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ABSTRACT

Background

Most studies of psychiatric disorders
associated with HIV/AIDS have been carried
out in the USA and Europe in patients on anti-
retroviral drugs. Few studies have looked at
psychiatric disorders and substance use in
Africa and a dearth of literature exists on
HIV/AIDS and psychiatric morbidity in
Nigeria.

Objectives

The objectives of the study were:

[. To determine the rate of referral for
psychiatric consultation among patients
with HIV/AIDS

2. To determine the psychiatric diagnoses at

referral

To determine the rate of substance use

among referred patients.
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Method

Aretrospective chart review conducted among
HIV/AIDS patients referred to an urban
Teaching Hospital in Jos, Nigeria from
January 2000 to December 2004. The case
notes of patients who presented at the General
Outpatient Department (GOPD) and Accident
and Emergency Units or those who were
treated at the medical, surgical, and
psychiatric departments were retrieved from
the records department and scrutinized.

A semi-structured questionnaire was used to
record the sociodemographic data, the
diagnoses, substance(s) used, and the anti-
retroviral treatment taken. The cases referred
for psychiatric assessment were compared
with available records of clients who attended

the hospital for HIV/AIDS-related illnesses.
Cases treated at the specialist clinic for
HIV/AIDS were excluded.

Results

Available record showed that a total of 420
confirmed cases of HIV/AIDS were treated
within the study period. 247 were in WHO
stages 111&1V while 177 were in WHO stages
1&11. 120 patients were referred for
psychiatric consultation giving a referral rate
of 25%. The rate of referral was significantly
associated with less advanced stage of the
disease process (p<0.01). The commonest
diagnosis was delirium, 40 (33.3%), followed
by depression 35, (29.2%), and psychosis 17
(14.2%). 25% of the referred cases abused
substances, mainly alcohol either singly or in
combination.

Conclusion

The study revealed that psychiatric disorders
are a common manifestation of HIV/AIDS in
this environment. This highlights the need for
routine psychosocial assessment of patients
with HIV and underscores the need for a
multidisciplinary approach to the treatment of
HIV/AIDS to ensure better quality of life and
compliance with anti-retroviral treatment.

INTRODUCTION

HIV-infected patients have high rates of
psychiatric morbidity'”. Epidemiological
studies have reported higher rates of several
psychological/psychiatric disorders when
compared to the general population base rates™
°, but reported prevalence rates differ
considerably depending on the stage of
infection and study population.

HIV infection and psychiatric disorders have a
complex relationship’. AIDS can present with




organic or functional psychiatric sequelae’.
Psychiatric morbidity in HIV can result from

pre-existing psychiatric conditions or the

devastating psychosocial impact of having a
life-threatening illness’.  Psychiatric
complications can also occur secondary to
metabolic derangements, effects of space-
occupying lesions, central nervous system
(CNS) infections, side effects of medications,
or the direct cytopathic effects of the virus on
the CNS™"".

The most common diagnoses associated with
HIV infection are major depression, anxiety,
and adjustment disorder”*". Adjustment
reactions, including expressions of despair,
guilt, anxiety, protest, and depression in those
recently diagnosed with HIV infection occur
in up to 90%". HIV-induced psychosis is an
uncommon complication with a prevalence
rate of 0.1% to 5%, but its emergence in
individuals with AIDS-related dementia may
be a prognostic sign indicating an increased
risk of death”.

The abuse of drugs is known to increase the
risk of HIV infection by direct intravenous
transmission'” " *?', but the use of other
substances, such as alcohol, cocaine, and
nitrites impairs judgment. This leads to
impulsive and risky behaviours such as unsafe
sex, and increases the risk of acquisition or
transmission of HIV infection™”. However,
most patients with substance abuse disorders
develop these disorders before acquiring
HIV*.

One of the most important predictors of
psychiatric disturbance in HIV infection is a
psychiatric history™. Psychological distress in
HIV/AIDS patients is associated with
decreased adherence to medication regimen
and accelerated disease progression™”’
Several studies have been carried out in the
USA and Europe about the psychiatric
complications of HIV/AIDS but there is a
dearth of such literature in Nigeria.
Consequently, this study was conducted to
determine the psychiatric morbidity
associated with HIV/AIDS as seen in the Jos
University Teaching Hospital (JUTH) over a
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Objectives

The objectives of the study were:

1. To determine the rate of referral for
psychiatric consultation among
patients  with HIV/AIDS

2. To determine the psychiatric diagnoses
at the time of referral.

3. To determine the rate of substance use
among patients.

METHODS

This is a retrospective chart review of
confirmed cases of HIV/AIDS at the Jos
University Teaching Hospital from January
2000 to December 2004, excluding cases
treated at the specialist clinic for HIV/AIDS-
AIDS Preventive Initiative In Nigeria (APIN).
The Records Department provided the list of
clients and their identification numbers. This
was used to manually retrieve all available
files, which where then scrutinised by the
authors. A form designed by the authors was
used to extract the sociodemographic data,
clinical data, and substances used. The
psychiatric diagnoses of patients referred for -
psychiatric consultation from the General
Outpatient Department, Accident and
Emergency, and Medical and surgical wards
were made according to ICD-10”, The staging
of disease process was done according to the
WHO staging system: Clinical
Classification”. The referred clients were
compared with the non-referrals on
sociodemographic, clinical and substance use
variables. All patients who had a previous
history of psychiatric disorder were excluded.
439 case files were obtained, many others
were traced to the specialist clinic (but were
not available for this research), 424 cases met
the research criteria, while 15 files were
duplicated as patients opened separate files in
different departments.

Data analysis

The data was analysed using SPSS version
11.0 for Windows. Simple descriptive
statistics were used.

RESULT
A total of 424 patients met the diagnostic




211 (49.8%) were males, while females were
213 (50.2%). The age group 30-39 years
constituted the highest number of patients,
165 (38.9%). 349 (92.7%) of the patients fell
into the age group 20-49 years.

The mean age for the population was 33.9+9.1
years.

One hundred and twenty patients were
referred for psychiatric consultation out of the
424 patients managed at the GOPD, medical
and surgical departments, and Accident and
Emergency Department making a referral rate
0f27.6%.

Patients who presented with advanced stages

of the disease process (WHO stages 111 & 1V) -

formed the majority, 247 (58.3%), while those
who presented at less advanced stages of the
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177 (41.7%). 21 (5.0%) of the total population
were on antiretroviral treatment (ART), 24
(5.6%) had dropped out of ART, while the
overwhelming majority, 379 (89.4%) had not
had ART.

For the referred cases, 5 (4.2%) patients were
onART, 10 (8.3%) had dropped out of ART for
various reasons, while 105 (87.5%) were not
onART.

Referral for psychiatric consultation was
significantly associated with less advanced
stages of the disease process (X2=10.619,
df=1, p<0.01), but was not significantly
associated with the use of antiretroviral drugs
(X2=2.388, df=2, p>0.10), sex (X2=1.034,
df=1, p>0.1), and age-group (X2=6.11, df=3,
p>0.10).

AGE DISTRIBUTION OF REFERRED AND NON-REFERRED CASES
FOR PSYCHIATRIC CONSULTATION

Age-group (years) Referred

10-19 4 3
20-29 50 90
30-39 39 126
40-49 22 66
50-59 5 14
60-69 0 5
Total 120 304

The age group 30-39 had the highest number
of patients, 165 (38.9%), but more patients
were referred for psychiatric care in the age

group 20-29. Excluding the age groups 10 -

Non-Referred

Total Y
7 1.7
140 33.0
165 38.9
88 20.8
19 4.5,
5 1.2
424  100.0

19 and 60 -69, the difference in the rate of
referral among the age groups was not
statistically significant (X2 =6.11, df=3,
p>0.10).

Table Il
PSYCHIATRIC DIAGNOSES IN PATIENTS REFERRED
WHO
Diagnosis 1&11 111&1V N %
Delirium 17 23 40 333
Depression 20 15 35 29.2
Psychosis 12 5 17 14.2
Mania 7 3 10 8.3
Dementia 2 6 8 6.7
Anxiety disorders 4 2 6 5.0
Suicide/attempted suicide 2 0 2 1.7
Others 2 0 2 - 1.7
Total 74 54 120 100.0




Mood disorders formed the highest
frequency of psychiatric disorders (37.5%)
followed by delirium, 40 (33.3%). Majorit y
of the patients were in WHO stages 1 -11 of
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HIV infection, 74 (61.7%). 27 (60%) of
mood disorders were found in less
advanced stages; whereas cases of delirium
were greater in stages 111&1V, 23 (57.5%).

SUBSTANCE ABUSE AMONG PSYCHIATRIC REF ERRALS

Substance N
Alcohol 14
Cannabis and cigarette 4
Alcohol, Cannabis, and others 12

None 90
Total 120

Patients who abused substances formed 25%
of the sample. Majority of the patients abused
alcohol, either singly or in combination with
cannabis, 26, (21.7%).

DISCUSSION _

The study showed that about a quarter of the
patients who presented with HIV/AIDS within
the study period were referred for psychiatric
consultation. Since results from published
work mainly in the developed countries
showed that the rate of psychiatric"” morbidity
is higher in HIV/AIDS patients", it is
expected that in ART-naive patients in a
developing country like ours, the rate of
psychiatric morbidity would be higher than
what we found due to interactions of factors
like stigma, poor social support, financial
constraint, poor nutrition, and difficulty
procuring anti-retroviral drugs within the
period of study. The rate of referral was
significantly associated with less advanced
stages of the disease process. The higher rate
of referral among HIV-infected patients
compared to those with full-blown AIDS is
attributable to multiple factors mentioned
above coupled with the cytopathic effects of
the HIV virus soon after initial infection™. It is
also possible that some of the AIDS cases
would have died before they could be referred
for psychiatric consultation.

Most of the referred cases were those who had
major psychiatric disorders. Since the study is

evident at transitional points of the disease

%
11.7
33
10.0
75.0

100.0

a retrospective one and psychiatrists were not
routinely involved in the management of
HIV/AIDS patients due to scarcity of
psychiatrists, it is assumed that several cases
with minor psychiatric disorders and mild
cognitive deficits would have been missed
because of non-recognition.

The commonest psychiatric disorder was
mood disorder (37.5%). Most of the cases
presented with major depression and a few
with mania. Studies have reported that
depression is the commonest psychiatric
disorder in asymptomatic, HIV positive or
AIDS patients on ART **. This finding is in
keeping with most published work on this
subject. Since majority of the patients were not
on antiretroviral drugs, it then means that
irrespective of the stage of the disease and
whether the clients are on anti-retroviral
therapy or not, patients tend to present with
mood disorder. This supports the study by
Judd et al® that there was no association
between depression and HIV discase status.
The devastating psychosocial impact of
having a life-threatening illness and knowing
others who have died of HIV-related illness
would most probably contribute to the
development of mood disorder’. Additionally,
some reports suggest that those with the most
medical complications of HIV may be the
most anxious or depressed”. It has also been

proposed that anxiety and depression are more
30,
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such transitions are
physical symptoms.
Primary manias have been reported in the

literature™. Secondary manias occurring
because of the medical complications of HIV
or pharmacological treatment can emerge
anytime during HIV infection™. It is also
hypothesized that mania is directly caused by
HIV brain infections™ and tends to be
associated with higher incidence of HIV-
associated dementia’’. Hence mania might
signify transition or advancement of disease
progression from an asymtomatic to
symptomatic stage™. In this study, 10 cases of
mania were reported and 7 of them were in the
less advanced stages of the disease. This might
probably herald the transition to more
advanced stages of the discase.

Estimates of rates of delirium in HIV patients
range from 43% to greater than 65% in late
stage disease’”. Among the various
psychiatric disorders, delirium featured
prominently. The metabolic derangement,
CNS infections, side effects of medicines,
direct cytopathic effect of the virus on the
CNS, and the effects of space occupying
lesions which accompany HIV infection
would explain the high rate of delirium in the
patients**'. Though referral for psychiatric
consultation was significantly associated with
less advanced stages of the disease and an
insignificant number had anti-retroviral
therapy in this study, with the advent of highly
active antiretroviral therapy at affordable cost
and aggressive campaign couple with support
from government to create awareness about
HIV/AIDS and to effectively cope with it, itis
expected that cases of delirium will drop
significantly.

The pre- and post-test counselling™® and
efforts being made by government, Non
Governmental Organizations (NGOs), and
religious bodies to help patients live
successfully with the illness could explain the
dearth of anxicty disorders, but it is also
possible that such cases were not referred.
Also, the few cases of anxiety disorders could
be explained by the fact that the study was
carried out in a tertiary institution. Therefore,
it is assumed that cases of anxiety disorders
would have been taken care of at the secondary
level of health care.
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About 25% of the patients, who were referred
to ‘the psychiatrists used substances.
Substance abuse is a risk factor for contracting
HIV/AIDS. Moreover, HI V-infected patients
who abuse substances as well may not comply
with their medical treatment. Additionally,
they may not take precaution against infecting
others through sharing of infected needles
used to inject drugs, and they are likely to have
sex with multiple partners without the use of
condoms during periods of intoxication.

CONCLUSION

The study revealed that psychiatric disorders
are a common manifestation of HIV/AIDS in
this environment. This highlights the need for
routine psychosocial assessment of patients
with HIV and underscores the need for a
multidisciplinary approach to the treatment of
HIV/AIDS to ensure better quality of life and
compliance with anti-retroviral treatment.
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