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When people are asleep, we usually

describe them as having their eyes closed,
not moving, unresponsive to the environ-
ment. Although accurate in many ways,
this description reflects a conception of
sleep as a “passive” behavior. In actuality,
sleep is much more complex.

Part of that complexity stems from the
reciprocal interactions between the sleep-
wake cycle and other physiological process-
es, such as hormonal production and
immune function. Another aspect is the
myriad of medical and psychosocial prob-
lems that people with HIV disease face that
may also interfere with sleep, making it
easy to overlook, under-diagnose, and
undertreat HIV-associated sleep disturbance.
Sleep disorders may arise due to a psychi-
atric disorder, a medical condition, the
effects of a substance (a drug of abuse or a
medication), pain, frequent urination or
diarrhea, or an abnormality in sleep-wake
generating or timing mechanisms. In a
substantial proportion of individuals who
complain of sleep disturbance, there is no
apparent cause other than HIV disease. (See
“Sleep Disturbance in Early HIV Infection,”
page 5, for more on the causes of insomnia.) 

The identification of the cause of the
disturbance is the cornerstone of effective
therapy. Treatment is crucial not only
because of the physical affects of sleep
disturbance, but also because of its
impact on quality of life, work, daily func-
tioning, and cognitive performance.

Sleep Patterns and Function 
Despite this complexity, there are fun-

damental characteristics of sleep that are
clear and well-established. One is that
periodic sleep is necessary; the other is

that sleep has a rhythm that is relatively
independent of external conditions. If a
person is completely isolated from envi-
ronmental changes of light, temperature,
social cues, and the knowledge of time,
his or her sleep-wake cycle will gradually
drift from a strict 24-hour cycle and start
approximately every 25 hours. This near
25-hour physiological day corresponds to
the frequency of the circadian (Latin for
“about one day”) pacemaker located in the
brain’s hypothalamus.

This circadian cycle varies with age.
Newborns have no discernible sleep-wake
pattern. Young children have a biphasic
pattern, with an afternoon nap in addition
to the main nighttime sleep episode.
Adults living in temperate climates nor-
mally have only one main sleep episode.
In the healthy elderly, daytime napping
becomes more common and nighttime
sleep more interrupted.

In addition to the circadian sleep-wake
rhythmicity, there are two main types of
sleep: slow wave sleep (SWS), which con-
sists of four stages; and rapid-eye-move-
ment (REM) sleep. When a person falls
asleep, electroencephalogram (EEG) waves
show progressively slower frequencies
and higher voltages, corresponding to the
successively deeper stages of SWS, labeled
1 through 4. In stage 4, sleep is deepest.
After a period of 30 minutes to 45 min-
utes, the sleeper retraces the same stages
in reverse order.

About 90 minutes after the onset of
sleep, the EEG abruptly changes, showing
high frequency, low voltage activity similar,
but not identical, to the waking state.
During this REM stage, however, the person
remains asleep and immobile. The only
muscles that are active are those control-
ling respiration, the middle ear ossicles,
and the movements of the eyes. Between
74 percent and 95 percent of sleepers
recall dreaming when awakened from REM
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sleep, whereas the range is only 0 percent
to 51 percent for those awakened from
SWS. REM and SWS sleep stages alternate at
regular intervals four to six times each
night. Typically, the length of each REM
episode increases throughout the night.
Thus, most REM sleep is concentrated in
the second half of the night; stages 3 and 4
of SWS are concentrated in the first half.

The physiological purpose of REM sleep
and dreaming remains obscure. Subjects
taking medications that suppress REM
sleep and dreaming for years show no
evidence of deleterious consequences. In
addition, the proportion of REM sleep
varies with age, decreasing from 50 per-
cent in newborns to 25 percent after age
10 (a pattern that roughly parallels cere-
bral development). While small, short-term
studies have found that reductions in
sleep duration are not associated with
deterioration in physical health, personali-
ty, or performance, prospective studies
have consistently found that both reduced
and increased sleep duration (less than
seven hours and more than eight hours)
are associated with a substantial higher
mortality.

Diagnosis and Course 
Although the literature often lumps

sleep disturbance and fatigue together, it

is important to distinguish these disor-
ders. The diagnosis of “sleep disturbance”
should be reserved for the combination of
signs and symptoms reflecting difficulty
in initiating or maintaining sleep or exces-
sive sleepiness. Although researchers find
it more difficult to define and quantify
“fatigue”—generally, an overwhelming
sense of exhaustion and decreased capaci-
ty for physical and mental work—most
patients can easily report whether or not
they suffer from it. Clinically, though, it is
important to distinguish physical and
mental causes of fatigue and approach its
resolution at the physiological or psycho-
logical level.

According to The Diagnostic and
Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV), a “Sleep Disorder
Due to HIV Disease” must meet four crite-
ria: the sleep disturbance has to be severe
enough to warrant independent clinical
attention; it must not occur exclusively
during the course of a delirium; it does
not meet the criteria for Breathing-Related
Sleep Disorder or Narcolepsy; and, most
importantly, it must cause clinically sig-
nificant distress or impairment in social,
occupational, or other important areas of
functioning. The four types of sleep dis-
turbance are: 1) Insomnia type (difficulty
falling asleep, difficulty maintaining
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Can there be anything as
sweet as a good night’s sleep,
anything as frustrating and
debilitating as a night of tossing
and turning? In the world of
nighttime activities, sex gets all
the attention, but most of us
would trade passion for slumber
if forced to make a choice.

Sleep disturbance is a common
symptom of many psychological
disorders and serious illnesses.
HIV disease—with components of
emotional and physical distress—
is fertile ground for insomnia,
hypersomnia, and fatigue. The
articles in this issue of FOCUS
address HIV-related sleep distur-
bance, defining what is known
about this complex disorder and
the comparatively simple
approaches to alleviating it. 

Andres Sciolla’s article pro-
vides an accessible overview of
the function and structure of
sleep and ways to regain control
over sleep patterns. Perhaps the
most compelling information in
this article is that there are
aspects of sleep that are learned
and interventions that can
reteach our minds and bodies
these essential patterns. By
reclaiming sleep as repose and
isolating it from the stuff of life,
the bedroom becomes a haven;
by observing sleep hygiene
guidelines, sleep becomes an
attainable goal rather than some
mysterious gift. There are no
panaceas here and some of us
will still be counting sheep, but
there are practical approaches
that will help the majority of

those with sleep disturbances.
At the same time, there are

factors specific to serious illness
and unique to HIV disease that
make sleep difficult. As disease
progresses, factors like pain,
unfortunate interaction among
medications, breathing difficul-
ties, and frequent urination can
all interrupt sleep and may be
able to be only partially mitigat-
ed. More arcane HIV-related
processes like the interactions of
peptides described by Jeannine
White, Merrill Mitler, and Denis
Darko in their FOCUS article may
make sleep difficult and, at least
for now, are untreatable. 

Sleep is crucial for healing
and for feeling well. To the
extent that providers help
clients manage symptoms rang-
ing from pain to depression,
they should consider practical
responses, including education,
to sleep disorders.

Editorial: Sleep—A to Z
Robert Marks, Editor
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sleep, or a feeling of nonrestorative
sleep); 2) Hypersomnia type (excessively
long nocturnal sleep or excessive sleepi-
ness during waking hours); 3) Parasomnia

type (abnormal behaviors
occurring in association
with sleep or sleep transi-
tions); and 4) Mixed type.

The most common clini-
cal picture resembles the
pattern of sleep for older
people: as people age, they
complain of difficulty main-
taining rather than initiating
sleep, and of the need to
take daytime naps.
Typically, HIV-infected peo-
ple report frequent awaken-
ings during the night, some
lasting an hour or more.
Sometimes this is accompa-
nied by early awakening and
the inability to fall back
asleep. Not feeling refreshed
upon awakening or daytime

napping are common and sometimes can be
the sole symptom of sleep disturbance. 

A careful history helps clinicians rule
out other potentially treatable causes of
sleep disturbance, such as primary sleep
disorders, medical or neurological condi-
tions, and mood, anxiety, and substance-
related disorders. For example, both
HIV-associated and depression-associated
sleep disturbance can occur successively
and simultaneously in the same person,
and these disturbances may be indistin-
guishable from each other. Diagnosis in
such cases is aided by the fact that sleep
disturbance, by definition, cannot be the
sole symptom of depression, and if it is
the sole symptom, then the disturbance is
likely to be HIV-related. These guidelines
also apply to HIV-related fatigue.

While there are no published reports
about the course of HIV-related sleep dis-
turbance, clinical experience and research
indicate that symptoms may remit or recur
spontaneously after a few weeks or months,
with no apparent relation to other events.
Overall, both the prevalence and the sever-
ity of symptoms increase in the later
stages of HIV disease. Some later stage
patients may have a sleep-wake pattern
with no discernible rhythmicity, and may
move, seemingly at random, between short
episodes of wake and sleep. It is currently
unclear to what extent this worsening may
be the result of HIV disease progression or
the increased prevalence of confounding
factors, such as use of medications, oppor-
tunistic infections, delirium, or dementia.

Treatment 
Currently, the pathogenic mechanism of

HIV-associated sleep disturbance remains
obscure. Consequently, there are no thera-
pies available that attempt to correct the
specific dysfunction underlying the dis-
turbance. While there have been no pub-
lished controlled trials regarding the
effects of standard sleep interventions on
HIV-associated sleep disturbance, anecdo-
tal reports suggest that pharmacological
agents and behavioral techniques offer
significant, albeit partial, relief. Clinicians
working with clients with HIV-related
sleep disturbance should consider the
following guidelines.

First, pharmacological agents generally
offer only partial relief and add to the
burden of complicated pharmacological
regimens already endured by many
seropositive people. Therefore, it seems
wisest to start with a trial of behavioral
techniques before administering sleep
medications.

Second, the standard behavioral tech-
niques used in the treatment of insomnia
are relaxation training, habit training, and
reversal of negative conditioning. The
exact combination of techniques must be
tailored to each individual patient.
Fundamentally, all relaxation techniques
involve a quieting of ruminative thoughts,
replacing them with a repetitive, simple
mental activity such as counting breaths
or spiritual mantras, relaxation of the
muscles, slowing of heart rate and respira-
tion, and a decrease in the activity of the
sympathetic nervous system (the system
that prepares an organism to cope with
stress). Little evidence suggests one relax-
ation technique over the others. Experts
believe that the provider’s enthusiasm and
encouragement to the client to practice
regularly are probably more important
than the specific technique.

Habit training involves helping the
client relinquish certain habits that may
have been spontaneously adopted to
counteract insomnia or daytime sleepi-
ness, but which stand in the way of physi-
ological correction of the problem. These
may include sleeping late, taking naps
during the day, and excessive use of caf-
feinated beverages especially late in the
day. Adhering to regular wake-up times
and eliminating naps avoids further dis-
ruption of the circadian sleep-wake cycle.
Eliminating caffeine in the evening (caf-
feine has a half-life of four to five hours)
decreases arousal and stimulation of the
brain. A light lunch with no alcoholic
beverages and remaining physically active
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in the afternoon may reduce afternoon
naps. Heavy exercise early in the evening
is associated with more restorative and
less interrupted nighttime sleep, while
exercise late in the evening is associated
with poorer sleep quality.

Reversal of negative conditioning is
based on the fact that some behaviors or
physiological responses can be triggered
by the repetition of specific stimuli. After
a period of time, individuals with insom-
nia may associate going to bed with
expected discomfort. If a person experi-
ences improved sleep outside the usual
bedroom or away from home, negative
conditioning might be at play. The fear of
difficulty sleeping, which increases
arousal, contributes to sleep disturbance
itself. In such cases, individuals should
not go to bed until they feel sleepy. After
20 to 30 minutes of failing to fall asleep,
they should also get up from bed and
resume normal activities until sleepy. The
rationale for this approach is to associate
being in bed with relaxation and sleep.
Along the same line, in bed, clients should
avoid pursuing activities that increase
arousal such as snacking, watching televi-
sion mysteries, or reading adventures.

If behavioral approaches are unsuccess-
ful, clinicians should consider pharmaco-
logical interventions. These include
longer-acting and shorter-acting benzodi-
azepines, antihistamines, and sedating
antidepressants. Benzodiazepines bring
on muscle relaxation, sedation, and sleep
induction, and may lead to tolerance,
physical dependence, and withdrawal
syndromes. Half-lives vary greatly among
the different agents, with some as short as
three hours (triazolam) and others as long
as 48 hours (chlordiazepoxide). The short-

er-acting benzodiazepines have the advan-
tage of lessened “hangover” upon waking.
However, they may produce more rapid
and intense withdrawal symptoms, raising
the risk of habituation, daytime withdraw-
al, agitation, or anxiety.

In seropositive as well as elderly
clients, longer-acting compounds may
accumulate in the body over days or
weeks and lead to insidious oversedation,
personality change, or mental deteriora-
tion. Clinicians have long observed that
many seropositive people behave pharma-
cologically like the elderly: they require
less than the habitual dose of medications
to reach the desired effects and are prone
to experience side effects or toxicity.
Unlike barbiturates and benzodiazepines,
antihistamines (such as diphenhydramine)
and sedating antidepressants (for exam-
ple, doxepin and trazodone) do not pro-
duce physical dependence, although they
do have a variety of side effects that may
be difficult to tolerate. 

There are no reports in the literature of
experimental therapies for HIV-associated
sleep disturbance. However, researchers
are studying the effects of artificial light,
and anecdotal reports suggest that mela-
tonin (sold at health food stores) may
respond to insomnia.

Conclusion 
Sleep disturbance can be treated, and

appropriate treatment, particularly in the
case of sleep disturbance secondary to
anxiety or depression, can be very effec-
tive. While pharmacological treatment
may have side effects that are sometimes
poorly tolerated by those with diminished
health or neurocognitive impairment,
behavioral therapy can be effective.
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Poor sleep quality and
daytime fatigue, both or
which can be severe and
disabling, are common
during all stages of HIV
infection, even among
otherwise asymptomatic
individuals. While clini-
cal research has provid-
ed clear descriptions of
the signs of sleep distur-
bance, the HIV-related
mechanisms of this
condition are only now
being defined and
research reports remain
few and far between.
This article briefly
describes some of the

theories that may account for sleep distur-
bance and focuses attention on new theo-
ries regarding the role of sleep-promoting
immune proteins.

Excluding the Usual Suspects
While sleep changes during late-stage

HIV infection may be the most common,
these disturbances are typical of advanced
illness and are probably caused directly by
opportunistic conditions such as pneumo-
nia and cancer. The sleep changes associat-
ed with the chronic asymptomatic stage of
HIV infection, however, are more intriguing
because their causes are not so obvious.

During early stage HIV infection, two
changes are most notable. First, there is
an especially robust increase in slow wave
sleep, particularly in latter portions of the
sleep period, a finding that is rare in other
sleep disorders. Second, insomnia is less
common than “hypersomnia,” the need for
too much sleep. Individuals with hyper-
somnia sleep all night, even longer than
their usual sleep period, but are not rest-
ed in the morning, feel tired through the
day, and commonly take daytime naps. Of
the neurological changes that take place
during early infection, these sleep struc-
ture alterations are among the most easily
replicated by researchers.

It might be expected that in the absence
of the obvious physical factors associated
with symptomatic HIV disease, such
symptoms of sleep disturbance would be
caused by the psychological turmoil
brought on by difficult life circumstances.
But data indicate that these sleep architec-
ture changes are not secondary to psy-
chosocial stress. For example, concerns
about having HIV infection or problematic
relationships with family and friends, are
not associated with anxiety, depression,
or other psychiatric illness, and occur
before other physical symptoms such as
night sweats, diarrhea, and wasting.

In addition, alterations in sleep parame-
ters cannot be explained by patterns of
antiviral medication use, although reports
have indicated an impact of daytime alert-
ness and nocturnal sleep changes in people
using zidovudine (ZDV; AZT). A study in
rodents suggests that ZDV toxicity is
greater during the primary deep sleep
period. There have been numerous anecdo-
tal reports in the literature linking ZDV to
subjective complaints of insomnia, poor
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Immune proteins
may have a role in
HIV-related sleep
disturbance: they

promote slow wave
sleep in animals and
induce fatigue when
used to treat cancer. 

Sleep Disturbance in Early 
HIV Infection
Jeannine L. White, PhD, Merrill M. Mitler, PhD, 
and Denis F. Darko, MD
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sleep quality, and excessive daytime sleepi-
ness. However, more recent studies using
objective and subjective measures of sleep
found no significant influence of ZDV on
nocturnal sleep or daytime alertness.

Finally, objective measures of nocturnal
sleep, daytime sleepiness, and cognitive-
motor performance suggest a complex
relationship between HIV disease progres-
sion, HIV infection of the central nervous
system, and sleep, and the neuropsycholog-
ical deficits that arise in early HIV infection
may be related to sleep disturbance and
daytime fatigue. This is particularly impor-
tant because HIV can be found in the cen-
tral nervous system even in the early stages
of infection, and it has been estimated that
up to 50 percent of people with AIDS devel-
op at least a mild neurocognitive disorder. 

The Role of Immune Proteins
Having excluded psychiatric, psycholog-

ical, medical, and pharmacological vari-
ables in early stage sleep disturbance,
researchers have begun to examine the
effect of HIV infection on the brain itself.
Evidence continues to accumulate to sup-
port a role for the immune proteins
“tumor necrosis factor alpha” (TNF-α) and
“interleukin-1 beta” (IL-1 β) in the sleep
changes and fatigue commonly seen in
HIV infection. These peptides are pro-
duced by immune system cells known as
monocytes or macrophages and have been
shown to promote slow wave sleep in
animals and fatigue when used to treat
cancer. These peptides may even have a
role in the regulation of normal sleep
physiology. Since HIV infection is concen-
trated in cells of the immune system, the
possibility of derangement in the normal
ebb and flow of these peptides may
explain the consequent disruption of
sleep and daytime readiness to think and
work; in fact, levels of TNF-α and IL-1 β
are elevated in the blood of people with
HIV infection.

While the function of slow wave sleep
(also known as stages 3 and 4 of non-rapid
eye movement [NREM] sleep) is not com-
pletely understood, its distribution within
the nighttime sleep period has been well-
studied. Among healthy adults, slow wave
sleep is distributed primarily during the
first portion of the night and decreases
rapidly in intensity and duration as the
night progresses. Sleep, particularly slow
wave sleep, is thought to be involved in
tissue restoration after extended periods
of wakefulness. Studies in healthy individ-
uals have shown an increase in immune
activity that was significantly related to

the onset of slow wave sleep.
Increased slow wave sleep in the latter

portions of the night is a consistent fea-
ture of early HIV infection. The specificity,
novelty, and subtlety of this feature is
noteworthy. Similar results have been
found in cats infected with feline immun-
odeficiency virus. Increases were observed
in slow wave sleep in the latter portion of
the principal sleep period of infected cats
who were permitted only one eight-hour
sleep period per day. Thus, in at least two
species, this abnormal sleep structure
accompanies initial changes in immune
function after immunodeficiency virus
infection. These distortions of the normal
temporal distribution of slow wave sleep
appear to provide physiological markers
for the early effects of HIV disease.

Conclusion
Sleep structure distortion is one of the

earliest and most consistent physiological
signs of HIV infection. While the reasons
for this distortion remain obscure, new
data suggests that abnormal levels of
peptides such as TNF-α might somehow be
involved. It is possible that the observed
abnormalities in sleep structure and
increases in peptide levels are also related
to the pervasive fatigue that so often dis-
ables seropositive individuals. Upcoming
clinical trials will evaluate medications for
efficacy in treating HIV-related fatigue and
sleep disturbance. The first medications
tested were chosen for their ability to
decrease levels of TNF-α, and this could
lead to therapies that would restore sleep
and improve quality of life.
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New Book on Dementia
In the tradition of

FOCUS, AHP presents
the UCSF AIDS Health
Project Monograph
Series, offering brief,
accessible, and practi-
cal responses to chal-
lenging issues. We have
just published the first
volume in the series:
AIDS and the Impact of

Cognitive Impairment, a 96-page hand-
book that describes the range of condi-
tions that cause cognitive impairment
and the approaches providers can take
in response to them. It is available from
AHP for $7.95 (plus shipping and han-
dling) by calling (415) 476-6430.



Behavioral Intervention for Insomnia
Morin CM, Stone J, McDonald K, et al.
Psychological management of insomnia: A clinical
replication series with 100 patients. Behavior
Therapy. 1994; 25(2): 291-309. (Virginia
Commonwealth University.)

A study of a cross-section of insomnia
sufferers found that cognitive-behavioral
therapy led to a dramatic reduction in
sleep disturbance and cut dependency
upon sleep medication by more than 50
percent.

The study sample consisted of 64
women and 36 men, with an average age
of 45 years. Diagnoses of insomnia varied,
including insomnia associated with psy-
chopathology, affective and anxiety disor-
ders, and drug-dependency. Of the group,
84 percent had reported some use of
sleep medications in the past month.

Weekly therapy sessions were provided
on an individual basis, and gradually incor-
porated behavioral, cognitive, educational,
and medication-withdrawal components.
Behavioral intervention included restricting

the time spent sleeping,
regulating the sleep-wake
schedule, curtailing
sleep-incompatible activi-
ties, and minimizing time
spent awake in bed.
Cognitive therapy
addressed the common
fears about insomnia and
misconceptions about
sleep disturbances. Sleep-
hygiene education
focused on the effects of
chemical and physical
factors—like alcohol and
exercise—on sleep pat-
terns. 

Although total sleep
time increased only
marginally following
treatment, other mea-
sures of insomnia
improved significantly
for the entire sample.
The total time spent
awake in bed decreased
by 45 percent, difficulty

falling asleep decreased by 42 percent,
wake after sleep onset decreased by 42
percent, and early morning awakening
decreased by 50 percent. Notably, the
number of sleep-medication users dropped
by 54 percent, suggesting that psychologi-

cal treatment can be as effective as the
more accepted pharmacotherapy.

Sleep Disturbances and HIV
Wheatley D, Smith K. Clinical sleep patterns in
human immune virus infection. Human
Psychopharmacology. 1994; 9(2): 111-115. (Royal
Masonic Hospital, London; and Foundation for
AIDS Counselling, Treatment and Support, London.)

A study comparing 45 HIV-infected
individuals with a control group, matched
for age and gender, found more severe
self-reported sleep disturbances in the
seropositive population.

Using the Wheatley Stress Profile (high
score of 10), the two groups were mea-
sured for severity of five insomnia-related
factors. Overall, HIV-infected subjects
reported greater disturbance with sleep
onset, early morning awakening, nocturnal
awakening, and well-being upon waking. 

There were no statistically significant
correlating factors for sleep disturbance
in the control group. Although the mean
insomnia score did increase progressively
in relation to the severity of stress in daily
life, the link between stress and insomnia
severity in control subjects was not as
significant as the link between HIV infec-
tion and insomnia. The mean insomnia
score of control subjects with stress was
2.5 while their matched HIV-infected sub-
jects had a mean score of 3.5. Neither
gender nor age was correlated to insomnia
severity for either group; formal AIDS
status was not correlated to insomnia in
the HIV-infected group.

HIV-Related Alterations in Sleep Physiology
Norman SE, Chediak AD, Kiel M, et al. Sleep
disturbances in HIV-infected homosexual men.
AIDS. 1990; 4(8): 775-781. (Mount Sinai Medical
Center, Miami Beach, Florida.)

Norman SE, Chediak AD, Freeman C, et al. Sleep
disturbances in men with asymptomatic human
immunodeficiency (HIV) infection. Sleep. 1992;
15(2): 150-155. (Mount Sinai Medical Center,
Miami Beach, Florida.)

Alterations in sleep architecture accom-
pany HIV infection, but are not correlated
to HIV-related opportunistic conditions or
psychological responses. Two small stud-
ies found that the sleep cycles of asymp-
tomatic seropositive men differed from
normative patterns. 

Subjects from both studies were
screened for chemical use and a present
or past psychiatric history. Physiological
testing evaluated sleep efficiency—total
sleep time divided by time in bed—and
the pattern of sleep cycles, including
“slow wave sleep,” “rapid eye movement”
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(REM) sleep, and non-REM (NREM) sleep. 
The first study sample (AIDS, 1990) was

comprised of 10 asymptomatic HIV-infect-
ed men. Although sleep efficiency was
above 90 percent, there was an increase in
slow wave sleep in the second half of the
night—different from established norma-
tive sleep patterns. The second study
involving 14 seropositive and 10 seroneg-
ative men found specific alterations in the
pattern of slow wave sleep, REM, and
NREM sleep cycles, as well as total per-
centage of slow wave sleep time through-
out the night.

Reported sleep complaints for both
groups were vague and mild in severity,
mostly relating to problems falling asleep
and difficulties remaining sleep.
Surprisingly, there was no correlation
between these reported sleep disturbances
and the observed alterations in sleep
cycles. However, these studies did confirm
that sleep disturbances occur both before
and independently from HIV-related sec-
ondary infections or psychiatric factors.

Zidovudine and  Sleep
Moeller AA, Oechsner M, Backmund HC, et al.
Self-reported sleep quality in HIV infection:
Correlation to the stage of infection and zidovudine
therapy. Journal of Acquired Immune Deficiency
Syndromes. 1991; 4(10): 1000-1003. (Max Planck
Institute for Psychiatry, Munich, Germany.) 

A small study of subjects at various
stages of infection found that while HIV
progression appears to influence sleep
quality, there is no evidence that zidovu-
dine (ZDV) therapy has any effect on it. 

A group of 47 men and three women
were classified by stages of HIV progres-
sion.  Of the 30 people who were classi-
fied in the final stages of HIV disease by
Centers for Disease Control and
Prevention (CDC) standards, 19 were
undergoing ZDV therapy. 

Patients in the final stages of HIV dis-
ease reported significantly higher levels
of sleep disturbance than did patients in
earlier stages. Specifically, they reported
reduced quality of sleep, difficulty falling
asleep, and frequent need of sleep medi-
cations. Although progression was clearly
linked to sleep disturbance, the study
could not rule out the effects of possible
contributing factors, such as depression.

Contradicting earlier studies, ZDV treat-
ment did not significantly affect sleep quali-
ty. The researchers theorized that this result
may reflect the current trend of prescribing
lower daily doses than had been the stan-
dard in earlier years of treatment. 

Fatigue and HIV Progression
Darko DF, McCutchan JA, Kripke DF, et al. Fatigue,
sleep disturbance, disability, and indices of progres-
sion of HIV infection. American Journal of
Psychiatry. 1992; 149(4): 514-520. (University of
California, San Diego; and U.S. Department of
Veterans Affairs Medical Center, San Diego.)

Medical variables associated with HIV
progression predicted fatigue and its
disabling effects on daily activities and
employment, according to a small study
of subjective fatigue. It remains unclear,
however, whether fatigue is the result or
the cause of HIV progression. 

Fourteen men with symptomatic HIV
disease, 44 asymptomatic seropositive
men, and 50 seronegative men responded
to a questionnaire regarding subjective
fatigue. Over half of the symptomatic men
reported that fatigue was “often or always”
a problem in contrast to 11 percent of the
asymptomatic  group and 10 percent of
the seronegative group. HIV infection also
correlated with early awakening and use
of sleep medications. None of the seroneg-
ative group reported that fatigue inter-
fered with daily activities, while 9 percent
of the asymptomatic group and 50 per-
cent of the symptomatic group said they
experienced daily interruptions of fatigue.

Next Month
The cornerstone of quality HIV-

related care has always been an inter-
disciplinary approach, and this is
particularly true for women with HIV
disease. For example, treatment often
requires a mental health as well as a
medical response. In the November
issue of FOCUS, Kimberly Harris,
PhD and colleagues from the Women
and Children HIV Program of Chicago’s
Cook County Hospital, discuss the
importance of integrated mental
health and medical care for all people
with HIV disease, and then use their
program for women as an example to
examine an effective integration of
these services.

HIV-related care also brings togeth-
er legal and mental health services.
Also in the November issue,
Marybeth Kent, EdM and Jean
Lewis, JD of the Legal Services for
Children in San Francisco, outline the
combination of psychological and
legal issues parents with HIV disease
confront when considering death and
planning for the care of their children.
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DID YOU KNOW?
FREE searchable archive

You can access a FREE searchable archive of  
back issues of this publication online! Visit  
http://www.ucsf-ahp.org/HTML2/archivesearch.html.

You can also receive this and other AHP journals  
FREE, at the moment of publication, by becoming  
an e-subscriber. Visit http://ucsf-ahp.org/epubs_
registration.php for more information and to register!
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