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Since the introduction of new HIV
antiviral treatment combinations—highly
active antiretroviral treatment (HAART)—
many people with HIV have experienced
remarkable success. The complexity of
treatment regimens, however, remains a
challenge and may undermine efficacy.
These regimens involve taking multiple
medications consistently and at various
and frequent intervals, often tied to meals.
HIV-positive people with either or both
behavioral and psychosocial problems—
including substance abuse and psychiatric
disorders—may have particular difficulty
adhering to these strict guidelines.

Erratic adherence may lead to drug resis-
tance significantly diminishing treatment
options and worsening prognosis. In addi-
tion, HIV antiviral treatments can have
severe side effects and may damage the
liver, kidneys, and other organs. If used
improperly, a person may incur harm with-
out benefit. For society, erratic adherence
may result in the creation of resistant
strains of HIV that could be transmitted 
to other people, rendering current medi-
cations useless for treating future cases.
Finally, the cost of HIV treatment is expen-
sive and, while negligible compared to an
individual’s health, should not be squan-
dered through ineffective use. This article,
anchored by a case study, defines the psy-
chosocial issues clinicians should explore
when considering HIV antiviral treatment
for people with multiple diagnoses, that is,
the combination of HIV and either or both
psychiatric and substance abuse disorders. 

The Case of Mr. J
Mr. J is a 40-year-old heterosexual man

with a history of bipolar disorder and poly-

substance dependence. Mr. J had a tumul-
tuous upbringing, marred by childhood
abuse and poverty. He began using and
selling drugs as a teen, which escalated 
to injection heroin use and crack cocaine
dependence, and he continues to use crack
daily. Mr. J was diagnosed with HIV in 1993,
while serving a sentence in state prison.
Mr. J, who is impulsive and concrete, and
has difficulty accepting responsibility for
his actions, believes he has been dealt a
“raw hand.” His psychiatric symptoms—
serious depression, including two suicide
attempts—contribute to a pattern of insta-
bility. However, he has also experienced
brief periods of increased motivation and
improved social functioning. Mr. J has a
history of eviction and homelessness,
although he has just secured a room at 
a single room occupancy (SRO) hotel and
plans to spend his limited Social Security
check more wisely. As a result, Mr. J’s
depressive symptoms have decreased: 
he says he feels “upbeat and happy.” 

Recently, Mr. J’s CD4+ cell count fell
below 200, and his viral load rose dramati-
cally. His physician prescribed a triple com-
bination antiviral regimen three years ago
but discontinued it when Mr. J had trouble
regularly taking both antiviral and psychi-
atric medications. Mr. J wants to restart
medication. His current medical provider,
Dr. C, is considering his request, but is hesi-
tant because of Mr. J’s unstable housing,
daily crack cocaine use, and history of non-
adherence. Dr. C wants Mr. J to enter a sub-
stance abuse treatment program, but Mr. J
does not see his drug use as problematic.

Criteria for Treatment
According to a 2001 review of the litera-

ture on HIV medication adherence, adher-
ence to any medical treatment is generally
poor and, in terms of HIV treatment, studies
have failed to consistently identify patient
characteristics that predict non-adherence.
The review did find that the best predictor
of adherence is the initial level of adher-
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ence. It also noted that in two recent stud-
ies, substance use was specifically impli-
cated in one instance in non-adherence and
in the other in poor viral suppression.1

Other studies have shown that psychi-
atric patients have poor adherence to their
psychiatric medications. In one study,
almost half the participants stopped taking
antidepressant medications within three
months rather than for the full six- to
twelve-month course required to respond 
to a Major Depressive episode.2,3 In another,
both people with schizophrenia and those
with bipolar disorder had one-year median
non-adherence rates of at least 40 percent.4

These findings are often confirmed by clini-
cians working in the field. For example, at
the AIDS Health Project of the University 
of California San Francisco (UCSF), which
offers psychiatric care to a population of
multidiagnosed clients, individuals with
psychiatric disorders or substance abuse,
and particularly the combination of the two,
often struggle with medication adherence.

The decision of whether to prescribe
HIV treatment to individuals who face
substance use or psychiatric problems
ultimately lies with the individual’s physi-
cian. However, the primary care provider
may find that a multidisciplinary team
approach—including input from mental
health providers, substance abuse coun-
selors, and nurses—can help in gathering
and processing the information required
to make this important decision. The team
approach enables the physician to assess
beyond the patient’s description of his or
her history and current condition and
benefits the patient by increasing social
support and ongoing monitoring.

A comprehensive psychosocial assess-
ment of current functioning can help
determine whether a client will be able to
follow the rigid medication instructions
involved in HIV treatment. The first area to
consider is whether an individual is able
to care for his or her basic needs for food,
clothing, and shelter. If a person is unsure
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In this still-new age of im-
proved HIV antiviral treatment,
there is tremendous pressure on
people with HIV and their doctors
to take advantage of the “miracle”
drugs. At the edge of this desire,
however, there is a fear that treat-
ment may do more harm than
good for the individual and for
society, particularly for people
with “multidiagnoses”: HIV plus
substance use, a psychiatric dis-
order, or both. 

While side effects are a signifi-
cant challenge independent of
potential medication resistance, it
is resistance and what has become
its bigger-than-life precursor, non-
adherence, that most complicate
the decision to treat HIV. There is
a growing, if inconclusive, litera-
ture on which factors predict HIV
treatment adherence and which
approaches may improve it. 

In this issue of FOCUS, Saul
Laird and Ellen Krouss, front-line
clinicians, temper the lack of
clarity in the research literature
with their practical experience in
the field working with multidiag-

nosed clients. They apply this
experience not only in their defi-
nition of the issues, but also in
the way they model the role of
the individual—both the person
with HIV and members of his or
her treatment team—in develop-
ing creative approaches to treat-
ment decision making and adher-
ence support. 

Laird and Krouss and, in the
second article in this issue, Sharon
Perry and Dan Karasic, present
some evidence that substance
abuse and depression, for exam-
ple, affect adherence. But as one
study emphasizes, the best predic-
tor of adherence to a treatment
regimen is a person’s initial level
of adherence to that regimen. 

That says two things to me.
First, adherence may be an in-
the-moment thing, best deter-
mined by reviewing, as Laird and
Krouss suggest, a client’s current
substance abuse and psychologi-
cal status, motivation, and emo-
tional and social resources. 

Second, it may be possible to
“test” adherence in that moment.

This is heartening. While general
research about factors that pre-
dict adherence may be inconclu-
sive, it may be possible for pro-
viders to fashion opportunities
for empirical data gathering
about a particular patient, freeing
themselves from generalizations
and faulty predictions. 

The treatment team, Laird and
Krouss propose, might recom-
mend that a client demonstrate
his motivation for HIV antiviral
treatment by entering a substance
abuse program or agreeing to try
out psychiatric medications. The
client’s adherence to the harm
reduction program or to an
antidepressant, while not abso-
lutely related to success with HIV
antiviral drugs, might indicate his
or her ability and determination
to adhere to an HIV antiviral regi-
men in the near future. 

This is encouraging, and not
only because it may compensate
for what one study suggests is
the propensity of doctors to over-
estimate their patients’ capacity
to adhere. It also focuses atten-
tion beyond global assumptions
and inconclusive studies, and
squarely on data founded in the
present and within the provider-
patient relationship. 

Editorial: To Treat or Not To Treat
Robert Marks, Editor
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where his or her next meal is coming
from, for example, it is unlikely that he or
she will be able to consistently take medi-
cation that must be ingested with food.
Similarly, if someone is sleeping on the

street, keeping track of medica-
tions—particularly those that
require refrigeration—will be
difficult. Mr. J is often homeless,
and when he lives in a SRO, he
is without basic amenities such
as a kitchen or refrigerator. 

Another important factor to
consider is psychiatric stability.
For example, one review of the
literature found that across stud-
ies of people with various psychi-
atric diagnoses, individuals who
experience depression tend to be
less adherent to medication
instructions.5 Untreated depres-
sion may result in “diminished
ability to think or concentrate . . .
recurrent thoughts of death . . .
[and] loss of energy,”3 this may
undermine a client’s motivation
to continue treatment. Dr. C
should assess whether Mr. J is
currently depressed, and
whether his depression might

affect his motivation to take medications,
and his judgment and ability to make deci-
sions. Similarly, psychotic symptoms such
as hearing voices or having delusions may
impede the ability to follow complex medi-
cation instructions. Dr. C will also want to
note, if Mr. J stops taking medications,
whether this is a sign that depressive
symptoms have become more acute. 

Finally, the primary medical provider
and the treatment team need to consider a
client’s current substance use. According 
to the Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV), substance intoxi-
cation can be associated with “clinically
significant and maladaptive behavioral 
and psychological changes” including 
mood lability, cognitive impairment, and
impaired judgment.6 One client survey
undertaken by the AIDS Project Los Angeles
found that recreational drug use and heavy,
frequent drinking are associated with non-
adherence to HIV medications.7 The Center
for AIDS Research at UCSF has also found
that the correlation between non-adherence
and substance use may be a “maladaptive
manifestation of stress related to non-com-
pliance.” Interviews with these individuals
indicated that alcohol and drugs were
being used as a means of coping with
stress.5 In the case of Mr. J, his daily crack
use is likely to significantly impair his

judgment, sense of time, and ability to
consistently take his medications. 

Beyond current functioning, providers
should consider a client’s historical func-
tioning when deciding whether to pre-
scribe HIV treatment. In particular, the
team should assess a person’s ability to
maintain stability over time. For example,
although Mr. J may currently have hous-
ing, his history suggests that he may have
difficulty maintaining it. If he is evicted,
he will face the significant stressors of
homelessness discussed above, which 
may further affect his level of adherence. 

A client’s psychiatric history, likewise, is
central to this assessment. If, for example,
a client becomes suicidal and overdoses on
his medications every year on the anniver-
sary of his partner’s death, it may not be
prudent to prescribe those HIV antiviral
medications that could be lethal in large
doses. A history of substance abuse treat-
ment may also reveal HIV treatment barri-
ers. For example, if repeated attempts at
substance abuse treatment have been
unsuccessful and a client has had a history
of multiple substance abuse relapses, his
or her current sobriety of two weeks may
not be sufficient. Providers may require
this client to sustain sobriety over a longer
period, for example, 12 months. Alter-
nately, a clinician might request that the
client use a harm reduction approach that
might allow for the client to decrease his or
her use, while increasing the likelihood for
medication adherence. Finally, the treat-
ment team should consider how a client
has managed his or her health care in the
past. If for example, despite psychosocial
factors, Mr. J has managed his depression
by consistently taking antidepressants, as
prescribed, he would probably be a good
candidate for HIV antiviral treatment. 

In addition to current and historical
functioning, providers need to consider a
client’s own treatment goals. In this con-
text, motivation, psychological strengths,
and social support are relevant. If a client
is strongly motivated to overcome psy-
chosocial deficits in order to start an HIV
regimen, providers should consider giving
him or her the opportunity to try. However,
if a client’s motivation stems more from
someone else’s desire, for instance, a medi-
cal provider or a family member, treatment
will probably fail. A client’s strengths may
outweigh his or her deficits. For example, if
a person demonstrates good judgment or is
armed with coping skills, these may bal-
ance his or her shortcomings. Lastly, social
support from family, friends, or a partner is
crucial to relieve stress, reduce isolation,
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and provide emotional and practical sup-
port—all of which may improve treatment
adherence and tolerance. 

Maximizing Treatment Success
The decision whether to treat is based

on balancing all of these factors: medical
status, current and historical psychologi-
cal functioning, and the client’s treatment
goals. If a client’s medical condition war-
rants treatment, a provider should priori-
tize the client’s current level of function-
ing over his or her historical functioning,
since current functioning is likely the best
predictor for medication adherence. While
the client’s treatment goals are central and
providers should strive to help achieve
them, these goals are inherently subjec-
tive. In the end, a provider has three
options: prescribe HIV treatment while
continuing to monitor effectiveness, post-
pone HIV treatment until client is able to
improve his or her current functioning, 
or refuse to prescribe medication entirely. 

To improve the likelihood of treatment
success, providers may require clients to
access and use relevant psychosocial sup-
ports. Among these resources are more
frequent medical office visits, inpatient or
outpatient substance abuse treatment, psy-
chiatric medication, individual or group
therapy, day treatment programming, case
management support, housing support,
money management, and case management
supervision of medication administration.

Given the case of Mr. J, his long history of
substance dependence, unstable housing,
and unstable mental health, the team might
want to recommend that Mr. J demonstrate
his motivation for HIV antiviral treatment 
by agreeing to do something to improve his
psychosocial situation. For example, Mr. J
might enter a harm reduction substance
abuse program to help him decrease his use.
He might also undertake a psychiatric evalu-

ation and, if he agrees to use psychiatric
medication, his adherence to those drugs
could be monitored to determine the pros-
pect he might adhere to HIV medications. 

Another option might be to enroll Mr. J in
a comprehensive case management pro-
gram in which social workers would more
directly monitor his HIV medication intake.
For example, in one San Francisco program,
program staff administer daily doses of HIV
medications to clients, and this extra medi-
cal and psychosocial support has increased
the likelihood of adherence. Five months
after the program opened, the results are
promising: many clients have improved
their living conditions, and 76 percent of
the clients on HIV antiviral therapy have
shown improved viral suppression.8 In
cities without a formal medication adher-
ence program, city or county social ser-
vices may help coordinate patient care. 

Conclusion
In addition to the medical and psycholog-

ical issues, HIV treatment of clients with
multiple diagnoses raises ethical concerns.
Some people argue that everyone, regard-
less of whether they are able to adhere to
the strict guidelines, should be given the
opportunity to take HIV medications. Others
believe that if a person is unable to take his
medication as prescribed, not only would
treatment be ineffective, but also it would
needlessly subject a person to adverse side
effects and long-term bodily harm, waste
community resources, and potentially result
in the transmission of drug-resistant and
cross-resistant virus. The process of treat-
ing any client is, therefore, a balancing act:
individual strengths, for example, motiva-
tion and social support, versus deficits such
as substance abuse and homelessness; and
a person’s inherent right to the best treat-
ment available versus the community’s right
to public health safety and efficiency. 
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Adherence to highly active antiretroviral
therapy (HAART) has been associated with
dramatic reductions in mortality as well as
longer survival times for people living
with HIV. The benefits of HIV combination
treatment, however, are for the most part
confined to more stable patient communi-
ties in industrialized countries. 

Among injection drug users, African
Americans, Latinos, women, and the urban
poor in the United States, mortality rates
continue to resemble pre-HAART levels.1

Due to complex psychosocial barriers, the
urban poor living with HIV are also at
greater risk of reduced adherence to
HAART.2 Among the factors associated
with suboptimal adherence, depressive
illness may be one of the most common.
This article reviews the relationship
between depression and HIV, and depres-
sion and adherence.

Depression among People with HIV
Estimates vary widely, but the prevalence

of depressive disorders among people with
HIV may be twice as high as the prevalence
among HIV-negative individuals, making
depression second only to substance abuse
among psychiatric diagnoses in this popu-
lation. One study of almost 3,000 HIV-posi-
tive patients of medical clinics found that,
within the prior year, 36 percent had major
depression and 27 percent had dysthymia,
a syndrome of chronic, less severe depres-
sion.3 Elevated symptoms of depression, as
measured by self-report instruments, may
be even more common. At an inner-city HIV
clinic with 44 percent of patients diag-

nosed with current substance abuse, 
54 percent also had a mood disorder.4

Although rates of depression are generally
higher among substance users and women,
in impoverished groups, sex differences
may be less apparent.5

It has been estimated that 50 percent 
of depressive illness is undetected by pri-
mary health care providers. Symptoms of
depression may be more difficult to diag-
nose in HIV-positive people due to overlap
with symptoms of medical illness. Among
the urban poor, these signs may also be
complicated by affective and physical
effects of stressful lives, including chronic
drug use. Depending upon the stage of HIV
illness, HIV-positive patients may have
higher scores on the “somatic” subscales of
standard depression screening interviews,
indicating that some of their symptoms
may be related to physical disease or side
effects of medications. Careful psychiatric
evaluation can identify depressive disor-
ders that may benefit from antidepressant
treatment, psychotherapy, or both. 

Treatment Of Depression
Studies in HIV settings have demon-

strated the efficacy of antidepressant med-
ications, as well as different psychothera-
peutic approaches, to treat major depres-
sion and dysthymia. Selective serotonin
re-uptake inhibitors (SSRIs), such as fluox-
etine (Prozac), and tricyclic antidepres-
sants, including imipramine, have been
most often used in clinical trials, but all
commonly prescribed antidepressants can
be used safely among depressed people
with HIV, if providers pay attention to
potentially adverse side effects and drug
interactions. 

Unfortunately, relatively few antidepres-
sant trials have included individuals with
multiple diagnoses or more complex social
barriers to treatment. In a New York study
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of HIV-positive, injection drug-using
women, 78 percent responded to either flu-
oxetine or sertraline (Zoloft), but 40 percent
failed to complete the trial.6 Investigators
attributed low completion rates to a bias
against antidepressants and to structural
barriers, including unstable housing, lack of
child care, and substance use, rather than
ability to tolerate antidepressants. 

Adherence and Depression
A number of studies have linked symp-

toms of chronic depression with increased
risk of HIV disease progression and mor-
tality. In the pre-HAART era, the San Fran-
cisco Gay Men’s Health Study linked the
severity of depressive symptoms with
declining CD4+ cell counts, progression to
AIDS, and death.7 In one of the first post-
HAART longitudinal studies, researchers
found that women with chronic symptoms
of depression had a two-fold increase in
risk of death after controlling for declin-
ing health status over time.5 Intermittent
depressive symptoms were also associ-
ated with mortality. 

In the post-HAART era, depression may
reduce survival time by decreasing medica-
tion adherence. Adherence to medication
can be measured subjectively, by asking
patients to report the number of pills they
have taken over an interval, or objectively,
either by counting the number of pills
taken over spaced intervals or by using an
electronic recorder placed on a pill bottle
to record number of doses taken over an
interval. Effective HAART is thought to
require adherence levels of at least 80 per-
cent, and levels greater than 90 percent
may be necessary to maintain viral load
suppression. In a variety of community
studies, however, normative adherence lev-
els tend to average 60 percent to 80 per-
cent. In a preliminary report, the San Fran-
cisco REACH Cohort Study has reported
that poor adherence, averaging around 65
percent in their sample as determined by
pill count, is a significant predictor of pro-
gression to AIDS or death.8 Other studies
have associated suboptimal adherence with
various factors, including lack of stable
housing, mental illness, drug use, poor
health literacy, and side effects, and, con-
sistently, with depressive symptoms.

A growing number of studies have docu-
mented a significant association between
self-reported measures of depressive
symptoms and poor adherence, inter-
ruption of HAART, and missed medical
appointments. In addition to quality of
adherence, the ability to sustain the
HAART regimen continuously over

extended periods of time is important to
delay progression of disease. Among the
urban poor, patterns of sporadic adher-
ence and extended interruptions may be
extremely common. In the San Francisco
REACH Cohort Study, more than 50 percent
of participants have reported at least one
episode of severe depressive symptoms
during the prior two years. Although sub-
jects with elevated depression scores were
as likely as others to have initiated HAART,
they had significantly shorter courses of
current HAART in addition to lower aver-
age pill counts. A few studies have
reported a significant reduction in depres-
sive symptoms after HAART initiation;9

however, no studies have looked prospec-
tively at whether treatment of depression
improves HAART adherence outcomes. 

Conclusion 
In a wide variety of populations, symp-

toms of depression are known to modify
medical attendance or medication adher-
ence, and use of adjunctive antidepres-
sant therapy is increasingly common in
the treatment of major chronic illness.
Although the interaction of social environ-
ment, depression, and AIDS survival is
complex, use of HAART can dramatically
improve quality of life. 

The REACH Cohort Study is currently
undertaking a randomized controlled trial
to evaluate whether adjunctive use of
antidepressant therapy can improve HIV
treatment adherence and viral load out-
comes. Among the issues the study will
address are acceptance and tolerance of
antidepressants within the HAART regimen,
adherence to antidepressants, and the role
of medication support programs. Because
depression may be a modifiable barrier to
effective use of HIV antiviral therapies,
diagnosis and treatment of depressive con-
ditions may play a strategic role in bring-
ing the benefits of life-saving therapies to
the critical urban core of the epidemic.
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encourage readers to submit article pro-
posals. Send correspondence to
rmarks@itsa.ucsf.edu or to Editor,
FOCUS, UCSF AIDS Health Project, Box
0884, San Francisco, CA 94143-0884.
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Drugs, Mental Disorders, and HAART Use
Turner BJ, Fleishman JA, Wenger N, et al. Effects of
drug abuse and mental disorders on use and type of
antiretroviral therapy in HIV-infected persons. Journal
of General Internal Medicine. 2001; 16(9): 625–633.
(University of Pennsylvania; U.S. Agency for Health-
care Research and Quality; University of California,
Los Angeles; and the RAND Health Program.)

Drug abuse-related factors formed a
greater barrier to the use of HIV antiviral
treatment than mental disorders, accord-
ing to a large population-based probabil-
ity sample of people in care for HIV dis-
ease. These factors, however, did not
determine the type of therapy among
individuals who did access treatment. 

Of 4,042 participants selected by
researchers, 2,245 individuals completed
one initial and two follow-up interviews
gathering information on mental disorders,
substance abuse (including the “severity” of
abuse, as defined by type of drug and num-
ber of different types), and self-reported
HIV antiviral treatment. Only 10 percent
reported no antiviral medication. Of those
receiving treatment, 69 percent were on a
highly active antiretroviral therapy (HAART)
regimen, while the
remaining 31 percent
reported monotherapy or
a non-HAART combina-
tion. Almost half of the
participants reported
substance abuse within
the year preceding the
interview. Only 10 per-
cent, however, reported
high severity drug abuse,
and 9 percent reported
drug dependence. 

Thirty-eight percent
of participants reported
a probable mental disor-
der, with 20 percent
reporting more than one
mental disorder. The
most common mental
disorder was depres-
sion. Among drug-
dependent participants,
64 percent reported a
probable mental disor-
der, compared to 35 per-
cent for those without
dependency. Of participants with high
severity drug abuse, 52 percent had men-
tal disorders compared to 36 percent of
those with lower severity abuse. 

Drug-dependent individuals, cocaine or
heroin abusers, and individuals with a his-
tory of injection drug use were signifi-
cantly less likely than other participants to
be on HAART. Amphetamine abusers, how-
ever, reported a substantially higher use of
HAART than other participants. In addition,
compared to all other participants, drug-
dependent individuals were 60 percent less
likely and individuals who had contracted
HIV from injection drug use were 50 per-
cent less likely to receive any HIV antiviral
treatment, HAART or otherwise. 

Differential HIV Treatment for Drug Users
Murri R, Fantoni M, Del Borgo C, et al. Intravenous
drug use, relationship with providers, and stage of
HIV disease influence the prescription rates of pro-
tease inhibitors. Journal of Acquired Immune Defi-
ciency Syndromes. 1999; 22(5): 461–466. (Catholic
University, Rome; and Johns Hopkins University.)

A large Italian study found that injec-
tion drug users with HIV are less likely to
receive protease inhibitors than other
people with HIV, despite free access to
prescription medications provided to all
Italian citizens. 

Researchers recruited 815 participants
enrolled in seven Italian clinical centers
between October 1997 and April 1998,
and scheduled for visits at six month

intervals. At each visit,
participants completed
a patient satisfaction
questionnaire. There
were no significant dif-
ferences in prescrip-
tion rates on the basis
of age, gender, home-
lessness, education,
income, or clinical cen-
ter visited. It was diffi-
cult to determine the
number of patients
who were offered treat-
ment but declined.

While Italian guide-
lines recommend pro-
tease inhibitor regi-
mens for people with
CD4+ cell counts of
less than 300, 32 per-
cent of eligible patients
did not receive these
treatments. In addition
to injection drug use,
factors significantly
associated with not

receiving protease inhibitors were: having
access to less information from providers,
having a CD4+ cell count of greater than
200, and having early stage HIV disease.

Recent Reports

Drug-dependent
individuals,

cocaine or heroin
abusers, and

individuals with a
history of

injection drug use
were significantly

less likely than
other participants
to be on HAART.
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Prescription rates might differ due to a
perception by physicians that injection
drug users would be less likely to adhere
to the treatment—despite the U.S.
National Institutes of Health Panel’s claim
that no group of people can be identified
as unable to adhere to HIV antiviral treat-
ment. It is also possible that physicians
reserved protease inhibitors for the most
severe cases, because the limited national
health care budget does not provide treat-
ment for all eligible patients. 

HIV Nonadherence and Methadone Treatment
Avants SK, Margolin A, Warburton LA, et al. Predictors
of nonadherence to HIV-related medication regimens
during methadone stabilization. The American Journal
on Addictions. 2002; 10(1): 69–78. (Yale University.)

A study of HIV-positive individuals
beginning methadone maintenance treat-
ment found that severity of addiction and
continuing drug abuse were not signifi-
cantly related to adherence to HIV anti-
viral treatment. Significant predictors of
nonadherence included low levels of edu-
cation and poor emotional functioning. 

Of the 42 participants surveyed, 69 per-
cent were men, 38 percent were White, 
48 percent were African American, and 
14 percent were Hispanic. The mean age
was 41 years. All of the participants met
criteria for opioid dependence and co-
caine abuse, and had been using heroin
for an average of 19 years and cocaine for
15 years. Adherence to HIV medication
was self-reported weekly during the first
four weeks of methadone stabilization
and compared to charted medication regi-
mens. Illicit drug use was assessed three
times per week using urine screens for
opiates and cocaine metabolites.

At entry into the methadone program, 36
percent of participants reported less than
80 percent adherence to their medication
regimens; by the fourth week, only 14 per-
cent reported less than 80 percent adher-
ence. Although participants were often pre-
scribed a range of drugs that included HIV
antiviral drugs, adherence did not differ
significantly by medication class. Without a
no-methadone control or an objective mea-
sure of adherence, however, more research
is needed to confirm these benefits. 

Refusal of HIV Treatment
Maisels L, Steinberg J, Tobias C. An investigation of why
eligible patients do not receive HAART. AIDS Patient
Care and STDs. 2001; 15(4): 185–191. (Boston Univer-
sity; and East Boston Neighborhood Health Center.)

The most common reasons eligible HIV-
positive individuals refused HIV antiviral
treatment was belief that they would not

adhere to complex medication regimens and
that they experience adverse side effects,
according to a series of patient interviews. 

Researchers identified 88 community
health care center patients who met the
United States Public Health Service guide-
lines for highly active antiretroviral treat-
ment (HAART) eligibility in 1999 (a CD4+
cell count of less than 500 or a viral load
of more than 10,000). A registered nurse
or administrator from the clinic reviewed
medical charts and conducted structured
interviews with the 28 patients who did
not undergo HAART.

Nine individuals did not receive HAART
because their physicians did not recom-
mend it. For these physicians, active drug
use was the most common reason for not
recommending HAART after discussing it
with the patient (even though other studies
have shown that physicians cannot accu-
rately predict a patient’s ability to adhere).
For three of the nine patients, physicians
did not even discuss the HAART option.

Of the patients who were offered
HAART but declined, 44 percent said that
they were not prepared for the complex
regimen and 38 percent said they were
afraid of side effects. Follow-up interviews
found that 25 percent of the participants
who had previously declined treatment
had then initiated a HAART regimen;
among these individuals, the most com-
mon reason for starting treatment was to
ameliorate their current symptoms of HIV
infection. Other reasons included physi-
cian recommendations and pregnancy.

Next Month
As efforts to respond to increasing

rates of HIV among men who have sex
with men escalate, bathhouses and
sex clubs may offer particularly valu-
able opportunities to reach men at high-
est risk. In the September issue of FOCUS,
William Elwood, PhD, Executive Direc-
tor of the Center for Public Health and
Evaluation Research in Key West, Florida,
reviews the literature about correlations
between HIV-related risk and bathhouse
attendance, and discusses the cultural
scripts that facilitate risk in these set-
tings and responses to these scripts.

Also in the September issue, Buzz
Bense, the owner of the San Francisco
safer sex club, Club Eros, describes ways
that he has created a safe environment
for public sex.
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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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