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Mental disorders can impede access 

to HIV-related medical care and antiviral
treatment, complicate the doctor-physi-
cian relationship, and decrease adherence
to complicated drug combinations and to
safer sex and needle-sharing practices.
Among those people with mental disor-
ders who face the greatest challenges,
both in terms of HIV prevention and care,
are people with personality disorders.1,2

Using the borderline personality disorder
as a lens, this article offers a view of what
it is like to interact with seropositive
clients with serious mental disorders. 

Defining Borderline Personality Disorder
Personality disorders are inflexible,

maladaptive ways of perceiving or relating
to the interpersonal environment that
cause functional impairment or subjective
distress in an individual. These disor-
ders—including, for example, narcissistic,
antisocial, and histrionic personality
disorders—are longstanding, characteris-
tic ways of relating to the world, typically
emerging in childhood or adolescence and
continuing throughout adult life. This
makes a longitudinal history essential to
the diagnosis of personality disorders.3

All of these disorders represent exaggerat-
ed styles of interacting with others and
significantly interfere with a person’s
ability to have positive, lasting relation-
ships and to have accurate self-concepts.

The DSM-IV categorizes borderline per-
sonality disorder under Cluster B Person-
ality Disorders, which includes clients who
are often dramatic, erratic, or emotional.3

The diagnostic criteria include a pervasive

and longstanding pattern of instability of
mood, identity, and relationships. Identity
disturbance leads to feelings of emptiness
and boredom, while mood instability mani-
fests with rapid swings in demeanor. Im-
pulsive, self-destructive behaviors can also
be part of this constellation. Although all
personality disorders involve chronic mal-
adaptive behavior patterns, borderline per-
sonality disorder is characterized in
particular by disturbed interpersonal rela-
tionships, poor impulse control, a height-
ened potential for repeated self-injury, and
an increased fear of being alone. People
with borderline personality range from low-
functioning to relatively high-functioning.

Psychodynamic and object relations
theories postulate that borderline person-
ality disorder is rooted in the child's
unsuccessful struggle to separate and
differentiate during the first 18 months of
life. Another theory suggests that border-
line is a subtype of the affective disorders. 

Epidemiological studies estimate the
prevalence of borderline personality disor-
der as 0.2 percent to 10 percent in the gen-
eral population and 15 percent among
psychiatric clients.4,5 Approximately 76
percent of borderline clients are female.4,5

There is little data on personality disorder
in people with HIV disease, but a 1993 study
did find a 33 percent incidence of personali-
ty disorder (mostly borderline) among HIV-
positive gay men versus 15 percent among
seronegative gay male controls.2 Other
studies indicate the prevalence of personali-
ty disorders among people at highest risk
for HIV infection. A 1995 study of a genito-
urinary clinic in London found that 38 per-
cent of homosexually active men and 28
percent of heterosexually active men had 
a personality disorder.6 A 1998 study of co-
caine users found that 34 percent of partici-
pants had antisocial personality disorder.7

Borderline personality disorder is often
coupled with substance abuse or uncertain-
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ty about sexual orientation or gender. Ad-
justment disorders and major depression
are also often seen in clients diagnosed
with borderline personality disorder.8 This
is especially true for HIV-positive border-
line clients, who must cope with the
prospect of dying and who may harbor
repressed anger towards others and them-
selves for their current health situation.

Clinical Features and Treatment Challenges 
Few borderline clients present with a neat

list of DSM-IV criteria. Certain features,
however, can suggest the disorder. One clue
is that borderline clients often tell stories of
other institutions and providers who have
“done them wrong.” In characteristic fash-
ion, such clients may idealize new providers
or clinics at first. Providers should be wary
of this kind of idealization, especially early
in the course of the provider-client relation-
ship and, if it does occur, providers should
be prepared for a later devaluation of the

relationship. Initially inflating the value of
therapists allows clients to feel more com-
fortable asking for help and expecting
results, and attaching to someone else such
as a therapist is a way to respond to the
sense of emptiness that plagues borderline
clients. The overwhelming needs of border-
line clients, however, make it impossible for
providers to live up to their expectations. If
such issues are not addressed early in the
course of therapy, it is likely that clients will
feel abandoned when they are inevitably
disappointed by their therapists. 

When members of a treatment team are
split about whether a client is likable, this
may be a clue that the client is borderline.
Borderline clients who engender strong
opposing feelings in members of the team
are often using projective identification, 
a mechanism by which a client projects
irreconcilable conflicts onto others who
then act them out for him or her. 

Borderline clients seldom come into
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Mental illness is not widely
acknowledged as a factor in the
HIV epidemic and almost willful-
ly underrecognized as an ele-
ment of other social problems
such as homelessness and sub-
stance abuse. There is a strange
denial about mental illness: in 
a culture awash with antidepres-
sant medications and television
commercials about social anxi-
ety, serious mental illness, 
albeit much more difficult to
treat than garden-variety depres-
sion, seems absent from social
consciousness. 

Depression was once as invisi-
ble as other mental illnesses. It
materialized with the develop-
ment of the selective serotonin
re-uptake inhibitors like Prozac,
that is, when it became more
easily treatable and when the
media portrayed its cause as
related to brain chemistry and
not to the less socially acceptable
topics such as childhood trauma.
Many mental illnesses, including
personality disorders, are not so
well-recognized or treatable, so
they are marginalized. 

In the world of AIDS, HIV pre-
vention efforts have only begrud-
ingly acknowledged mental
health as a consideration; serious
mental illness is rarely discussed
as an influence on HIV risk. While
research in the last few years has
focused more attention on the
psychological components of
risk, most of this research looks
at the psychological processes of
people who are without serious
or chronic mental illness. People
with secondary diagnoses such
as personality disorders are
particularly absent as targets 
of specific interventions. 

Ironically, while the need for
HIV prevention for people with
mental illness has not inspired
much action, underlying preven-
tion concerns have stimulated 
a great deal of research on the
effects of mental illness and
mental health on HIV treatment.
These concerns have centered on
the fear that inadequate adher-
ence to complex HIV antiviral
regimens would lead to drug
resistance and potentially to the
transmission of drug-resistant

strains of HIV. The fact is that
mental illness not only serves to
increase HIV transmission risk,
but also can undermine treat-
ment efficacy, thereby threaten-
ing the physical as well as the
mental health of people with HIV.

As Michele Killough Nelson
and Rochelle Klinger point out 
in this issue of FOCUS, rates of
personality disorder are much
higher among people with HIV
than within the general popula-
tion. Other studies show that
rates of serious mental illnesses
such as personality disorders
are also higher among homeless
people and people with sub-
stance use problems. Unfortu-
nately, such data usually gets
interpreted in counterproductive
ways: people with mental illness
are flawed, therefore it is not
worth expending resources to
help them; and people with
mental illness are too difficult 
to treat, so let’s focus on those
without mental illness. 

There is a certain logic to such
conclusions. Working with these
clients is challenging and suc-
cess must be measured in small
steps. But it would be foolish
and self-defeating to avoid the
effort just because it is difficult. 

Editorial: Borderline Prevention
Robert Marks, Editor
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psychotherapy on their own and
unless they are in crisis. Once the
crisis has passed, they often flee
therapy. It is more likely that
seropositive borderline clients will
be pushed into psychotherapy by
their health care providers who
feel frustrated with them. 

Most psychotherapists feel chal-
lenged and frustrated when working
with clients diagnosed with border-
line personality disorder. These
clients are difficult and time-con-
suming to manage, and the literature
is unclear about whether anything
other than limited improvement 
can be expected even with the best
treatment. Clients with both border-
line personality disorder and HIV
disease often experience a magnifi-
cation of borderline symptoms
because they have difficulty coping
with the added emotional, financial,
and interpersonal stressors that 
a serious medical illness imposes.
There are four key clinical tasks for

therapists treating borderline clients with
HIV disease: helping clients secure
resources—medical, financial, or social—
that will minimize stressors; helping them
improve interpersonal skills; teaching
clients ways to reduce self-injurious behav-
iors and maximize adaptive ones; and
addressing clients’ feelings in ways that
promote open discussion of issues.

Interpersonal relationships are difficult
for all borderline clients to sustain. Volatile
mood, tendencies towards splitting (pitting
one provider against another), poor
impulse control, and a demanding nature
preclude healthy, lasting relationships and
instead result in alienation from others.
HIV-positive borderline clients have more
trouble maintaining positive relationships
than other borderline clients because of
HIV-related stigma and rejection. Their
problems with impulse control and desires
for immediate gratification may cause
others to fear that these clients will act
irresponsibly and spread the virus, and
this may undermine clinical relationships.
In addition, health concerns and legitimate
needs for attention are often camouflaged
by the chaos of the client’s life and his or
her anger about having become infected.

This profile is especially trying for men-
tal health professionals, because border-
line clients have difficulty processing and
resolving issues. It can seem as if the same
themes repeatedly emerge in therapy,
leaving therapists with the sense that no
real progress has been made. As clients get

more frustrated with their declining health
or with a perceived lack of support from
others, it is likely that they will create
chaos and conflict in an attempt to avoid
dealing with painful situations. Such chaos
may manifest as missed appointments,
repeated calls, or seductive behavior. 

HIV-positive borderline clients are often
more sensitive to abandonment issues than
other people with borderline personality
disorder. In order to get their needs met,
they may try to pit physicians, nurses, and
therapists against one another—or pit
people in their lives against therapists—
alternately devaluing and idealizing one
person or the other. Such splitting may be
the only way that borderline clients can
deal with their inability to see the middle
ground between the extremes of good and
bad in themselves and others. 

Because they do not like to be told what
to do, it is difficult for borderline clients 
to practice safer sexual and needle-sharing
behaviors. Borderline clients tend to live in
the moment and have difficulty planning
ahead. They often express resentment that
HIV-specific resources are linked to expec-
tations about their behavior, and see
authority figures as biased against them.
These same issues are usually played out
during therapy sessions, and the attach-
ments between these clients and their
therapists are fraught with ambivalence,
resentment, and strong dependency needs.

Feelings of emptiness and boredom are
typical for all borderline clients. As bor-
derline clients begin to grapple with HIV
disease, however, many experience these
feelings in a new way, often recognizing
that their lives have not been what they
had hoped and regretting that they will not
have the chance to change them. For some
clients, dealing with these existential
issues can precipitate a major depression;
such clients can easily become suicidal,
and because they have difficulty control-
ling their impulses, they are more likely to
act on these inclinations. In these cases,
pharmacology may offer some treatment
options. Related depressive disorders may
be amenable to antidepressant treatment,
and severe anxiety and insomnia can be
helped by neuroleptic drugs.

Therapy and the Therapeutic Relationship
Given how frustrating and difficult it can

be to work with borderline clients with HIV
disease, it is helpful to remember that it is
unlikely that therapy will alter a client’s
basic personality structure. Instead, the
therapy process seeks to strengthen adap-
tive behaviors and coping mechanisms to
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improve quality of life. The therapist
accomplishes this by providing constant
feedback to help clients identify and gener-
alize acceptable behaviors. During this
process, the therapist labels maladaptive
behaviors and coping mechanisms, encour-
ages clients to avoid these behaviors, and
helps clients learn to anticipate the conse-
quences of their behaviors. It is important
to remember that although most clients
desire to live more positive, productive
lives, this desire is insufficient to effect
true change. Good intentions without good
coping skills usually lead to feelings of
frustration and disappointment. 

The therapeutic relationship is perhaps
the most significant tool in the treatment of
clients with personality disorders. Border-
line clients usually do not understand the
role they, themselves, play in their difficult
personal interactions. Therapists can use
the safety of the therapeutic alliance to help
clients explore feelings about relationships.

Therapists need to give clients constant
and carefully phrased feedback and to
remain open to feedback from clients. Being
mindful that clients will relate to therapists
in the same way they relate to others can
enable therapists to respond appropriately
when clients express ambivalent, conflicted,
and angry feelings towards their therapists.
This knowledge can also help therapists
provide immediate feedback to clients when
they begin to inject chaos into the therapeu-
tic relationship, allowing clients to examine
the emotional origins of their behaviors.
This helps clients understand the angry,
rejecting responses of others and allows
them to alter the situation and move for-
ward. It is most easily undertaken by com-
menting on the therapeutic process rather
than by directly addressing the content of
what clients are saying or doing. 

It is particularly important to stay calm
and distant from the chaos borderline
clients create. To minimize the effects 

of the chaos, therapists must set firm and
consistent limits with clients and carefully
outline the client’s and therapist’s responsi-
bilities. This is often done by using contin-
gency contracts, which outline specific
client requirements and spell out the conse-
quences of compliance or noncompliance. 
If clients bring chaos into the therapeutic
relationship, they may succeed in baiting
the therapist into conflict, thereby gaining
inappropriate control. Arguing with clients,
even borderline clients at their most con-
tentious, is inadvisable, since it shifts the
focus of therapy from the client’s well-being
to the dynamics of a power struggle. 

Interpersonal group psychotherapy is
useful in treating some HIV-positive border-
line clients. These groups focus on helping
clients learn how to interact with others in
appropriate ways by providing feedback
about interpersonal style and encouraging
participants to modify these styles within
the group. Borderline clients may find these
groups difficult, because they must “share”
the therapist with others and do not receive
the therapist’s undivided attention. 

Conclusion
Working with seropositive borderline

clients is a difficult task even for the most
experienced clinicians. Providers must
help clients process interpersonal prob-
lems, disease stigma, feelings of empti-
ness, and practical challenges. Reasonable
but firm boundaries are crucial to avoid
the chaos that borderline clients inject
into therapy. Given these difficulties, it is
important to realize that managing border-
line clients can be frustrating, and it may
be useful for therapists to explore negative
countertransference in supervision both to
better understand clients’ effects on others
and to monitor these feelings in them-
selves. Nonetheless, the therapeutic rela-
tionship can help borderline clients
improve the quality of their lives. 
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Borderline personality disorder is charac-
terized by volatile emotional states and
emotional emptiness, poor impulse control,
difficult and often stormy interpersonal
relationships, and problems with anger
management. Borderline clients typically
require more planning, structure, emotional
energy, and time, and may drain a dispro-
portionate amount of resources away from
a therapist’s psychologically healthier
clients. But these challenges do not pre-
clude the possibility of significant progress.

The hypothetical case of “Maurice” and
his therapist “Anne Graham” exemplifies 
a common presentation. By using a combi-
nation of limit-setting and concrete prob-
lem-solving strategies, Dr. Graham was
able to form a fragile alliance that allowed
her client to make some progress.

Maurice: Abandoned, Disappointed, Scared
Maurice is a 34-year-old, gay, African

American man who was referred to Anne
Graham, PhD, a White psychologist, by the
staff at the local infectious disease clinic
because of problems with missed appoint-
ments, demanding behavior, volatile
mood, difficulties getting along with the
staff, and vague, but recurrent, suicidal
threats. Maurice began his first meeting
with Dr. Graham by telling her that he had
heard many good things about her. He
went on to say that his life had been diffi-
cult because, “Everyone’s gone out of their
way to do me wrong.” 

Maurice was upset about his recent
AIDS diagnosis and felt that everyone was
abandoning him. He said that no one came
to visit him in the hospital, and he com-

plained that he felt misunderstood by his
friends and family, who had rejected him
when he disclosed his homosexuality. The
only positive relationships he described
were with his grandmother, who had died,
and a new lover, who he had been dating
for two weeks and who was “wonderful.”
Maurice also told Dr. Graham that he had
had many lovers in the past and described
a series of intense relationships cut short
as each boyfriend disappointed him. He
said that it was no wonder that he had
been driven to drink and use drugs—
everything from speed to heroin.

Maurice acknowledged difficulties get-
ting along with the staff at the infectious
disease clinic. But he believed they
“deserved it” because they saw him as
“just another number.” Maurice said he
sometimes felt suicidal—and he had been
hospitalized for non-lethal gestures a
number of times—primarily out of loneli-
ness and frustration regarding various
circumstances during the course of his
life. He said he told the staff at the clinic
about this, but he did not believe they
cared. 

Shaping the Therapeutic Relationship
Maurice’s goal was to confront people

who had wronged him—including his
parents—and he thought that therapy
might help accomplish this. He was also
concerned that he might become de-
pressed and hoped therapy might stop
this from happening. Finally, Maurice
wanted to talk about dying, which some-
times “terrified” him, particularly when 
he was trying to sleep. 

Dr. Graham encouraged Maurice to
discuss these feelings further. She lis-
tened supportively and asked questions 
to clarify his statements and learn more
about his previous relationships, his sub-
stance use, and his family. The last 15
minutes of the first session were spent
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planning treatment goals, including con-
sidering ways to improve Maurice’s medi-
cal compliance, discussing how to get his
needs met by others in more appropriate

ways, and talking
about improving
his relationship
with his family.

Maurice agreed
to compile a list
of his concerns
and questions
about his medical
condition for the
next session. Dr.
Graham said she
wanted to coordi-
nate and share
information with
Maurice’s treat-
ment team;
Maurice signed 
a release that
allowed her to

talk with his health care providers.
Maurice asked if they could set up a meet-
ing with his team, and Dr. Graham encour-
aged him to wait until he had discussed
his list of concerns with her. Dr. Graham
and Maurice also discussed options to
improve his social support, and Dr.
Graham agreed to get information about
local support groups for him and bring it
to the next session. The two agreed to
meet weekly. 

Dr. Graham recognized that working
with Maurice would require a slow and
careful approach. She knew her task
would be to try to sustain his good feeling
towards her, while acknowledging to her-
self that she would inevitably disappoint
him whenever she did not comply with his
wishes. Dr. Graham hoped, however, that
by anticipating problems, by explaining to
Maurice what she could and could not be
relied on to do, and by being explicit and
consistent in her approach, she would be
able to help him manage his feelings.

When Maurice failed to keep his next
appointment. Dr. Graham set up another,
politely but firmly clarifying that he need-
ed to keep this one. She reminded Maurice
to bring his list of concerns. Maurice was
agitated when he came to the rescheduled
appointment. He had just broken up with
his boyfriend and felt “devastated.” He
initially focused on his anger towards this
man, but Dr. Graham refocused the session
on the concrete goals they had discussed
previously. She gave him information on
local support groups and asked him to
discuss his list of concerns. Maurice had

forgotten to bring the list, but was able to
compile it during the session. 

Dr. Graham said that she was likely to
anger Maurice at some point, but remind-
ed him that they were working together 
to improve the way he felt. They carefully
discussed the boundaries and dynamics of
their relationship—for example, the thera-
pist-client relationship, and the gender,
racial, and ethnic differences—and the
need to remain sensitive to and respectful
of the differences between them. 

Over the next sessions therapy focused
on improving Maurice’s relationship with
his medical team and his compliance.
Maurice actively participated in this and
seemed to enjoy his role. Having met with
success, Maurice was eager to pursue
another goal, namely finding a long-term
dating relationship. He and Dr. Graham
examined his history of impulsive dating
relationships, his tendency to initially
idealize his partners and become overly
involved with them too soon, and his
inevitable sense of disappointment when
the relationship flagged. Maurice was
intrigued by his pattern, and he and Dr.
Graham were able to notice it as he start-
ed dating again. The therapy continued
over time—including many missed ses-
sions and focusing on Maurice’s anger—
but was moderately successful at
addressing one general goal at a time. 

Conclusion
As mentioned earlier, therapy with

borderline clients or individuals with
other personality disorders is unlikely to
alter a client’s basic personality. Instead,
by offering a constant and non-rejecting
presence, a therapist like Dr. Graham may
strengthen the adaptive behaviors and
coping mechanisms of a client like
Maurice, or, at least, help to contain 
a client’s negative emotional states. 
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Change in Psychopathology in Seropositives 
Johnson JG, Williams JB, Goetz RR, et al. Stability
and change in personality disorder symptomatolo-
gy: Findings from a longitudinal study of HIV+ and
HIV– men. Journal of Abnormal Psychology. 1997;
106(1): 154-158. (Columbia University; and New
York State Psychiatric Institute.) 

A two-year study of 118 gay men found
that changes in personality disorder
symptom levels were associated with
changing levels of psychological distress,
but not with progression of HIV infection. 

Thirty-eight of the study participants
were HIV-negative and 80 were HIV-positive,
but were asymptomatic or
with only moderate physi-
cal symptoms, and none
had AIDS. The mean age
of participants was 38
years. Eighty-seven per-
cent were White, and 90
percent had at least one
year of college education.
There was no significant
difference in age, educa-
tion, or ethnicity between
the seronegative and
seropositive subsamples.
Researchers recruited
participants through
newspaper and newsletter
announcements and by
word of mouth, and gath-
ered data through struc-
tured clinical interviews and participant
questionnaires completed at the beginning
of the study and at the two-year follow-up. 

Personality disorder symptom levels
remained moderately stable over the course
of the study. Changes in personality disor-
der symptom levels that did occur were not
associated with HIV status or with change
in either CD4+ levels or HIV symptom lev-
els. Increases and decreases in personality
disorder symptom levels were, however,
associated with corresponding increases
and decreases in psychological distress. 

HIV Risk among Gay and Heterosexual Men
Ellis D, Collis I, King M. Personality disorder and
sexual risk taking among homosexually active and
heterosexually active men attending a genito-urinary
medicine clinic. Journal of Psychosomatic Research.
1995; 39(7): 901-910. (Royal Free Hospital, London.) 

In a study of 118 men attending a geni-
to-urinary medicine clinic in London,
antisocial personality disorder was the
main predictor of sexual risk taking
among homosexually active participants.

The main predictors for sexual risk taking
among heterosexually active men were
cocaine or ecstasy use and, to a lesser
extent, antisocial personality disorder.

The study group consisted of 61 homo-
sexually active men and 57 heterosexually
active men between the ages of 18 years
and 50 years. Participants were either HIV-
negative or did not know their serostatus.
Thirty-eight percent of the homosexually
active men and 28 percent of the heterosex-
ually active men had a personality disorder;
15 percent of the homosexually active men
and 17 percent of the heterosexually active
men had antisocial personality disorder. 

Based on responses to self-report ques-
tionnaires, homosexually active men were

more likely to
engage in some
sexual risk behav-
iors than heterosex-
ually active men.
For example, 43
percent of homosex-
ually active men had
more than five
partners in the
previous year, com-
pared to 4 percent
of heterosexually
active men. There
was no significant
difference in the use
of condoms between
the two groups, but
31 percent of homo-
sexually active men

and 40 percent of heterosexually active
men reported occasional unprotected
penetrative sexual intercourse with casual
partners. Homosexually active men were
more likely to use amyl nitrate as a sexual
stimulant, have sexual intercourse in pub-
lic places, and consume alcohol before sex. 

Risk, Cocaine, and Antisocial Personality 
Compton WM, Cottler LB, Spitznagel EL, et al.
Cocaine users with antisocial personality improve
HIV risk behaviors as much as those without antiso-
cial personality. Drug and Alcohol Dependence.
1998; 49(3): 239-247. (Washington University,
Missouri; and Kent State University, Ohio.) 

In a study examining the effectiveness of
HIV risk reduction interventions on cocaine
users, participants with antisocial personal-
ity disorder engaged in HIV-related risk
behaviors at higher rates than people with-
out antisocial personality disorder, but
were as likely as this second group to
decrease their HIV risk behaviors over time. 

Researchers interviewed 333 cocaine
users who were part of a drug abuse treat-

Changes in
personality disorder

symptom levels
were associated

with changing levels
of psychological

distress, but not with
HIV progression.

Recent Reports



FOCUS8 August 2000

ment program. The study sample was 
72 percent male and 92 percent African
American; the average age of participants
was 33 years. Thirty-four percent of par-
ticipants were diagnosed with antisocial
personality disorder. All participants
received standard HIV testing and coun-
seling at baseline and one year later.

At baseline, 83 percent of participants
with antisocial personality disorder report-
ed cocaine dependence compared to 71
percent of participants without antisocial
personality disorder. Antisocial personality
disorder was also significantly associated
with a number of sexual behaviors, includ-
ing having more than one sexual partner,
being intoxicated during sex, paying money
for sex, and trading drugs for sex or sex for
drugs. However, at the 18-month follow-up,
trading drugs for sex was the only risk
behavior significantly associated with anti-
social personality disorder: while only 7
percent of participants without antisocial
personality disorder reported trading drugs
for sex at follow-up, 17 percent of partici-
pants with antisocial personality disorder
reported this behavior. Although antisocial
personality disorder was not significantly
associated with specific behaviors, the
overall trend at baseline and follow-up was
toward higher rates of HIV risk behaviors
among participants with antisocial person-
ality disorder compared to those without
antisocial personality disorder. 

At the 18-month follow-up, all partici-
pants—whether or not they had antisocial
personality disorder—improved across a
wide range of HIV risk behaviors: cocaine
use decreased from 100 percent to 38
percent; injection equipment sharing
decreased from 39 percent to 14 percent;
failure to clean syringes decreased from
62 percent to 28 percent; being intoxicated
during sex declined from 74 percent to 35
percent; trading drugs for sex decreased
from 22 percent to 11 percent; receiving
money for sex decreased from 10 percent
to 5 percent; and trading sex for drugs
decreased from 11 percent to 4 percent. 

Injection Drugs, Risk, and Psychopathology
Dinwiddie SH, Cottler L, Compton W, et al.
Psychopathology and HIV risk behaviors among
injection drug users in and out of treatment. Drug
and Alcohol Dependence. 1996; 43(1-2): 1-11.
(Washington University, Missouri.) 

Injection drug users are more likely than
non-injection drug users to be diagnosed
with antisocial personality disorder, but not
other psychiatric disorders, and to report
dependence on multiple substances, accord-
ing to a large St. Louis study. Injection drug

users also report more HIV risk behaviors,
but do not differ from non-injection drug
users in their perceptions of HIV risk.

Researchers recruited 158 injection drug
users, including some who declined and
some who accepted treatment, and 320
non-injection drug users through a street
outreach program. Eighty-nine percent of
participants were African American, 72
percent were male, and 36 percent were
employed. Although members of both
groups reported high rates of prior sub-
stance use treatment, injection drug users
were more likely than non-injection drug
users to have had such treatment.

In a test of HIV knowledge, 50 percent of
injection drug users scored 20 or better on
a 22-point scale, compared to 37 percent of
non-injection drug users. But injection drug
users were more likely than non-injection
drug users to engage in risky behaviors.

Injection drug users did not differ from
non-injection drug users in sexually trans-
mitted disease (STD) history, but were
more likely to report having engaged in
risky sex practices during the prior six
months, including anal intercourse, fail-
ure to use condoms, and sex with an injec-
tion drug user. Although injection drug
users were more likely than non-injection
drug users to report exchanging sex for
money, they were no more likely to report
giving or receiving drugs for sex. 

Next Month
For many people, living with HIV

today is about living with the symptoms
of chronic illness and the side effects of
powerful antiviral treatments. It is
important to understand these physical
manifestations because they have a
significant impact on the quality of life
of clients. In the September issue of
FOCUS, Lisa Capaldini, MD, MPH,
Assistant Clinical Professor of Medicine
at the University of California San
Francisco and a long-time HIV specialist,
provides an overview of the range of
physical effects faced by people whose
HIV is controlled by antiviral drugs.

Also in the September issue, Linda
Grinberg, President of the Foundation
for AIDS and Immune Research in Los
Angeles, reviews the data on structured
treatment interruption (STI), a contro-
versial and experimental strategy to
reduce treatment side effects by
temporarily suspending treatment.
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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!

ABOUT UCSF AIDS HeAlTH PrOjeCT PUBlICATIOnS

The AIDS Health Project produces periodicals and books 
that blend research and practice to help front-line mental 

health and health care providers deliver the highest quality 
HIV-related counseling and mental health care. For more 

information about this program, visit http://ucsf-ahp.org/
HTML2/services_providers_publications.html.
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