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HIV Infection Rates Among Clients
with Severe Mental illnesses

Study N Setting % HIV
Cournos et al. (1991) 451 two state hospitals 5.5
Volavka et al. (1991) 515 state hospital

Sacks et al. (1992) 350 private hospital 7.1

Empfield et al. (1993) 203 homeless inpatients 6.4
Susser et al. (1993) 62 city homeless shelter

Stewart et al. (1994) 533 state hospital 5.8
Cournos et al. (1994) 971 two state hospitals 5.2

» These rates can be 8 — 75 times as high as for
those individuals among the general population.




Patterns of Co-Existing Substance Use

Basic rates among people with mental
IlInesses, based on one national study of
20,000+ clients:

DX Any AOD  Alcohol Other Drug
Use Use Use

Affective Disorder 32.0% 21.8% 19.4%
Bipolar Disorder 60.7% 46.2% 40.7%
Major Depression 27.2% 16.5% 18.0%
Anxiety Disorders 23.7% 17.9% 11.9%
Schizophrenia 47.0% 33.7% 27.5%




What are some of the factors in relationship
between mental health and HIV/AIDS?

“*Specific mental health symptoms affect
participation in high risk behaviors;

“*Among those with living with mental
ilinesses and HIV, symptoms of HIV-

iliness progression often are “masked” as
reoccurrence of mental health concerns:

“*Mental health symptoms are directly
related to morbidity and mortality among
people with HIV/AIDS.




Mental health symptoms = morbidity
& mortality among people with
HIV/AIDS?

» People with untreated mental health

progress to AIDS faster, report more
symptoms of HIV, and ultimately die
sooner.

By providing mental health treatment,
reduce harmful effects of HIV/AIDS,
reduce substance use, promote better
adherence




“* Pre-morbid or subsequent to HIV
infection?

< Sign of HIV-related iliness progression?
% Side Effects of Medication?

“+ Co-occurrence of ongoing alcohol, other

substance use/abuse?
< Impact of Social Stigma
<+ Effects of Under-/Unemployment
< Poverty & Unstable Housing
“* Previous Trauma & Abuse




Create Synergistic Service Programs

- Combine and examine effects of multiple
needs:

primary mental health symptoms
medication regimen structure

other, non-HIV co-morbidities

 Research also demonstrates continued
needs related to race/ethnicity, gender,
and SES




Promoting mental health &
HIV/AIDS service integration:

<+ Shift initial focus from diagnosis to screening

“* How can non-medical/physician providers
consider the severity and duration (or course)

and effects on HIV/AIDS illness & treatment

< Better understand, and often anticipate, the
effects of mental health with the more chronic
nature of iliness

“ Interactions Among Antiretrovirals &
Psychotropics




Race/Ethnicity, Gender

» Diverse groups have less access to,
and availability of, evidence-based
MH services

» Minorities are less likely to receive
needed MH services

» Treatment is often of poorer quality

» Minorities are vastly
underrepresented in MH research




lliness & Services Impact

* In non-White ethnic « African Americans are

groups, women are more likely to be

more likely to receive diagnosed with
pharmacological schizophrenia than

' : Whites
Interventions A . o
(medication-driven) merican Inaians,

Alaska Natives

Non-White ethnic appear to suffer

disproportionately
from depression and

substance abuse
(most common MH
disorders)

groups have lowest
rate of return visits




Impact of Mental Health on
Course of HIV/AIDS

Studies have demonstrated, that symptoms
of depression — even “psychosocial”
depression not only Major Depressive
Disorder — directly affect the two most

widely monitored biological markers of
HIV-iliness progression: viral load and
CD4 count.

Similar findings have been reported for those with symptoms
of anxiety




Convergence of Factors:
Empirical Example from the WIHS

National Multisite Study: HIV+ women

Even when MEDICALLY INDICATED by CD4
and VRNA indicators, those still NOT

prescribed HAART were:

African American
_ess then High School Education
_ower SES (poverty or 200% below poverty)

Past/Current Treatment for Depression
Cook et al. (2004)




Major (Unipolar) Depressive Disorder

In any given 1-year period, 9.5% of the population, or
about 18.8 million American adults, live with a
depressive iliness; 10% of all men and 20% of all women
at some time in their lives report symptoms

A depressive disorder is not a passing blue mood; it is not
a sign of personal weakness or a condition that can be
willed or wished away.

People with a depressive iliness cannot merely "pull
themselves together" and get better.

Without treatment, symptoms can last for weeks, months,
or years.




Depression & HIV

- Studies have demonstrated that Mood
Disorders, particularly depression, have
become quite prominent among those living
with HIV/AIDS.

Suicide has become a more common
phenomenon — related to symptoms of
depression as well as a more “existential”
aspect of well-being in stressful life situations.

Avoid dismissing depression, hopelessness, as
“justified reactions” to life with HIV infection.




Common Symptoms: Depression

Persistent sad, anxious, guilt, or "empty" mood
Hopelessness, pessimism, worthlessness, helplessness

Loss of interest/pleasure in hobbies & activities once
enjoyed, including sex

Decreased energy, fatigue, being "slowed down"
Difficulty concentrating, remembering, making decisions

Insomnia, early-morning awakening, oversleeping
weight loss; overeating/weight gain

Thoughts of death or suicide; suicide attempts
Restlessness, irritability

Persistent physical Sx unresponsive to treatment
(headaches, digestive disorders, and chronic pain)




Bipolar Disorder (Manic Depression)

* More than , Or
about of the population 18 yrs. and older
INn any given year, have bipolar disorders.

Bipolar disorder typically develops in later
adolescence or early adulthood. However,

some people have their first symptoms during
childhood, and some develop them late In life.

Like diabetes or heart disease, bipolar disorder
Is a long-term iliness that must be carefully
managed throughout a person'’s life.




Phasic Nature of Bipolar Disorder

- severe mania

hypomania (mild to moderate mania)

normal/balanced mood
mild to moderate depression

severe depression




Common Symptoms: Bipolar Disorder

Symptoms common in depression + Mania
Increased energy, activity, restlessness; sexual drive
Excessively "high," overly good, euphoric mood

Extreme irritability; provocative, intrusive, or aggressive
behavior

Racing thoughts, talking very fast, jumping from one idea
to another

Distractibility, poor concentration, poor judgment

Unrealistic beliefs in abilities and powers, resources
(spending sprees)

Substance use, particularly cocaine, alcohol, and sleeping
medications

Denial that anything is wrong




Treatment Options for Mental Health Disorders:

* Depression: selective serotonin reuptake
inhibitors (SSRIs); tricyclics; monoamine
oxidase inhibitors (MAOQOIs); St. John’s wort
= contraindicated, esp. regimens w/ Pls

Bipolar Disorder: mood stabilizers &
anticonvulsants — lithium, valproate
(Depakote®), carbamazepine (Tegretol®),
gabapentin (Neurontin®), topiramate
(Topamax®), combos




Behavioral/Cognitive Behavioral Therapies

« Two clinically-proven effective forms of
psychotherapy used to treat mental disorders

Behavioral therapy focuses on changing
specific actions and uses several techniques to
stop unwanted behaviors.

In addition to the behavioral therapy
techniques, cognitive-behavioral therapy
helps people to understand and change their
thinking patterns so they can react differently to
the situations that cause them mental distress.




Service Coordination

» Conduct regular screening and
assessment for relevant mental health
symptomatology, especially depression
and anxiety
— CES-D, Beck, State-Trait Anxiety, MOS-HIV Scale

» Consult regularly with mental health
service providers, including psychiatrists

* Include behavioral interventions (e.qg.,
individual/group therapy) along with all
pharmacological treatments




Service Coordination

* Monitor use of psychotropic medications
along with psychiatrist — better position to
see side effects or potentially harmful (or
lethal) interactions

Avoid Rx that “wash out” effects of
ARTs/HAARTS

Start Rx @ lower dosages due to
chemical sensitivities, then move to
optimal dosages using more frequent but
smaller increments




Some Treatment Considerations

» Many recreational drugs as well as
treatment medications may increase or
affect speed of HIV disease progression
(smoking™, inhalant use;

Immunosupressive side effects), affect
moods, be a proxy for self-medication of
psychiatric or medical symptoms, and
disrupt medication compliance efforts.




Considerations for Dual Mental Health
& HIV Treatment

SSRIs generally better than tricyclics;
carefully monitored lithium or

anticonvulsants;

Chemo-sensitivities in HIV may require
smaller initial doses with smaller, more
frequent increases to therapeutic level




Adapt, Expand, & Integrate

» Early detection  regular screenings for
mental health risks, follow up as indicated

» Build upon community programs  reduces
stigma, normative in focus, adaptation of
existing prevention & education resources

» Integrate & maintain services within existing
programs  continue to address individuals
needs, incorporate developmental
components




For more information:

www.nimh.nih.gov/publicat/index.cfm
Listing of publications re: mental health
www.nimh.nih.gov/publicat/nimhdepression.pdf

Depression
www.nimh.nih.gov/publicat/NIMHdephiv1.pdf
Depression & HIV/AIDS

www.nimh.nih.gov/publicat/NIMHbipolar.pdf
Bipolar Disorder

www.nimh.nih.gov/publicat/NIMHadfacts.pdf
Anxiety Disorders

www.nimh.nih.gov/publicat/NIMHmedicate.pdf
Medications




