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Case Presentation
A 41-year-old woman was referred to
The Johns Hopkins Hospital AIDS Psy-
chiatry Service by the Johns Hopkins
HIV Clinic (the Moore Clinic), where
she was receiving her primary medical
care, and by an affiliated program where
she was being treated for polysub-
stance abuse. The patient was referred
for evaluation of possible depression, and
she was in danger of being discharged
from her substance abuse treatment pro-
gram because of loud outbursts of tem-
per, shouting at her drug counselor, and
continuing illicit drug use.

Throughout her childhood, the pa-
tient had had violent outbursts and she
had a history of stealing. She per-
formed poorly in school and was ex-
pelled from 2 schools for truancy and
violence. She reported that she had been
“hyper” in school. She was told by phy-
sicians that she was “hyperactive” but
they did not treat her with any medi-
cation. She quit school in the ninth
grade when she became pregnant. She
briefly held many service jobs but never
had steady employment.

As a teenager, she began abusing both
alcohol and heroin, and soon added co-
caine. Her drug of choice became
heroin; she was a daily intravenous
heroin user through most of her adult
life. She was admitted to more than 8
detoxification programs but never re-
mained abstinent for longer than 6
months. She was arrested countless
times and served 3 prison terms. At the
time of her first evaluation by the AIDS
Psychiatry Service, she was unmarried

and living in the home of an aunt with
2 of her 4 children.

The patient had human immunodefi-
ciency virus (HIV) infection, with a CD4+

cell count of 0.7/µL. She also had chronic
obstructive pulmonary disease. She had
a history of thrombophlebitis, subacute
bacterial endocarditis, multiple epi-
sodes of pelvic inflammatory disorder,
and closed-head injury with loss of con-
sciousness. She had no known medica-
tion allergies. Her only current medica-
tion was methadone, prescribed by her
drug treatment program. Mental health
professionals at prison and at commu-
nity mental health services had evalu-
ated her and treated her briefly with psy-
chological counseling and medication
trials; the patient was uncertain about
what medications she had tried, but re-
ported that none of the treatments had
helped her.

On initial presentation to the AIDS
Psychiatry Service, the patient com-
plained only of extreme irritability. On
examination, however, she was found to
have a sleep disturbance, with early wak-

ening every morning, daily mood varia-
tion, with mornings always being worse
than evenings, and loss of pleasure in al-
most all the activities that she had for-
merly enjoyed. She was quite irritable
during the interview, storming out of the
room twice, only to return moments
later. Sometimes she refused to speak; at
other times she answered questions with
an uncooperative, monotonal “yes” or
“no.”Herprimarycarephysician laterde-
scribed this as typical for her, and said
that she sometimes asked him for nar-
cotics or benzodiazepines, but in an al-
most careless or insincere way.
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Approximately 1 million persons are now infected with human immunode-
ficiency virus (HIV) in the United States. Evidence exists that psychiatric dis-
orders are common in patients with HIV and that these patients may not re-
ceive optimal care because their psychiatric disorders are a barrier to medical
care, communication with clinicians, and adherence to medical recommen-
dations. We describe herein a complex case seen at The Johns Hopkins Hos-
pital with several psychiatric conditions that are common in our HIV clinic
population. We describe the collaborative treatment of the patient by a
multidisciplinary team including both medical and mental health practition-
ers. We briefly describe a coherent diagnostic and treatment approach to
patients in HIV clinics and the supporting rationale from the literature. We
discuss the need for comprehensive evaluation, a multidisciplinary treat-
ment team, and therapeutic optimism.
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The psychiatry team made diagnoses
of major depression, possible attention-
deficit/hyperactivity disorder (ADHD),
and personality disorder with mixed an-
tisocial and borderline traits (Cluster B
in Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition [DSM-
IV]1). The team recommended desipra-
mine hydrochloride, and the patient re-
ceived a prescription for 25-mg tablets
with direction to increase her dosage ev-
ery 5 days as tolerated until she was tak-
ing 100 mg each day. She agreed to treat-
ment only because of the threat of losing
her place in the methadone treatment
program and possibly her parole. She im-
proved quickly on desipramine when
her blood level reached the therapeutic
range of 150 to 175 ng/dL. She became
less irritable, she slept better, and her en-
ergy increased. She also reported better
concentration and mood. She did well
for about 1 year, but then relapsed to
drugs and was lost to follow-up.

Three years later, at age 44 years, the
patient was admitted to The Johns Hop-
kins Hospital for treatment of her third
episode of subacute bacterial endocar-
ditis. A Hickman catheter was placed be-
cause of poor venous access, and intra-
venous antibiotics were begun. Her first
3 hospital days were uneventful. Then
she developed a fever after leaving the
floor for a smoke break. A toxicology
screen performed along with the fever
workup showed evidence of opiate and
cocaine use while results of an earlier
screen had been negative. When the in-
fectious disease team discussed this with
the patient, she insisted on signing out
of the hospital against medical advice.
Furthermore, she refused to permit re-
moval of the Hickman catheter, insist-
ing that the catheter belonged to her and
she would use it to give herself her in-
travenous antibiotics at home.

Because the patient was cognitively
intact and could not be shown to have
either psychosis or a plan to harm her-
self or others, the infectious disease
team felt obligated to discharge her; they
feared, however, that she was at grave
risk for severe sequelae from her en-
docarditis. Before allowing her to sign
out of the hospital, they requested a psy-

chiatric opinion. When the patient was
told that she could not leave until she
saw a psychiatrist, she called the AIDS
Psychiatry Service office from her hos-
pital bed and demanded to be seen im-
mediately by the psychiatrist (G.J.T.),
so she could go home.

The resident on the consultation ser-
vice evaluated the patient. He deter-
mined that she was indeed a risk to her-
self, because her opiate cravings and
impulsive nature made it impossible for
her to resist using opiates, even while
in the hospital with a life-threatening
illness.

Based on the resident’s evaluation, the
attending psychiatrist (G.J.T.) pro-
posed a plan to the infectious disease
and psychiatric consult teams and in-
vited them to see the patient as a group.
In the group meeting, the patient was
told that her endocarditis was life-
threatening and she had a mental ill-
ness that impaired her ability to make
decisions. She was further told that af-
ter she recovered, she could make de-
cisions about her health care, and the
next time she was sick she could elect
to be treated at another hospital, but for
the acute phase of her current illness,
at least for the next 5 weeks, she would
have to complete her antibiotic treat-
ment at Hopkins. If necessary, the team
would certify her for involuntary psy-
chiatric and medical treatment to en-
sure that she received proper care. Then
she was offered a choice: she could fin-
ish treatment in a locked psychiatric
ward, or she could stay on the medical
ward if she agreed to a methadone taper,
restart of desipramine therapy, and re-
striction to the ward until she no longer
craved opiates (she had long since been
discharged from her methadone treat-
ment program).

She chose to remain on the medical
ward. Her desipramine was restarted
and she was tapered from opiates us-
ing methadone. She did extremely well
and her endocarditis resolved. She
chose to resume treatment at both the
AIDS Psychiatry Service and the Moore
Clinic.

After discharge, she remained in treat-
ment. She received weekly supportive

psychotherapy aimed (by H.E.H.) at
helping her learn to manage her intense
feelings without acting on them. Her de-
sipramine level was titrated to a serum
level of 150 to 175 ng/dL and adjusted
regularly. Her urine was routinely
screened for drugs. She rejoined her sub-
stance abuse treatment program.

She has been sober since that time.
She is doing well on desipramine, with
lithium added occasionally to control
flares of her depressive illness. She has
a CD4+ cell count of 0.7/µL and no de-
tectable viral load. She has worked part
time, as a nursing assistant and provid-
ing peer counseling for drug-addicted
patients with AIDS. When she re-
ceived her first-ever income tax re-
fund a year ago, she brought the check
to the clinic to show to her therapist.
She remains somewhat irritable and de-
manding, particularly when her depres-
sion recurs, but she works to control
her temper because she now realizes
that it impedes her effectiveness in deal-
ing with patients.

Diagnostic and Treatment
Considerations
At the initial evaluation of this pa-
tient, we believed that she had major
depression, possible ADHD, mixed
Cluster B personality disorder, addic-
tions to heroin and cocaine, and se-
vere life stressors. Our treatment plan
for this patient sought to combine psy-
chopharmacologic and psychothera-
peutic interventions for the maximal al-
leviation of symptoms and progress
toward rehabilitation. Desipramine was
chosen for 3 reasons. First, it is an ef-
fective antidepressant for which se-
rum levels can be monitored for com-
pliance and used to make meaningful
decisions regarding effectiveness. Sec-
ond, we took the therapeutic position
with the patient that desipramine might
afford her a marked improvement in
sleep and appetite in comparison with
other antidepressants, but because of
the potential for serious cardiac mor-
bidity in combination with cocaine, she
would need to agree to remain absti-
nent from cocaine and be monitored for
relapse. Third, at the time of the ini-
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tiation of treatment, desipramine was
used widely to treat ADHD in both chil-
dren and adults based on anecdotal evi-
dence. Several trials since we initiated
treatment with this patient have dem-
onstrated this utility.2

Monitoring for cocaine use and desi-
pramine blood levels brought the pa-
tient into frequent contact with our
group, during which we were able to pro-
vide psychotherapy for the patient’s life
stressors, cognitive-behavioral therapy
for the patient’s personality disorder, and
group psychotherapy for substance ad-
diction. Because all team members, in-
cluding her medical providers, were
aware of the diagnoses and treatment
plan, a consistent approach was main-
tained, and unhelpful, possibly contra-
indicated, treatment options, such as
benzodiazepine hydrochloride or stimu-
lant prescription, regressive psychothera-
pies, and opioid analgesics for pain, were
avoided.

Our purpose in the discussion below
is to describe common psychiatric dis-
orders that complicate the treatment of
HIV, and to describe our experience in
treating patients afflicted with them in
a collaborative environment.

DISCUSSION
Identification of the transmission routes
for HIV and of behaviors that promote
transmission has led to a shift in the epi-
demiology of new infections. In the face
of widespread public awareness of the
risk factors, many people have changed
their behavior to prevent infection.3,4

People who become infected now may
have a psychiatric disorder that pre-
vents appropriate risk assessment and
behavioral change, making them vul-
nerable to infection. Disorders such as
depression, demoralization, substance
abuse, impulsive personality, and cog-
nitive impairment all contribute to this
vulnerability.5

This shift in the epidemic toward
more vulnerable patients has been re-
flected in the population treated at The
Johns Hopkins Hospital. Just more than
half of the patients who seek medical
care at the Moore Clinic have a major
psychiatric disorder other than sub-

stance abuse or personality disorder:
75% have a substance abuse disorder
and almost 20% have significant cog-
nitive impairment.6,7 This psychopa-
thology affects all elements of patient
care in HIV clinics. Untreated psychi-
atric disorders reduce patients’ com-
pliance with medication regimens, trig-
ger behaviors that spread HIV, and
“burn out” health care workers.

Four Categories of
Psychiatric Disorders
In general, psychiatric disorders may be
viewed as falling into 4 categories: brain
diseases, personality disorders, disor-
ders of motivated behavior (addic-
tions), and problems that emerge from
life circumstances.8 The majority of pa-
tients seen by the Hopkins AIDS Psy-
chiatry Service have disorders in more
than 1 of these categories. The patient
described herein has disorders in all 4
categories.

Psychiatric Diseases. This first cat-
egory is the most familiar to medical
professionals. A psychiatric disease is
identified by its manifestation in a syn-
dromal form and is presumed to be
caused by a structural or functional
brain lesion. The psychiatric disease
that we see most often in the HIV Clinic
is major depression. Although they
commonly complain of sleep distur-
bance or a subjective sense of misery,
on careful examination, almost all pa-
tients with major depression experi-
ence anhedonia, a loss of ability to de-
rive pleasure or satisfaction from the
activities that usually provide it. Most
patients also have an affective change
to a prevailing sad mood, although
some feel “flat” or “empty of feelings.”
Many patients report a diminished sense
of well-being, a sense of being ill, and
a sense of guilt or self-loathing. Some
patients suffer from delusions or hal-
lucinations, usually with a guilty or de-
pressive content reflecting their mood.
Almost all patients, including the pa-
tient presented herein, have a sleep dis-
turbance, often with early morning
awakening. Many patients, again in-
cluding the discussed patient herein,
have a diurnal variation in mood, with

mornings usually worse than eve-
nings. Many patients lose their appe-
tite, often with significant changes in
weight. Cognitive impairment, occa-
sionally referred to as pseudo-dementia
of depression, for it will improve when
depression remits, may mimic AIDS de-
mentia. Typically, all symptoms of de-
pression are episodic, lasting a few
weeks to months and then resolving
spontaneously, only to recur again a few
months later; however, depression can
also be continuous and chronic.

Unfortunately, the tendency to at-
tribute all the depressive symptoms to
HIV itself complicates the diagnosis of
depression in HIV-infected patients. Pa-
tients explain their mood changes and
other difficulties as a product of their
illness, and their caregivers accept their
assessment and miss the underlying di-
agnosis of depression. Human immu-
nodeficiency virus infection and some
of its treatments can result in neuro-
vegetative symptoms that may mimic
depression. In a patient like we have dis-
cussed herein, the diagnosis can be chal-
lenging. At minimum, the differential
diagnosis of a complaint of depression
in HIV-infected patients should in-
clude major depression, demoraliza-
tion, dementia, and delirium.

One fifth of patients presenting to our
AIDS Psychiatry Service are experienc-
ing a major depressive episode at the time
of their first HIV medical evaluation, and
we estimate that about 60% of HIV-
infected patients have a depressive epi-
sode sometime during their illness.6,7

These rates are similar to several re-
ports from other centers.9,10 Depression
increases patients’ hopelessness, demor-
alization, and impulsiveness. De-
pressed patients have poor adherence to
treatment,11,12 are more likely to have
substanceabusedisorders,13 are less likely
to be able to meet the demands of man-
aging their chronic illness, andhavemore
rapid disease progression and death.14,15

Because depression increases the risk of
behaviors16 that lead to acquiring HIV in-
fection, depression itself has become a
factor in the HIV epidemic.

At the Moore Clinic, an equal num-
ber of patients present with demoral-
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ization and with major depression,
demonstrating that this reaction to life
circumstances is high on the differen-
tial diagnosis for depressive symptom
complaints.6,7 The psychiatric term ad-
justment disorder is used to describe de-
moralization, an exaggerated grief state
in which the patient has a pervasive
sense of sadness, low mood, or hope-
lessness that interferes with usual
activities. Demoralization can be diffi-
cult to distinguish from major depres-
sion, but the distinction is important be-
cause demoralization is not a brain
disease. Patients with major depres-
sion respond impressively to antide-
pressant medications; those with de-
moralization may not respond to
medications but respond well to psy-
chotherapy alone.

Demoralization is precipitated—
and can be explained—by recent events
or ongoing life circumstances; this is not
necessarily true of depression. The
usual symptoms of demoralization are
those of other grief states over loss or
illness.17 Patients describe a welling up
of their grief, rather than a persistent
anhedonia. They can be distracted by
and enjoy pleasant activities until they
are reminded of their loss; depressed pa-
tients cannot. Many demoralized pa-
tients feel best in the morning, with
their mood worsening through the day;
depression generally causes the oppo-
site pattern. If demoralized patients
have insomnia, it is often difficulty fall-
ing asleep; depressed patients have
trouble staying asleep. Both disorders
usually improve with time. Unfortu-
nately, demoralization can coexist with
major depression and can complicate
the diagnosis.

Demoralized patients with HIV may
feel sad because of the overwhelming
loss, stigma, and helplessness associ-
ated with a chronic, progressive, and
potentially fatal illness. Like other de-
moralized patients suffering from grief,
demoralized patients with HIV re-
spond well to support, encourage-
ment, education, and time.

AIDS dementia is a subcortical de-
mentia producing a flat apathetic state
that can be hard to distinguish from ma-

jor depression and can coexist with it,
again complicating the diagnosis. Rec-
ognition and early treatment with
HAART are imperative because treat-
ment may slow down and even re-
verse symptoms of the dementia.18

Delirium,an impairmentof conscious-
ness produced by global derangement of
brain function, can masquerade as de-
pression by altering patients’ emotions.
Although the workup of delirium in HIV-
infected patients is complex, this state
may be best characterized and distin-
guished from depression by a consis-
tent phenomenology. Delirium has an
acute or subacute onset and a waxing and
waning course. Core features of the syn-
drome are inattention and either an al-
teration in level of consciousness or dis-
organized thinking. Delirious patients
appear intermittently hypervigilant
and/or stuporous, and their disorder epi-
sodically worsens and improves over
hours or a day. Treatment involves iden-
tification and removal of the offending
problem, such as treatment of acute in-
fection or hypoxia, or discontinuation of
causative medication. Patients with de-
lirium may require low doses of potent
antipsychotic agents for management of
agitation.

In the Moore Clinic, early recogni-
tion and effective treatment of major de-
pression with both pharmacotherapy
and psychotherapy helps 85% of pa-
tients and restores half of them to base-
line.19 An aggressive search for depres-
sion and persistent treatment is
paramount in helping patients regain
a sense of hopefulness about the treat-
ment of their HIV infection. Despite ac-
cumulating evidence that depression is
a recognizable and treatable disease, it
remains the most underrecognized and
undertreated psychiatric disorder in pa-
tients with chronic medical illness.

Antidepressant medications, while ef-
fective in alleviating depression, carry
the potential for adverse effects and
drug-drug interactions with many
medications, including interclass in-
teractions between antidepressants and
interactions with antiretroviral drugs.
A variety of interactions between anti-
depressants and HAART have been pro-

posed but most are the result of study
of metabolism of individual agents and
speculation about competition for or in-
duction of hepatic cytochrome P450 en-
zymes20 although one study has sup-
ported the proposed increase in
ritonavir levels in patients receiving
fluoxetine.21 The therapeutic window
for selective serotonin reuptake inhibi-
tor drugs is large, and they can be moni-
tored clinically while with tricyclic an-
tidepressants monitoring blood levels
is critical and should be performed
whenever the drug regimen is
changed.22 Drugs used to treat HIV also
may interact with psychiatric medica-
tions.23 Antidepressants should there-
fore be chosen with consideration for
adverse effects and these potential in-
teractions. We have published a fairly
comprehensive list of antidepressants
with common adverse effects and po-
tential interactions with antiretroviral
medications elsewhere5; this abridged
list is presented herein for conve-
nience (TABLE).

Disorders of Personality and Tem-
perament. Disorders of temperament
and personality often baffle and frus-
trate the most well-meaning and pa-
tient of clinicians. Although hard-to-
treat diseases can frustrate and anger
physicians, the focus of their anger is
the disease. With personality disor-
ders, clinicians’ frustration and anger
are related to the seemingly irrational
and deliberately self-destructive behav-
ior of patients.24 Moreover, patients with
personality disorders have been shown
to have poorer outcomes,25 or at least
delays in reaching the desired out-
come of treatment,26 which is likely a
function of both patient and provider
in the treatment interaction.

Descriptions and measurements of
temperament are directed at describ-
ing people’s nature—their natural re-
sponse to a given problem or situa-
tion. An overly simplistic but useful
approach to modeling personality has
become essential to our ability to help
patients in the HIV Clinic. Patients can
be characterized most simply in 2 di-
mensions: stability-instability and in-
troversion-extroversion. Stability-
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instability describes how strongly a
person responds emotionally to a stimu-
lus, and the breadth of the person’s
range of emotions. People with un-
stable emotions get upset over a mod-
est distress, and very distressing events
lead them to an intensity of emotion
that a person with stable emotions
would never reach. Patients with high
levels of instability have changeable na-
tures and are difficult to predict. Simi-
lar stimuli might produce very differ-
ent emotional responses. The patient
presented herein has an extremely un-
stable temperament.

The second dimension is introver-
sion-extroversion. Extroverts tend to
seek rewards rather than avoid conse-
quences, focus on the present rather
than the future, and find feelings more
salient than thoughts or function. Ex-
troverts are more likely to act than not
to act. In the general population, the
distribution of these traits roughly fol-
lows a normal curve. The patient pre-
sented herein has an extroverted tem-
perament.

Patients at the extremes of the curve
are not diseased. Rather, they have a
large endowment of a trait that is an as-
set in certain situations and a liability
in others. Extreme extroverts are vul-
nerable when it is important for them
to avoid consequences and focus on the
future, like adhering daily to a com-
plex HAART regimen to keep viral load
at an undetectable level and prevent de-
velopment of morbidity. As seen in the
case presentation, the patient’s unsta-
bly extroverted temperament made her
vulnerable when being treated for en-
docarditis. She tried to leave the hos-
pital against medical advice because she
was more motivated by the rewards of
using drugs through an easy route than
by the potential consequences of miss-
ing doses of antibiotics and possibly in-
jecting bacteria into a Hickman cath-
eter with a terminus in her right atrium.

Most people fall in the middle of the
curve. They can use both extroverted
and introverted styles. Many students
study for examinations to avoid failing;
given a choice between an evening on
the town and studying for a test, they

drive themselves to study by imagining
failure. In contrast, those who go out
dancing require an extroverted style; it
becomes more fun when one just en-
joys it rather than being preoccupied by
“trying not to look stupid.” Extremely
extroverted or introverted people get
“stuck” in one style. They discover dif-
ficulty when faced with situations that
are not suited to their style. Most health
care workers tend to be on the intro-
verted side (ie, consequence-avoid-
ant), so they are puzzled by extroverts’
insensitivity to consequences. Provid-
ers sometimes find the communication
gap impossible to bridge because they
stress the long-term negatives while pa-
tients focus only on their immediate
goals.

Three approaches are particularly
useful in managing unstable extro-
verted patients:

1. Reframe all consequence avoid-
ance, so it becomes a reward. For ex-
ample, “If you don’t stop shooting
drugs, you’ll get sicker,” can be re-
framed as, “If you get off drugs, you’ll
feel better.” The patient in this discus-
sion was offered 2 options: to perform
the desired behavior and be rewarded

with more comfortable surroundings,
or to not perform the desired behavior
and have less comfortable surround-
ings. The emphasis is on getting the pa-
tient to choose the desired behavior as
directly linked to the reward.

2. Appeal to the patient’s cognitive
side, whenever possible. Even though
emotions are more salient to extro-
verts, many have cognitive skills with
which they can be diverted if their at-
tention can be gained. Through long-
term treatment, this patient’s intellec-
tual recognition that she is ineffective
when she loses her temper has made her
more aware of her temper and her trig-
gers for losing it. She can learn to use
this cognitive skill to “walk away” from
potential disaster.

3. The treatment plan should be writ-
ten down clearly and should set firm
limits. This most important approach
gives all the clinicians a unified set of
goals and expectations, and it eventu-
ally persuades patients to consider the
clinicians’ goals. The combined medi-
cal and psychiatric teams presented this
patient with a treatment plan that
pushed her to make better choices for
herself by limiting her options to ac-

Table. Dose Ranges and Interactions With Human Immunodeficiency Virus (HIV)
Medications of Commonly Used Antidepressants*

Antidepressant Usual Dosage Range Interaction With HIV Medications

Nortriptyline
hydrochloride

50-150 mg at bedtime
(therapeutic serum level
50-150 ng/dL)

Fluconazole, lopinavir-ritonavir, and
ritonavir increase nortriptyline levels

Desipramine
hydrochloride

50-2000 mg at bedtime
(therapeutic serum level
�125 ng/dL)

Lopinavir-ritonavir and ritonavir increase
desipramine levels

Fluoxetine
hydrochloride

10-30 mg in the morning Fluoxetine increases amprenavir,
delarvidine, efavirenz, indinavir,
lopinavir-ritonavir, ritonavir, nelfinavir,
and saquinavir level; nevirapine
decreases fluoxetine levels

Sertraline
hydrochloride

50-150 mg in the morning Lopinavir-ritonavir and ritonavir increase
sertraline levels

Paroxetine 10-40 mg at bedtime Lopinavir-ritonavir and ritonavir increase
paroxetine levels

Citalopram
hydrobromide

20-60 mg in the morning Lopinavir-ritonavir and ritonavir increase
citalopram levels

Nefazodone
hydrochloride

300-600 mg/d in divided doses Nefazodone increases efavirenz and
indinavir levels

Venlafaxine XR
hydrochloride

75-300 mg in the morning Lopinavir-ritonavir and ritonavir increase
venlafaxine levels

Mirtazepine 7.5-4.5 mg at bedtime No known interactions

Bupropion SR
hydrochloride

100-400 mg/d in divided doses No known interactions

*XR indicates extended release; SR, sustained release.
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ceptable (but uncomfortable) and bet-
ter (and more comfortable).

The goal of treating personality prob-
lems is to change a patient’s style
through a series of gradual behavior
changes sustained over several years.
Patients make slow, incremental
changes rather than an abrupt conver-
sion. To adapt successfully to life with
HIV, extremely extroverted patients
must change how they respond to prob-
lems. Their goals must become di-
rected at health and function. The pa-
tient discussed herein may remain
vulnerable and her short temper may
cause some setbacks, but through a se-
ries of interactions like the one we have
discussed, she can gradually change her
life in a fundamental way.

Addictions: Disorders of Moti-
vated Behavior. Many HIV-infected
people have substance use disorders
(addictions) that both play a role in dis-
seminating HIV infection and compli-
cate its treatment.27 In patients whose
HIV risk factor is injection drug use, the
etiologic role of addiction is obvious.
Substance abuse plays a broader role in
HIV transmission by increasing the risk
to the heterosexual partners of injec-
tion drug users. In Maryland in 1996,
75% of patients newly diagnosed with
HIV were injection drug users or their
heterosexual partners.28 Substance
abuse is related to other risk behav-
iors, possibly through disinhibition and
poor judgment. Independent of injec-
tion use, intoxication with drugs or al-
cohol has been linked to high-risk
sexual activity and high rates of sexu-
ally transmitted diseases.29

A simplified model of addiction re-
quires an understanding of the pa-
tient’s abnormal biological drive and the
volitional component that gives rise to
the term behavioral disorder. McHugh
and Slavney8 have suggested the term
motivated behavior to encompass these
disorders’ biological and volitional as-
pects. Twelve-step programs cannot
ease the symptoms of schizophrenia,
but they help plenty of alcoholics stop
drinking. This difference distin-
guishes alcoholism from disease; alco-
holism has a clearly volitional compo-

nent. At the same time, alcoholics have
an abnormal and difficult-to-control
biological drive or craving that is clearly
different from other simple drives like
the desire to take a walk.

To try to understand this behavior,
we may look to animal models of self-
administration. In these experiments,
an animal pulls a lever a specified num-
ber of times to obtain a drug reward.
There is a tight correlation between a
drug’s addictiveness and how hard an
animal will work to get a dose of it. For
example, an animal may pull the lever
thousands of times to get a single dose
of cocaine and may endure electric
shocks rather than give up the at-
tempt. This experimental finding cor-
relates well with the misery and risk tol-
erated by addicted humans.

To take the analogy further, one el-
ement of these experiments is the drug
used, but another is the fact that the ani-
mal is in a cage. Normal behavior is
regulated by many kinds of positive and
negative reinforcers while the caged ani-
mal has its repertoire of behaviors nar-
rowed to those available in the cage.
One might suggest that some patients
are in a cage of sorts. If they have ma-
jor depression, they are not being re-
warded by the normal reinforcers of ev-
eryday life such as food, sex, sleep, and
work; however, intoxication contin-
ues to provide some good feelings or
at least transitory relief from misery. If
patients are extraverted, rewards are far
more salient than consequences, and
studies suggest that cocaine is one of
the most powerful rewards known.30 If
people must live with a demoralizing
disorder like HIV, they may have little
to hope for in the future and may see
drugs as providing their only remain-
ing pleasures. Furthermore, some en-
vironments give patients easy access to
intoxicants, leading to a habit that is dif-
ficult to break.

To stop substance abuse, patients
must be removed from the apparatus
that constantly reinforces their behav-
ior. Addicts’ experience of feeling
trapped in the cage is a good analogy.
During the first years of sobriety, when
patients have only one foot out of the

cage, legal problems, relationships with
drug dealers, friends, family, roman-
tic partners, and financial stressors pro-
vide strong impetus to return to drug
use. The combination of habit, crav-
ing, and circumstances make rehabili-
tation a real challenge. However, there
is good evidence that functional life has
more rewards than even the most ad-
dictive substances. The vast majority of
US soldiers who used drugs daily while
serving in Vietnam stopped drug use
when they returned to the United
States.31,32 In a sense, without the cage,
drugs have far less ability to drive be-
havior. The freedom afforded outside
the cycle of addiction is self-perpetu-
ating, and patients often find that life
takes over once they are able to stop
their addiction for several months.

The treatment of substance abuse re-
quires a team of determined clinicians
with a common plan. Because these dis-
orders are chronic and relapsing, they re-
quire a long-term plan rather than a
short-term treatment plan. The AIDS
Psychiatry Service team coordinated a
treatment plan for the patient discussed
herein. The plan was designed to de-
toxify her, maintain sobriety afterward,
monitor for relapse, and educate her
about triggers for drug use. There was
also an attempt to disassemble her cage
by treating her major depression, her ex-
troverted temperament, her life circum-
stances, and her HIV.

Extreme Reactions to Life Circum-
stances. Patients with HIV infection sus-
tain numerous personal losses, many of
them catastrophic. Despite public edu-
cation, the stigma attached to HIV and
AIDS remains enormous. Misconcep-
tions about transmission sometimes lead
HIV-infected persons to be treated as
outcasts, rejected even by family and
friends. Some patients keep their se-
rostatus secret, even from their most in-
timate partners. Many HIV-infected per-
sons suffer frequent losses as loved ones
die from AIDS. Bereavement and reac-
tion to loss cause sadness, hopeless-
ness, and demoralization.33

Patients can suffer severe reactions
when they first learn that they are in-
fected with HIV and again throughout
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their course when they learn that their
disease has progressed or their CD+ cell
counts have fallen. Patients are tempo-
rarily at greater-than-normal risk for sui-
cidal thoughts and actual suicide just af-
ter they get bad news.34 Many people also
feel self-pity, victimization, guilt, and im-
minent mortality; some just feel over-
whelmed. As with any devastating news,
initial shock and denial can turn to sad-
ness, anger, and a sense of hopeless-
ness. As their illness advances, most pa-
tients struggle with pain and inability to
care for themselves. Many grieve over
loss of employment and other features
of independence, as well as impoverish-
ment and social disenfranchisement.
Compassionatecaregivers cangreatly im-
provedemoralizedpatients’ senseofhope
and quality of life through counseling,
support groups, family groups, family
educationprograms,drop-incenters, and
advocacy programs.

Severe demoralization syndromes, de-
scribed in the “Psychiatric Diseases” sec-
tion as a contrast to major depression,
require psychotherapy by a trained pro-
vider to directly address the circum-
stances or stressors causing the prob-
lem. In some circumstances, the
underlying psychological issues stem
from unresolved conflicts that surface in
the setting of HIV diagnosis and treat-
ment, and these conflicts need to be ad-
dressed by a person with training in psy-
chodynamic psychotherapy. In other
cases, the difficulty arises from the over-
whelming feelings provoked by the cir-
cumstances of living with HIV, and a cog-
nitive-behavioral approach works well,
in which a patient is directed to prac-
tice certainbehaviors and/or thoughtsde-
signed to increase function in the face of
adversity. As the patient practices these
acts, he or she develops a sense of mas-
tery over the circumstance and an in-
crease in self-esteem. These treatments
canevoke intense feelings inpatients, and
staff with experience in psychotherapy
and adequate supervision are necessary
for successful outcome.

CONCLUSION
This case presentation illustrates the
complex and intense needs of people liv-

ing with HIV. With the increasing em-
phasis on cost-saving and fiscal man-
agement, it is conceivable that this type
of patient could be denied care because
of high cost and intensive use of medi-
cal resources. Despite the expense, she
is also the kind of patient who can re-
spond to treatment and benefit from
longer-term efforts at rehabilitation.

Psychiatric disorders increase risk be-
haviors for HIV infection. Data also sug-
gest that HIV causes psychiatric disor-
ders, not just by direct subcortical injury
but also through the psychological and
sociological repercussions of infec-
tion.35 Many HIV-infected patients have
psychiatric disorders, including affec-
tive disorders (eg, major depression), de-
mentia, addiction, personality disor-
ders, and demoralization. These
disorders not only directly impair pa-
tients’ quality of life, but they interfere
with compliance with medical treat-
ment and with modifying risk behav-
iors. Protease inhibitors and other an-
tiretroviral therapies will have no benefit
for patients who are too disturbed by
mental illness to take them correctly.

Caregivers’ empathic understand-
ing can become a kind of clinical ni-
hilism in which all psychological dis-
tress is interpreted as deserving of
comfort measures such as support,
sedatives, and narcotics, while treat-
able mood disorders are missed. It can
be difficult to diagnose these disor-
ders in HIV-infected patients, and in
particular to distinguish major depres-
sion from the demoralization caused by
the burdens of living with HIV; how-
ever, this distinction is crucial so that
each disorder can be treated correctly.

Treatment improves mood disor-
ders in HIV-infected patients, even those
with advanced AIDS, dementia, or co-
morbid conditions such as addiction or
personality disorder.36 Substance abuse
responds to treatment. Personality dis-
orders, though chronic, can be man-
aged so that life can proceed less cha-
otically and treatment more fruitfully.
Life’s most trying events can be over-
come with support, counseling, and care.

Furthermore, clinicians may raise
their thresholds for tolerating bad be-

havior in the clinic as a result of a be-
lief that kindness and acceptance are
treatments for an underlying rejection
that these patients feel as a result of their
stigmatizing illness. This interpreta-
tion is the beginning of the slippery road
to prescribing sedatives and other com-
fort measures in response to patient de-
mands, and eventually shaping behav-
ior to get rewards for more acting out.
Systematic evaluation of temperamen-
tal vulnerabilities and treatment plans
that set consistent, firm limits will serve
to the greater benefit of the patient, and
the expectation of progress and respon-
sibility may be the highest form of ac-
ceptance these patients will achieve.

Patients infected with HIV benefit
from therapeutic optimism and aggres-
sive treatment of the whole person.
Their management requires consulta-
tion and liaison relationships between
specialties and must include those di-
rected at mental health. With compre-
hensive care, the toughest patients can
surprise even the most jaded clini-
cians, as we were surprised by this re-
markable woman.
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To live is to think.
—Marcus Tullius Cicero (106-43 BCE)
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