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I. INTRODUCTION

Patients with HIV infection are surviving longer as
the result of antiretroviral triple-drug combinations that
reduce plasma RNA load to unmeasurable levels and
prophylactic therapies against the lethal complications
of the virus. Unfortunately, antiretroviral drugs do not
penetrate well into the cerebrospinal fluid (CSF), nor
do they eradicate the virus from the central nervous sys-
tem (CNS). 

What happens when HIV replicates within the CNS?
A popular hypothesis is that concentrations of HIV
DNA in specific brain areas correlate with clinical neu-
ropsychiatric presentations. Consistent with this postu-
late, the emerging literature on HIV infection estimates
that the incidence of neuropsychiatric dysfunction in
patients with HIV disease currently ranges from 30% 
to 70% and will continue to increase with improved
patient survival.1

The course of neuropsychiatric illness in HIV infec-
tion varies; therefore, an understanding of the relation-
ship between psychiatric disorders and stages of HIV 
disease is necessary for appropriate evaluation and man-
agement. Severe cognitive dysfunction and psychotic
phenomena have been known to occur late in HIV dis-
ease and are associated directly with CNS involvement.
The evolving classification of cognitive dysfunction in
HIV infections has also identified mild cognitive decline,
depression, and anxiety states, which can occur at any
stage of asymptomatic or symptomatic illness. These syn-
dromes are most likely the result of subtle brain involve-
ment preceding the immunologic and neurocognitive
impairment that is characteristic of AIDS.2

Other illnesses, such as pronounced suicidal ideation
and adjustment disorder with depressed or anxious
mood, may be associated with key events in the illness,
particularly discovery of seroconversion, initiation of anti-
retroviral treatment, and onset of physical symptoms. The
care of HIV-infected patients also encompasses preexist-
ing psychiatric disorders that do not appear to be affected
either directly or indirectly by the disease but may confer
increased risk for HIV by association with poor impulse
control and impaired assessment of risk. These preexist-
ing conditions include bipolar mood disorder, substance
use disorders, and severe personality disorders.

II. CASE PRESENTATION

A 34-year-old single waitress presents to a psychiatrist
with a 10-month history of fatigue, weight loss, cough,
depression, and some difficulty concentrating. Working
at a restaurant, she often snacked, and eating has always
been something she enjoyed. Now she is infrequently
hungry, and she has lost 15 pounds during the past 
6 months. Her supervisor made a comment recently
that she seemed to be irritable with her customers and
coworkers. The patient thinks she might be having
some difficulty remembering orders and customer
requests. During the past month, she noted that adding
up bills for large parties seemed to be a struggle and
that she relied more and more on a calculator. The
patient also recalled that on 2 occasions within the past
month, she dropped dishes while serving customers.

In response to questioning about her sexual activi-
ties, the patient acknowledges that since she began
working at the restaurant 9 years ago, she frequently
accepted dates with customers she did not know, and
she often had unprotected sex with these men. Mental
status examination indicates that the patient’s short-
term memory is impaired, although her remote mem-
ory seems normal. A chest radiograph suggests a
Pneumocystis carinii pneumonia, which is later con-
firmed by bronchoscopy. She is treated for the pneu-
monia and responds well. Serologic testing confirms
that she is HIV positive. 

III. DIAGNOSIS 

• What neuropsychiatric assessment tools would be
most helpful in characterizing this patient’s HIV-
related psychiatric dysfunction? 

• What psychiatric disorders are most often associated
with HIV infection?

Although the central feature of HIV infection in-
volves progressive decline of the body’s ability to mount
an appropriate cell-mediated immune response, neu-
ropsychological compromise of the CNS is also a signif-
icant complication of HIV infection. Investigations of
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