (39-59%)45,72-75,

and comprises in almost all cases hypoactive sex-
ual desire disorder (97%)45. Other frequent sexual
dysfunctions in seropositive subjects are ejaculato-
ry difficulties75. Psychotic disorder is found most of-
ten in late stage disease, with a prevalence rate of
0.2-15%76-79. Most psychosis are either mania or
brain organic disorders. Personality disorders is of-
ten an associated diagnosis which can be made in
up to 30% of HIV-positive subjects. Borderline per-
sonality disorder, antisocial, dependent, passive-
aggressive, histrionic and otherwise unspecified
disorders, are the most frequent diagnoses54,80-82.
Also, eating disorders can complicate the manage-
ment of HIV infection83.

Prevalence of any mental disorder
The appearance of at least one lifetime mental

disorder has been found to occur in 38 to 73% of
the patients45,48,51,71. In the majority of cases the on-
set of psychiatric disorders seems to precede sero-
conversion46.

It is not known whether psychiatric disorders might
enhance the acquisition of HIV infection, nor if their
effective treatment might reduce the risk of HIV ac-
quisition.

The findings regarding current psychiatric dis-
eases in HIV-positive and negative groups of pa-
tients are varied, but most studies have suggested
rates of affective disorders and substance abuse of
around 50%, which are greater than expected for
the general population58,84. 

Factors and predictors associated with the
development of mental disorders in HIV-
infected subjects

Several factors have been shown to facilitate
psychiatric morbidity, which makes mental health
evaluation of special relevance in order to promptly
identify susceptible individuals, so that effective in-
terventions can be provided.

Psychiatric history
Psychiatric history prior to HIV infection acquires

great relevance85-87. The clinicians should be well
informed of a patient’s past psychiatric history in
order to be in a strong position to detect subtle pre-
sentations of recurrence, and to begin effective in-
tervention before a crisis emerges.

HIV infection is more prevalent among popula-
tions known to be at higher risk for mental disor-
ders, such as subjects with homosexual prac-
tices51,80,88-89 or intravenous drug users46,49,70,90. The
most frequent diagnoses in homosexual men are
major depression and substance abuse, especially
alcohol use disorder. On the other hand, between
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48 and 90% of opioid-dependent patients have a
co-morbid psychiatric disorder19,70. Psychiatric dis-
turbances mostly associated with substance abuse
and a higher risk for HIV infection include bipolar
disorder, schizophrenia, schizoaffective disorders,
borderline and antisocial personality disorders, and
depression. 

Also, patients acquiring HIV infection through
blood transfusion, such as haemophiliacs, tend to
be at risk for psychiatric morbidity derived from the
chronicity of the hereditary disease, high level of
hospital dependency and sometimes activity-limited
life style. On the other hand, subjects affected by
severe mental disorders, heavy alcohol abusers
and homeless individuals, have been recently iden-
tified as being at greater risk for HIV infection91-95. 

The presence of personality disorders also in-
creases the risk of psychological problems after
HIV infection96. 

HIV associated factors
The communication of HIV positivity inflicts a deep

psychological impact97, which can drive the patient
to different emotional responses. Of special rele-
vance is AIDS diagnosis, or the appearance of
physical, disfiguring or disabling symptoms98-100.

In other instances, mental disorders could be
caused by the direct action of HIV, opportunistic
pathogens or tumours affecting the central nervous
system, by the toxicity of antiretroviral drugs, an-
tibiotics or chemotherapy, or by multiple complica-
tions of end-stage disease. However, it is always
possible for a psychiatric diagnosis to be made
concurrently with, but not directly related to, HIV in-
fection.

Psychosocial aspects
Poor social support and the use of avoidance or

denial as a habitual way of coping, are factors re-
lated negatively to disease adaptation, but positive-
ly to psychiatric morbidity101. Other factors associ-
ated to the development of significant psychiatric
and psychological sequelae are life events102, in
particular adverse ones that can be associated with
an increased rate of early HIV disease progres-
sion103 and exposure to grief due to AIDS104.

Sociodemographic characteristics
Personal and demographic characteristics such

as older age, pre-morbid IQ, educational attainment,
female gender, low income and ethnicity71,105-108 are
also associated with psychiatric morbidity. 

Research about mental disorders in HIV-
infected patients

A large number of relevant researches on psy-
chological and psychiatric disturbances in HIV-
positive subjects have been published from the be-
ginning of the epidemic to the present time109.

The principal findings from relevant publications
on psychiatric morbidity are summarised in Table 1.
Due to the high number of publications found, only
studies with population samples greater than 70
patients, with seronegative control groups, and
those evaluating any axis I psychiatric disorders
with operative diagnostic criteria, structured diag-
nostic interview and valid instruments for diagnosis,
have been selected. 

A wide diversity of results with regard to the inci-
dence of emotional distress, at evaluation time
point and lifetime, have been offered by different
studies exploring issues related to psychiatric mor-
bidity in HIV-infected individuals. For this reason, it
is important to consider differences among studies
before drawing firm conclusions.

Methodological problems
The diversity in the prevalence rates of several

mental disorders reported in the studies reviewed
should be considered in the context of the hetero-
geneous methodology used.

Most population samples were selected through
advertisements, mail solicitations and by word of
mouth, resulting in self-referred cohorts, rather than
cohorts established from a known sampling frame49-

52,54,56.
Another aspect of interest is the cohort of pa-

tients selected for the studies. To date, the vast ma-
jority of the literature refers to series from the United
States of America and the United Kingdom, where
samples are mainly constituted by Caucasian
males, with homosexual or bisexual risk behav-
iours, and medium-high educational levels. This
fact means that the results obtained in currently
used studies should be cautiously applied to popu-
lations where those demographic parameters are
different.

Only one study has examined the effects of HIV
infection on neuropsychological functioning in an
African population62. In another study, promoted by
the World Health Organisation, HIV-infected pa-
tients and controls were recruited from different ge-
ographic locations, cultural levels and social strata,
in an attempt to avoid sample selection bias53.

When intravenous drug users are mainly consid-
ered in HIV research, the selection of this sample
might induce a high prevalence of substance
abuse by design. In this respect, studies of homo-
sexual men have also shown elevated prevalence
of substance abuse and alcohol disorder. For ex-
ample, Rosenberger et al.46 reported prevalences
of 55-73% for any substance abuse disorder and
42-62% for alcohol dependence.

Series referring to haemophiliacs86,110, subjects
with heterosexual risk behaviours111, or the com-
parison between male and female morbidity, are
scarce. HIV-infected women have received little atten-
tion60,112, although it is known that they are placed
at a greater risk for psychosocial difficulties113.

It does not always include a control group of
seronegative individuals48,84, and should it happen,
the prevalence of mental disorders is frequently
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higher than expected. A plausible explanation for
this finding is that control groups are generally re-
cruited from subjects testing negative to HIV sero-
logy screening, which implies the selection bias of be-
ing at least HIV risk behaviour positive46,50-53,56,60-61,71.
However, this observation emphasises the impor-
tance of pre-morbid mental alterations being pre-
sent at the time of HIV infection diagnosis. 

Not all studies have examined all stages of HIV
infection, nor have they included a significant num-
ber of individuals with advanced HIV infection or
AIDS related diagnoses48,50,55-57,84, which needs to
be done in order to establish psychiatric morbidity
changes in parallel with HIV infection evolution. Di-
verse research findings have been published in re-
gard to the role of disease complications as triggers
of psychiatric morbidity. While some disorders are
clearly of increasing prevalence in more advanced
disease stages (e.g. delirium and dementia), psy-
chological distress has been reported in some sur-
veys to be greater in asymptomatic HIV individuals
or in those with early disease complications58.

As the majority of the studies have a cross-sec-
tional design, the incidence of mental disorders
measured at one time-point could be too high, as
most patients tend to overestimate symptoms at
first contact.

Psychiatric measures and findings
In relation with the results, several diagnostic cri-

teria for mental disorders were used, such as the
ICD-10 (Classification of Mental and Behavioural
Disorders) and DSM (Diagnostic and Statistical
Manual of Mental Disorders) in its multiple versions.
In some studies they were complemented with
standardised psychiatric evaluation tools like Struc-
tured Clinical Interview (SCID), Clinical Interview
Schedule (CIS), Composite International Diagnostic
Interview (CIDI), Diagnostic Interview Schedule
(DIS), etc.

Most investigators have found a high lifetime
prevalence of psychiatric disorders, especially
depression within their samples among both
seropositive and seronegative individuals at risk
for developing HIV. When concomitant to HIV infec-
tion mental disorders are measured, a wide range
of results is found among studies. In part, this is
due to most studies having used 1 month preva-
lence rates for defining a current episode, while
some have used 656 and 12 months55,57 as the ref-
erence time frame. Also, some studies solely con-
sider mental alterations concomitant to HIV positiv-
ity, but do not take into account previous psychiatric
diagnoses which are also important for establishing
a bi-directional relationship between mental disor-
ders and HIV disease. 

Lyketsos et al.84 reported a 50% prevalence of
current psychiatric disorders among HIV-infected
patients newly attending primary care clinics. This
study has demonstrated the importance of screen-
ing, evaluating and treating patients with psychi-
atric morbidity from among new entrants to HIV
medical clinics. Such screening improves patient

compliance with follow-up medical visits in addition
to increasing the likelihood that patients will receive
appropriate evaluation and treatment.

Most studies have evaluated the appearance of
major mental disorders (axis 1). Few studies have
included personality disorders (axis 2) in their as-
sessment54,80-82, although all of them concluded
that there was a significantly higher prevalence of
this morbidity among HIV-positive subjects. Also,
the risk for onset of axis 1 psychiatric disorders, the
use of denial and helplessness and the frequency
of social conflict may increase54,96.

Future considerations

Despite the number of studies having been pub-
lished, the exact correlation between HIV infection
and mental disorders has not yet been established,
nor has the evolution of psychological symptoms
along the natural history of the disease been clari-
fied. Future studies should be standardised in
terms of methodology, evaluation and diagnostic
criteria, and population samples need to be bigger
and better selected. 

Little is known about the impact of new antiretro-
viral treatments on mental health. The widespread
availability of these drugs has been associated with
a dramatic drop in the incidence of new AIDS
events and mortality throughout the developed
world, however it has also provoked important side-
effects and deep life-style modifications. Thus, the
undoubted benefits of antiretroviral therapy come at
some cost in terms of both physical and psycho-
logical morbidity to the recipient that might be no-
ticed and investigated114.

Also, a relatively new field for research is the im-
pact of psychological variables on adherence to
antiretroviral therapy, which is worse when psycho-
logical symptoms appeared22-25 and can compli-
cate medical management.

Quality of life among HIV-infected individuals is
influenced by all these factors and should be sys-
tematically measured to improve the assistance to
those patients26-27.

Finally, these findings highlight the need for rou-
tine assessment of psychiatric symptoms and psycho-
social aspects in medical encounters with seropos-
itive subjects and the availability of psychiatric and
psychological support. Unfortunately, resources for
this are not always available. Innovative programs
have been developed that optimise treatment deliv-
ery by providing multidisciplinary services in one
setting.
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