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Letters

A systematic review:
the role of spirituality
in reducing depression
in people living with
HIV/AIDS
Vermandere et al’s1 article highlighted end-
of-life care as a particular area where
spirituality can play an important role. In a
link between spirituality and another chronic
disease we looked at spirituality and HIV (R
Amuzie, unpublished data, 2009).
Vermandere’s literature review proposes that
spirituality has a key position in the
management of HIV sufferers. HIV infection
is a major global problem and in 2007 was
present in 33 million people around the
world.2 Antiretroviral therapy has been
successful in slowing the progression of HIV
infection and reducing AIDS-related
mortality. But by doing so, HIV infection is
now widely considered as a chronic illness
and therefore HIV sufferers are beleaguered
by similar challenges as those living with
chronic illnesses like epilepsy and diabetes
mellitus. Research suggests that people with
HIV/AIDS are at greater risk of depression,3

and that depression in HIV sufferers is linked
with more rapid loss of immune function,
accelerated disease progression, and lower
survival time.4

In clinical research, spirituality has been
broadly defined as a belief in a higher power
than oneself that is not thought to be God.
Another definition is that spirituality is similar
to an individuals’ experience of meaning and
life purpose.5 It has been reported to reduce
the risk of depression in people living with
chronic illness. This review was conducted to
examine the possible benefits and impact of
spirituality on depressive symptoms in
people with HIV/AIDS.

Systematic literature searches of PubMed,
PsycInfo, and Embase were carried out,
along with backwards and forwards citation
tracking of key studies, identified 21
qualitative studies, of which five studies6–10

met the predetermined criteria for eligibility
and were included in the review. Formal
meta-analysis was not possible due to the
nature of the studies.

This review found that a large number of

people with HIV/AIDS report experiencing
depressive symptoms that are suggestive of
mild-moderate depression. Studies provide
statistical evidence that a greater level of
spirituality in a person with HIV/AIDS is linked
to fewer symptoms of depression. However,
further research is required to examine the
association between spirituality and
clinically-diagnosed depression, as well as
the impact of spirituality-focused
interventions in reducing depression in
people with HIV infection or AIDS.
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Buprenorphine versus
methadone use in
opiate detoxification,
are there other factors
that should be
considered?
The recent research on the ‘comparison of
methadone and buprenorphine for opiate
detoxification (LEEDS trial): a randomised
control trial’ raises an important point with
regards to utilising buprenorphine and
methadone in opiate detoxification.1

The authors quite rightly conclude equal
clinical effectiveness between the two
agents, a statement that is supported by
previous studies.2,3

However, there are additional factors that
should be considered when determining
which one of the two would be best suited for
purpose. There is evidence to support the
use of buprenorphine over methadone,
especially when taking into account the risk
of morbidity and mortality.

Nielsen et al identified an increased risk of
overdose and adverse outcomes associated
with methadone when compared to
burprenorphine.4

In addition to the increased number of
adverse incidents, they also concluded that
presenting signs (respiratory rate and
Glasgow Coma Scale score) were lower in
methadone-related attendances hence
indicating a heightened risk of complications
and death.

This was further supported by Bell and
colleagues who concluded that
buprenorphine was associated with lower
overdose risk and lower mortality when
compared to methadone.5

Although the cost of buprenorphine is
higher than methadone,6 and the clinical
effectiveness of both agents is on a par, it is

All letters are subject to editing and may be shortened. Letters should be sent to the BJGP office
by e-mail in the first instance, addressed to journal@rcgp.org.uk (please include your postal address).
We regret that we cannot notify authors regarding publication. Letters not published in the Journal will be
posted online on our Discussion Forum. For instructions please visit: http://www.rcgp.org.uk/bjgp-discuss


