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ABSTRACT

Neuropsychiatric disorders are common both secondary to the complications of immune
suppression and as direct effects of HIV on the brain. A high prevalence of psychiatric disorder is
reported both in physically asymplomatic and symptomatic persons. A thorough search was made
in MEDLAR for the research literature available in the field of neuropsychiatric manifestations of
AIDS. There is paucily of literature particularly in India and to be more specific in asymplomalic
AIDS individuais, hence this study is intended to fiil up the lacuna. The findings of this study show
that the prevalence rate of psychiatric manifestations is 90% in HIV posilive individuals and 33% in
HIV negative group. This rate is significantly high though they are not suffering with physically
disabling symptoms. 5o, the coping mechanisms and defence mechanisms in an individual who
acquired HIV infection should be assessed and the significance of counselling before screening,
plays a major role in the management of asymptomatic positive and negative individual
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Neuropsychiatric disorders are common,
both secondary to the complications of immune
suppression and as direct effects of HIV on the
brain. Lishman (1998), reported behavioural
manifestations which included lethargy, social
withdrawal and marked psychomotor slowing
which would be mistaken for depression. Some
cases, indeed, failed to show systematic feature
of AIDS right up to the time of death (Navia &
Price 1987). Perry and Jacobsen {1986)
described several patients who presented with
acute psychosis resembling schizophrenia, acute
paranoid disorder, and mania or secondary
depression. A high prevalence of psychiatric
disorders is repeorted both in physically
asymptomatic and symptomatic persons.
Longer-lasting psychiatric disorder may emerge
during the asymptomatic or symptomalic stages
of infection. But it is uncertain whether this is
common inpatients with other serious medical
conditions (King, 1989, 1993). Psychiatrist should

be involved in planning services for AIDS
patients. They may provide counselling and
symptomatic treatment for neuropsychiatric
complications (Michael et al . 1996). A thorough
search was made in MEDLAR for the research
literature available in the field of neuropsychiatric
manifestations of AIDS. There is paucity of
literature particularly in India and to be more
specific in asymptomatic AIDS individuals,
hence this study is intended to fill up the lacuna.

The present study was undertaken with
the aim “to compare the psychosocial profile and
the pattern of psychiatnc morbidity between
seropositive and seronegative or other sexual
transmitted diseased patients".

MATERIAL AND METHOD
This study was conducted ih the STD and

AIDS counseliing cell, Andhra Medical College
and King George Hospital, Visakhapatnam, sixty
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individuals consecutively attending for STD
screening and HIV-ELISA test were taken up for
the study. informed consent was taken and was
divided into two groups of 30 each respectively.
Group | : 30 patients who were twice positive for
ELISA tests with different kits and they are aware
of their test results atleast in the last one year to
one month duration.
Group |l : 30 patients with present and past
history of any sexually transmitted diseases other
than HIV

Each of the individuats from the two groups
was subjected to a structured proforma and 30
item General Health Questionnaire (GHQ) was
administered (Goldberg, 1972). Those who scored
6 and above were considered and diagnosed as
per ICD-10 criteria (WHO,1992). The Hamilton
Rating Scale for Depression {(HDRS) and the

Hamilton Anxiety Rating Scale (HARS) were
administered to evaluate the severity of
depression and anxiety. Ail individuals (both
sexes) were taken up for the study. The individuals
with past history of psychiatric idlness and physical
liness were excluded from the study,

RESULTS

In the two groups the mean age of the
Group 1, HIV-I sero positive is 30.7 years with a
standard deviation of 6.3 years. Whereas in the
Group !, HIV sero negative but positive for any
other sexually transmitted disease the mean age
is 29.6 years with a standard dewviation of 8.2
years. In both the groups majority of patients
fall in the age group of 21-30 years. There are
more males as compared to the females in HIV

TABLE 1
S0CIO DEMOGRAPHIC VARIABLES
HIV positive STD positive
group | {(N=30) group H (N=30)
Male (N=18} Female {N=12} Male {(N=21} Fernale {N=9)
Age (in years) N % N % N % N Yo
14-20 - - 03 25 D2 85 01 "z
2130 09 50 0% 417 13 61.90 6 66.6
31-40 08 44 4 0d 333 05 238 2 222
41-50 o1 56 - - o 48 - .
Between Male to Male ;32 = 1 .64 NS, Between Female to Female | X* = 8.82, p<0.01
N % M : %
Marital status
Married men 1" 36.7 14 a6.7
Married wormen 08 267 09 30
Unmarned men o7 233 o7 233
Unmarned women 04 13.3 -

Educational status

Between Married Men & Women : X = 1,65, NS; Between Unmarried Men & Women - X- = 1.38, NS

Below 10th class 19 63 26 87

10thto 12 class 07 23 04 13

Above 12th class 04 14 -~ --
X2=14 NS

Domicile

Urban 12 a0 08 27

Rural 18 60 22 73
X¥=118,p <0001

Ermployment status

Labourers 15 50 12 40

Businessmen 06 20 08 27

Students 05 17 07 23

Truck drivers 04 13 vx] 10
X2 =046, NS
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sufferers. In STD group percentage of females
is more than the males (Table 1) The married
men and women are more affected in both the
groups than unmarried men and women. Among
married HIV positive couples, three were referred
from paediatric department as their children,
were found to be suffering with HIV/AIDS
disease. it shows that the HIV infection is more
in the group with educational status below 10th
class and STD sufferers were still higher in the
same group. Above 12th class, there were no
STD positives, but HIV positives were 14%
(Table 1).

Both HIV as well as STD sufferers were
more in the people who are coming from rural
areas (Table 1). The employment status in RV
as well as STD positives, the major group was
jabourers (Table 1). The patients with GHQ scores
six and above in HIV positive & STD positive were
90% and 30% respectively whereas below six
scores were 10% and 70% respectively (Table 2).

Psychiatric diagnosis as per ICD-10

criteria in HIV positive and STD positive was as
follows : 3 patients {48%) showed adjustment
disorders (F43.2), 11 patients (40%) had
depressive episode {F32.0), mixed anxiety and
depressive reaction (F43 22) was seen in 8
patients (33%)}, moderate depressive episode
without sematic syndrome (F32.10) was seen in
5 patients (18%) and 4 patients (14%;) had mild
depressive episode without somatic syndrome
(F32.0). Three patients each (11%) had mixed
anxiety and depressive reaction with
predominant disturbance of other emotions and
substance abuse uncomplicated, acute
intoxication due to use of alcohol (F10.0).
Moderate depressive episode with somatic
syndrome (F32.11) was seen sn 2 patients (7%)
in HIV positive, whereas 4 patients (45%) showed
brief depressive reaction (F43.20) and 5 patients
(55%) had mixed anxiety and depressive
reaction (F43.22) in the STD positive (Table 3).
Evaluation of anxiety on Hamilton Anxiety Rating
Scale in HIV positive, severe in 3 patients (11%),

TABLE 2 moderate in 9 patients (33%} and mild in 1
GHQSCORES . patient (4%), whereas in STD positive, moderate
HIV positive STD positive in § patients (55%) and mild in 4 patients (45%)
group | {(N=30) group It {N=30) respectively. Mild to moderate degree of
N % N % depression was seen in 3 patients' (11%) and 2
Six & above 27 90 09 30 patients (22%) as per Hamilton Depression Rating
Below six 9 10 21 70 Scale in HIV positive.
X?=9.89, p<0.001 TABLE 3
PSYCHIATRIC DIAGNOSIS
ICD-10 diagnosis HiV positive STO positive
‘ group H {N=27) group It (N=09)
’ N Y% N Y%
Adjustment disorders (F43.2) 13 481 - -
Brief depressive reaction (F43.20) 01 37 04 445
Mixed Anxiety and depressive reaction {(F43 22) 09 333 05 555
With predeminant disturbance of ather .
emations (F43.23) a3 111 - -
Depression episode (F32.0) ik 407 -
Mild depressive episode without
somatic syndrome {F32.00) 04 148 - -
Moderate depressive episode without
somalic syndrome (F32.10) 05 8.5 - -
Moderate depressive episode with
somatic syndrome (F32.11) 02 7.4 - -
Substance abuse
Uncompticated {FIX-00) Acute
intoxication due to use of alcohol (F10.0) 03 1.2 - .
Total 27 90 09 333
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DISCUSSION

The study design was similar to the one
adopted by Mario et al. (1994) in a WHO
sponsored multicentric study on AIDS studying
sociodemographic findings. Venkoba Rao (1991)
had clinical and behavioural study of HIV infected
subjects comparing with STD subjects. The total
samples of 60 subjects consisted of 30 subjects
in each group. In group | there were 18 males
and 12 females and in group Il, 21 males and 9
fernales respectively (Table 1). The ages of the
subjects ranged from 18 to 50 years with more

“than 53% falling in the range from 21-30 years,
46.7% in HIV seropositive and 60% in STD
positive respectively (Table 1). The
asymptomatic HIV subjects in the range of 21-
30 years are 14, of the total 30 subjects
comparising of 46.7% in our study, which is less
than the observed figure of 77% by National
AIDS Control Organisation (1995), and the
observation of the WHO multicentre
neuropsychiatric AIDS study centres cross
sectional phase | found by Mario et ai. (1994).

There was no statistical significance when
male to male HIV positive and STD positive were
compared, whereas there was statisiical
significance when female to female was
compared. This is because of the fact that
married male who were HiV positive were asked
to bring their spouses for HIV testing. Hence the
statistical significance is observed. in the first
and second groups, there was higher rural
distribution, 60% from HIV positive and 73%
from STD positive. Married men were 36.7% in
HIV positive and 46.7% in STD paositive group
and married women were 26.7% in HIV positive
and 30% in STD positive group. Unmarried men
and women were less in both groups being 23.3%
in HIV positive and nil in STD positive groups.
There is no statistical difference among the
groups in respect of marital status (Table 1). The
level of education showed that the subjects were
from below 10th class 63% and 87% in group |
and group |l respectively and only 14% were
above 12th class level in HIV positive. The mean

years of education in Mario et al. study {1994)
ranged from 7.1 to 13.6 across the six centres.
In our study the mean educational period was
7.8. There is no statistical difference among the
groups in respect of education status (Table 1).
There 1s statistically significant difference on
urban-rural distribution among the groups (Tabte
1). This reflects the trend of rural patients
attending the hospital from the rural area for the
special services including STD evaluation. The
employment status among the groups were
compared although there was no statistical
difference among the groups in respect of
employment status (Table 1), the labourers were
more affected in both the groups 50% and 40%
respectively. Businessmen and students were
almost equally seen in both the groups 20% and
27% businessmen, 17% and 23% students in
each of the group | and group il. This shows that
labourers, businessmen and students are at
higher risk for both HIV and STD infections.

Fischi et al. {1987} found in their study
that there was past history of gonorrhoea and
syphilis in HIV seropositive subjects. The current
VDRL status with more than 84% being non-
reactive in our study subjects. The GHQ scores
6 and above was found 90% in HIV positive
group and 30% in STD positive group
respectively. This shows that there i1s high
psychiatric morbidity among the HIV positive
group. Perry and Jacobsen (1986), Brown and
Rundell (1990 and 1993). Jacob et al. (1891),
Pergami et al. (1994), Catalan (1995) have found
high psychiatri¢ morbidity.in their studies.

The most frequent psychiatric iliness
found in HIV seropositive subjects next to
adjustment disorder is depression. Our study
revealed significantly higher depression and
anxiety in HIV seropositive subjects. In our study
severe anxiety was seen in 11%, whereas
moderate anxiety was seen in 33% and mild
anxiety in 3% (Table 3). Jacob et al. (1991} had
seen adjustment disorder and neuropsychiatric
disorders are common in HIV positive subjects,
behavioural manifestations, lethargy, social
withdrawal and marked psychomotor slowing is
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more commonly seen among them. Atkinson et
al. (1988} had seen generalised anxiety disorder
39%. major depression 3% and alcohol or non-
opium drug abuse in 39% subjects. Obvious
pathological fear of AIDS, often associated with
delusions of having the disease has been
reported by a number of workers, Schwartz
(1983) and Freed (1983) were the earliest to
publish findings, the former describing the
condition as "A|IDS-panic’, oceurring in
association with obsessive and paranoid
personalities, the latter describing it as
"AlDophobia’. Nomenclature varies between
authors:; Miller and Green (1986) applies the term
‘worried-well' to patients who perceive
themselves to be at high risk of developing AIDS
but who are in fact quite well in that they show
no objective signs of AIDS-related illness. Some
have physical symptoms of anxiety which mimic
the prodromal features of AIDS { pseudo-AIDS';
Miller et al.,1985). Frolkis (1988) uses the term
"AIDS anxiety’ in refafion to three patients of his
who developed an intense fear of AIDS with
hypochondriac detusions that they were suffering
from the disorder, the onset in ail three cases
occurring shortly after guitt-laden sexual
encounters. Other similar cases have been
reported by O'Brien and Hassanyeh (1985},
Jenike (19886), Valdiserri (1986), Windgassen &
Soni (1987), Jacob et al. (1987}, who use the
term "AIDS-induced psychogenic state’. in the
present study we have seen mild and moderate
anxiety in STD positive subjects in 44.5% and
55.5% respectively. Among STD sufferers 33%
has shown significant GHQ scores, because of
their suspiciousness that they may contact HIV
because of their promiscuity inspite of repeated
assurance and screening for HIV proved as
seronegative. However, with increasing time the
reported level of depression and anxiety dropped
to the same level and this may be because they
persist in being at risk of HIV infection {Graham
et al.,1997). In our study, we have seen severe
depression in none, moderate depression in 22%
and mild depression in 11% in HIV seropositives.
But depression was seen in none of the controls

i.e. STD positive group {Table 3).

To conclude this study shows the
prevalence rate of psychiatric manifestations in
90% in HIV positive individuals and 33% in
control group. This rate is significantly high
though they are not suffering with physicatly
disabling symptom. So, the coping mechanisms
and defence mechanisms in an individual who
acquired HIV infection should be assessed and
the significance of counselling before screening,
plays a major role in the management of
asymptomatic positive and negative individual.

The findings of this study need to be
replicated in larger number of patients. Follow
up studies can throw further light on other
relevant parameters like course and prognosis.
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