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Objective: This study describes the prev-
alence and pattern of use of psychotropic
medications by HIV-positive patients re-
ceiving medical care in the United States
and the search for possible predictors of
use.

Method: The HIV Cost and Services Utili-
zation Study database was analyzed. From
the estimated 231,400 HIV-positive pa-
tients in medical care in the contiguous
United States, a probability sample of
2,864 adults who had paid at least one
visit to their medical provider in early 1996
was selected. A representative group of
1,561 received the long form of the Com-
posite International Diagnostic Interview
and a questionnaire on psychotropic med-
ications used during the previous 6 months;
1,489 patients (95.4%) completed the
assessments.

Results: An estimated 27.2% of HIV-posi-
tive patients took psychotropic medica-
tions in 1996. Antidepressants were the
most commonly prescribed drug class

(20.9% of patients), followed by anxiolytics
(16.7%), antipsychotics (4.7%), and psycho-
stimulants (3.0%). Among patients with
major depression or dysthymia, 43.2%
reported receiving antidepressants, and
34.3% reported receiving anxiolytics. Psy-
chiatric comorbidity was associated with
greater use of psychotropics. Use of psy-
chotropics in general, and antidepressants
in particular, was significantly lower among
African Americans than whites or Hispan-
ics. Among patients with mood disorders,
61.0% of whites, 51.4% of African Ameri-
cans, and 66.7% of Hispanics reported use
of antidepressant medications or some
type of psychosocial intervention.

Conclusions: Psychotropics were com-
monly used by HIV-positive patients in
medical care. About half of the patients
suffering from depressive disorders did
not receive antidepressants. Psychotropic
drug use was lower among African Amer-
icans than other ethnic groups.

(Am J Psychiatry 2003; 160:547–554)

Psychotropic medications, such as antidepressants,
anxiolytics, antipsychotics, and psychostimulants, are
commonly and increasingly prescribed in both primary
care and psychiatric practice settings (1). No national sur-
vey of the rate of use of the different types of psychotropics
by HIV-positive patients has been previously reported, to
our knowledge. It is estimated that about one-half of HIV-
positive patients receiving medical care in the United
States suffer from symptoms indicative of mood or anxiety
disorders (2). The importance of identifying and treating
depression cannot be overstated. The presence of mood
disorders in HIV-positive patients is accompanied by im-
paired functioning and lower quality of life (3). Both psy-
chotherapy and pharmacotherapy are effective treatments
of depression in psychiatric and primary care settings (4),
and treatment can translate into lower medical costs (5).
The efficacy of antidepressant medications has been spe-
cifically demonstrated in HIV-positive patients (6–8). Anx-
iolytics, antipsychotics, and psychostimulants are used for
the treatment of anxiety, psychosis, mania, and cognitive
impairment, respectively (9, 10). Because HIV-positive pa-
tients usually receive a variety of antiretroviral and antibi-
otic medications, the concomitant administration of psy-

chotropics has implications for possible drug-drug
interactions, burden of care, and treatment costs. Thus,
data regarding psychotropic use by HIV-positive patients
can be informative from various perspectives and relevant
to clinicians, pharmacologists, pharmacists, health care
administrators, and policy makers.

The HIV Cost and Services Utilization Study surveyed a
national probability sample of adults with known HIV in-
fection who received medical care in 1996. Previous analy-
ses of the database have provided information on the
prevalence of psychiatric disorders and substance abuse
(2), the impact of psychiatric disorders on quality of life
(3), and the use of alcohol, drug, and mental health ser-
vices by these patients (11). The purpose of this report is to
describe the prevalence and pattern of use of common
psychotropic medications among HIV-positive patients
receiving medical care in the United States. In addition, we
evaluated the relationship between psychotropic use and
patient characteristics, such as age, gender, ethnicity,
presence of psychiatric disorder, stage of HIV infection,
and medical insurance status. Although this study was de-
scriptive, certain specific hypotheses were advanced. It
was predicted that psychotropic drug use would be



548 Am J Psychiatry 160:3, March 2003

PSYCHOTROPIC DRUGS AND HIV PATIENTS

http://ajp.psychiatryonline.org

strongly associated with the presence of a psychiatric dis-
order. Since people with coexisting mental disorders often
have more severe symptoms (12) and are more likely to
use multiple medications, it was predicted that comorbid-
ity, defined as the presence of two or more psychiatric dis-
orders in the same patient, would be associated with
greater use of psychotropics. Since female and white (non-
Hispanic) patients are more likely to be treated for mood
and anxiety disorders (1, 13, 14), higher rates of medica-
tion use were predicted for these groups. Since having
Medicaid or no health insurance was associated with
lower use of health services than having Medicare (11, 15),
lower use of psychotropic medications was expected for
patients with Medicaid or no insurance. Possible effects of
age and severity of HIV infection were also explored.

Method

Sample

The sample from the HIV Cost and Services Utilization Study
included 2,864 patients who had made at least one medical visit
from Jan. 5 to Feb. 29, 1996. Visits to emergency rooms or to mili-
tary or prison medical providers were not included. The sample
was representative of the 231,400 (95% confidence interval [CI]=
162,800–300,000) adults with known HIV infection who were esti-
mated to be receiving medical care in the 48 contiguous United
States in 1996. Detailed descriptions of the HIV Cost and Services
Utilization Study sample have been published elsewhere (15–18).

Of the 2,864 patients who received a baseline interview about
medical status and services use, 2,466 (86.1%) received a follow-
up interview 6 months later, which included the World Health Or-
ganization Composite International Diagnostic Interview Short
Form (19), as a screening for major depression, dysthymia, gener-
alized anxiety disorder, and panic disorder within the last 6
months. Of the 2,466 patients, 1,405 (57.0%) screened positive for
any of these disorders or illicit substance use. These 1,405 pa-
tients, plus another 156 (who were a random sample of the 1,061
patients who had screened negative for the targeted mental disor-
der or illicit substance use) were selected to receive an additional,
more detailed interview. This included the full long form of the
Composite International Diagnostic Interview about presence of
DSM-IV mental disorders in the last 6 months (20) and a survey of
psychotropic medications used during the last 6 months. Of these
1,561 patients, 1,489 (95.4%) completed the interview during
which the data relevant to this report were collected. All inter-
views were conducted by using computer-assisted personal inter-
viewing instruments.

The patients were approached by HIV Cost and Services Utili-
zation Study researchers only after the patients’ medical provid-
ers had obtained the patients’ permission. The patients then gave
written informed consent to participate in the study. Each patient
was paid $25 for completing the interview. The RAND institu-
tional review board and, when applicable, local boards approved
the protocol procedures and study forms.

Assessments

The HIV Cost and Services Utilization Study interview included
modules on demographic characteristics, stage of HIV infection,
presence of HIV-related symptoms, antiretroviral and antibiotic
medications, and use of medical services. Collection methods
have already been described elsewhere (17, 18). The 1,489 pa-
tients who constituted the sampled group analyzed for the
present report were interviewed with the long form of the Com-
posite International Diagnostic Interview (20) and completed a
self-administered questionnaire about use of “medications for
personal or emotional problems, such as emotions, nerves, alco-
hol, drugs, or mental health.” A comprehensive list of prescrip-
tion and nonprescription psychotropic medications (both ge-
neric and brand names) was available to the patients for review.
The patients were instructed to report only about medications
they had taken regularly for a month or more during the last 6
months.

The patients were also asked whether they had visited a mental
health provider (including a psychiatrist, psychologist, psychiat-
ric social worker, psychiatric nurse, or marriage or family counse-
lor) on an individual or family basis for emotional or personal
problems or whether they had attended support or psychother-
apy groups (other than any 12-step programs or groups primarily
for alcohol or substance abuse) during the last 6 months. The pa-
tients who answered either question affirmatively were consid-
ered to have received psychosocial intervention.

The patients were asked about the presence of the following
HIV-related symptoms during the last 6 months: new or persis-
tent headaches; fevers, sweats, or chills; pain in the mouth, lips,
or gums; white patches in the mouth; painful rashes or sores on
the skin; nausea or loss of appetite; trouble with the eyes; sinus
infection, pain, or discharge; numbness or tingling in the hands
or feet; Kaposi’s sarcoma lesions; persistent cough or difficulty
breathing; diarrhea or watery stools; and among women, an ab-
normal vaginal discharge. Patients reporting at least one of these
symptoms but not full criteria for AIDS were classified as “symp-
tomatic,” and individuals with none of these symptoms were clas-
sified as “asymptomatic.”

Statistical Analysis

Statistical weights were determined for each respondent to ad-
just for the study sampling design and interview implementation
in order to generate estimates relevant to the entire reference

TABLE 1. Relation of Use of Psychotropic Medications to Mental Disorders Among 1,489 HIV-Positive Patients in Medical
Care in 1996, From the HIV Cost and Services Utilization Study Database

Mental Disordera
Prevalence of Disorder 

(weighted %)

Use of Psychotropic Medication (weighted %)

Any Antidepressants Anxiolytics Psychostimulants Antipsychotics Other
Any 29.1 51.9 41.7 35.5 6.5 9.7 5.9
Any mood disorder 17.2 53.5 43.2 34.3 6.6 8.8 7.5

Major depression 15.3 53.7 43.9 33.5 6.4 7.7 7.6
Dysthymia 3.4 63.1 53.5 39.0 9.3 15.6 8.6

Any anxiety disorder 20.3 56.4 45.7 38.2 7.7 11.9 6.1
Panic disorder 12.3 64.8 52.6 45.3 8.4 14.8 6.9
Posttraumatic stress disorder 10.4 50.0 39.0 33.7 10.2 10.7 7.0
Generalized anxiety disorder 2.8 69.2 57.5 48.2 11.2 13.0 8.2

None 70.9 17.1 12.3 9.0 1.6 2.6 1.6
All subjects 100.0 27.2 20.9 16.7 3.0 4.7 2.8
a DSM-IV diagnoses within the last 6 months were ascertained with the Composite International Interview—Long Form (20).
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population of HIV-infected individuals receiving medical care in
the contiguous United States in 1996 (2, 16). Descriptive statistics
was used to report the prevalence of use of psychotropic medica-
tions.

Logistic regression models were applied to identify the possible
association of age, gender, ethnicity, HIV infection stage, mental
disorder, or insurance status with use of psychotropic medica-
tions in general and antidepressants in particular.

Results

Use of Psychotropic Medications

It was estimated that 27.2% of all HIV-positive patients
in medical care in the contiguous United States in 1996
received at least one psychotropic drug during the last 6
months before the assessment (Table 1). Antidepressants
were the most commonly used type of psychotropics
(20.9% of all patients), followed by anxiolytic medications
(16.7%), antipsychotics (4.7%), psychostimulants (3.0%),
and other psychotropics (2.8%).

Use of Psychotropics by Mental Disorder

It was estimated that 29.1% of all patients suffered from
at least one of the targeted disorders (i.e., major depres-
sion, dysthymia, generalized anxiety disorder, panic disor-
der, and posttraumatic stress disorder [PTSD]) in the 6
months before the interview (Table 1). The prevalence of
anxiety disorders was 20.3%, and that of mood disorders
was 17.2%. Major depression was the most common dis-
order (15.3%), followed by panic disorder (12.3%) and
PTSD (10.4%).

Among patients with one or more mood disorders,
43.2% had taken antidepressants and 34.3% had taken
anxiolytic medication during the last 6 months. Among
patients with one or more anxiety disorders, the estimated
use of antidepressants was 45.7%, and that of anxiolytics
was 38.2%. Of the patients without a long-form Composite
International Diagnostic Interview diagnosis of mood or
anxiety disorder, 12.3% received antidepressants, 9.0% re-
ceived anxiolytics, 2.6% received antipsychotics, and 1.6%
received psychostimulant medications (Table 1).

Use of antidepressants and anxiolytics tended to in-
crease in the presence of comorbidity (Table 2). Thus, pa-
tients with both major depression and dysthymia were
more likely to have taken antidepressants (72.2% of cases)
than patients with only major depression or dysthymia
(40.7% and 38.2%, respectively). Among patients with
anxiety disorders, the presence of more than one anxiety
disorder increased the rate of use of anxiolytics but not of
antidepressants.

Number and Type of Medications

Selective serotonin reuptake inhibitors (SSRIs) were the
most commonly used antidepressants among patients
with any mental disorder (25.7%), followed by tricyclics
(16.1%). Among patients with mood disorders, the rate of
use of SSRIs (28.8%) was twice that of tricyclics (14.8%).

Benzodiazepines accounted for 66.3% of all anxiolytics.
Of the patients with any mental disorder, 23.4% reported
use of benzodiazepines. Alprazolam was the most com-
monly used benzodiazepine (10.9% of patients with any
mental disorder), followed by diazepam (7.2%). Use of
benzodiazepines was also reported by 5.6% of the patients
who screened negative for mental disorders (2.4% took al-
prazolam, and 1.8% took diazepam).

Among patients taking psychotropics, the mean num-
ber of medications taken during the last 6 months was 2.8
(SD=2.0, range=1–24). Of the patients taking antidepres-
sants, 63.0% also took at least one other type of psychotro-
pic. Of the patients taking anxiolytics, 73.1% also took at
least one other type of psychotropic.

Psychotropics and Antiretrovirals

Use of highly active antiretroviral therapy was reported
by 61.9% of the patients. Of the patients receiving highly
active antiretroviral therapy, 22.2% took an antidepressant
(12.8% took an SSRI, and 9.3% took a tricyclic), 17.6% took
an anxiolytic (11.0% took a benzodiazepine), 5.0% took an
antipsychotic, and 3.0% took a psychostimulant. These
rates are similar to those found among the patients not re-
ceiving highly active antiretroviral therapy, of whom 18.8%
took an antidepressant (11.9% took an SSRI, and 5.2% took
a tricyclic), 15.1% took an anxiolytic (10.4% took a benzo-
diazepine), 4.2% took an antipsychotic, and 3.0% took a
psychostimulant.

Severity of HIV and Use of Psychotropics

No statistically significant differences in use of psycho-
tropic drugs were found among the patients with asymp-
tomatic HIV infection, symptomatic HIV infection, or
AIDS.

TABLE 2. Relation of Use of Antidepressant and Anxiolytic
Medications to Comorbidity of Depressive and Anxiety Dis-
orders Among 1,489 HIV-Positive Patients in Medical Care
in 1996, From the HIV Cost and Services Utilization Study
Database

DSM-IV Disorder

Use of Psychotropic Medication (weighted %)

Antidepressants Anxiolytics Both Neither
Major depression 

only 40.7 33.1 24.1 50.2
Dysthymia only 38.2 40.6 29.5 50.7
Major depression

and dysthymia 72.2a 37.0 34.0 24.7
One anxiety disorder 43.5 34.8 26.3 48.0
Two or more anxiety 

disorders 52.9 49.3b 35.8 33.6
Comorbid anxiety 

and mood disorders 54.8 40.4 31.0 35.8
Any 41.7 35.5 26.1 49.1
None 12.3 9.0 4.8 83.4
All subjects 20.9 16.7 11.0 73.4
a Significantly greater than for major depression alone (F=29.3, df=

1, 49, p<0.01) or dysthymia alone (F=22.1, df=1, 49, p<0.05).
b Significantly greater than for one anxiety disorder alone (F=12.4,

df=1, 49, p<0.01).
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Demographic and Clinical Characteristics

Use of psychotropic medications was greater among in-
dividuals with a mental disorder (odds ratio=4.76, 95%
CI=3.48–6.52) or Medicare insurance coverage (odds ra-
tio=2.36, 95% CI=1.76–3.15) or age 34–49 years (odds ra-
tio=1.50, 95% CI=1.03–2.18) than among individuals with-
out these characteristics (Table 3). No gender differences
were found: 26.9% of men and 28.5% of women took psy-
chotropic medications (Table 4). Use of psychotropic
drugs was lower among individuals who identified them-
selves as African American (odds ratio=0.33, 95% CI=
0.24–0.45) or were 50 years or older (odds ratio=0.46, 95%
CI=0.22–0.98) (Table 3). No age differences were apparent,
however, when patients with mental disorder only were
considered (Table 4). Among patients with any mental
disorder, the estimated rate of use of psychotropics was
59.8% for whites, 32.1% for African Americans, and 55.7%
for Hispanics (Table 4).

Use of antidepressant medications was positively asso-
ciated with the presence of a mood disorder (odds ratio=
2.38, 95% CI=1.42–3.55) and Medicare insurance coverage
(odds ratio=1.80, 95% CI=1.23–2.85) and negatively associ-
ated with self-identification as African American (odds ra-
tio=0.33, 95% CI=0.23–0.45), compared to individuals
without these characteristics (Table 3). Among patients
with mood disorders (i.e., major depression and/or dys-

thymia), the rate of use of antidepressants was 47.9%
among whites, 28.7% among African Americans, and
48.0% among Hispanics (Table 4).

Among the patients with mood disorders who did not
receive antidepressant medication, the estimated use of
psychosocial interventions (individual, group therapy, or a
support group) was 25.2% for whites, 31.9% for African
Americans, and 35.5% for Hispanics. Thus, overall, 61.0%
of whites, 51.4% of African Americans, and 66.7% of His-
panics with mood disorders reported using antidepres-
sant medications or some type of psychosocial interven-
tion.

Discussion

To our knowledge, this is the first national probability
study to examine the use of different types of psychotropic
medications by HIV-positive patients. The results indicate
that 27.2% of HIV-positive patients who received medical
care in 1996 were treated with psychotropic medications
in the 6 months before the study interview. This rate is
consistent with that obtained through the baseline assess-
ment of mental health services in the HIV Cost and Ser-
vices Utilization Study sample (11), which was conducted
6 months before the survey of psychotropic use here re-
ported. Antidepressants were the most commonly used

TABLE 3. Predictors of Use of Psychotropic and Antidepressant Medications Among 1,489 HIV-Positive Patients in Medical
Care in 1996, From the HIV Cost and Services Utilization Study Database

Characteristic

Difference in Rate of Medication 
Use Between Subjects With and 

Without Characteristics 
(multiple logistic regression)

Odds Ratio 95% CI SE t (df=49) p
Association with use of psychotropic medication

Mental disorder 4.76 3.48–6.52 0.74 10.00 <0.01
Male 0.77 0.42–1.41 0.23 –0.86 0.39
Race

African American 0.33 0.24–0.45 0.05 –6.92 <0.01
Hispanic 0.82 0.53–1.26 0.17 –0.93 0.36
Other ethnic minority 0.66 0.34–1.27 0.22 –1.26 0.21

Age (years)
35–49 1.50 1.03–2.18 0.28 2.19 0.03
≥50 0.46 0.22–0.98 0.17 –2.07 0.04

Insurance status
Medicare 2.36 1.76–3.15 0.34 5.94 <0.01
Medicaid 1.38 1.00–1.90 0.22 1.99 0.05
Private insurance 1.18 0.70–1.99 0.31 0.65 0.52

AIDS 1.25 0.86–1.81 0.23 1.19 0.24
Association with use of antidepressant

Major depression and/or dysthymia 2.38 1.87–3.03 0.29 7.23 <0.01
Male 0.63 0.33–1.21 0.20 –1.43 0.17
Race

African American 0.33 0.23–0.46 0.06 –6.51 <0.01
Hispanic 0.71 0.45–1.11 0.16 –1.55 0.15
Other ethnic minority 0.81 0.45–1.44 0.23 –0.75 0.68

Age (years)
35–49 1.25 0.85–1.85 0.24 1.17 0.27
≥50 0.50 0.24–1.03 0.18 –1.93 0.08

Insurance status
Medicare 1.80 1.24–2.63 0.34 3.15 <0.01
Medicaid 1.23 0.86–1.77 0.22 1.16 0.15
Private insurance 1.12 0.68–1.84 0.28 0.43 0.67

AIDS 1.45 0.97–2.16 0.29 1.85 0.08
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psychotropic, followed by anxiolytics and, much less fre-
quently, antipsychotics and psychostimulants. Among an-
tidepressants, SSRIs were more commonly used than tri-

cyclics. Most patients taking psychotropics took more
than one class of medication. Comorbidity of mental dis-
orders was associated with greater drug use. These results
are generally consistent with previous reports regarding

psychotropic prescribing patterns among patients in pri-
mary care and psychiatric practice settings (21, 22).

The estimated rates of mental health disorders during
the 6 months before the interview are lower than the 12-
month prevalence rate previously reported for the HIV
Cost and Services Utilization Study sample (3). Several fac-

tors may have accounted for these lower rates, such as the
shorter time frame (6 months), use of the long form of the
Composite International Diagnostic Interview, which may
be more specific than the short form used by Bing et al. (2,

23), and the repeated interviewing of the same patients

with consequent possible regression to the mean and di-
agnostic attenuation.

We found that 43.9% of the HIV-positive patients with a
DSM-IV diagnosis of major depression supported by the
Composite International Diagnostic Interview took anti-
depressant medication. This rate is somewhat higher than
expected on the basis of previous reports that only one-
half of the primary care patients with major depression are
accurately diagnosed (5, 22) and only one-half of those di-
agnosed are actually treated with antidepressants (24, 25).
Some of these studies, however, were conducted in the
mid-1980s, and there are indications that the rate of treat-
ment of depression markedly increased in the 1990s (26).
HIV-positive patients may be also more likely to be treated
for psychiatric disorders, perhaps because of the extensive
medical contacts related to HIV infection. More than one-
half of the patients with a diagnosis of major depression
under care for HIV infection reported not having been
treated with antidepressants. How much this finding may

TABLE 4. Relation of Use of Psychotropic and Antidepressant Medications, by Gender, Age, Race/Ethnicity, and Insurance
Status, to Mental Disorders Among 1,489 HIV-Positive Patients in Medical Care in 1996, From the HIV Cost and Services
Utilization Study Database

Variable

Mental Disorder (weighted %)

Overall
Any Mental 

Disorder
Any Mood 
Disorder Depression Dysthymia

Any Anxiety 
Disorder

Generalized
Anxiety
Disorder

Panic
Disorder PTSD

Use of any psychotropic
Gender

Male 26.9 52.5 52.6 51.6 69.3 58.0 73.6 67.2 49.2
Female 28.5 50.2 55.9 59.9 50.0 55.6 61.7 59.7 52.0

Racea

White 33.6 59.8 57.5 57.8 70.2 65.8 71.6 74.1 60.6
African American 14.8 32.1 37.3 39.2 26.6 34.5 52.8 43.7 25.2
Hispanic 33.9 55.7 65.0 64.6 70.8 57.1 85.8 64.7 53.1
Other 30.6 57.5 44.4 40.4 74.4 76.3 56.2 71.2 81.5

Age (years)
18–33 24.7 47.1 48.8 45.6 80.0 54.3 68.5 67.0 46.0
34–49 33.1 55.9 57.5 59.7 54.3 57.8 75.4 62.9 51.4
≥50 12.0 46.5 52.6 60.6 50.1 56.4 45.3 68.5 65.3

Insurance status
None 21.2 42.1 45.4 45.7 59.5 45.1 65.1 47.3 43.0
Medicaid 25.9 49.8 52.3 50.1 67.7 53.0 64.4 62.3 44.4
Medicare 36.4 56.6 57.7 64.1 86.0 62.7 73.2 81.3 53.6
Private 24.7 58.6 57.6 55.3 44.4 66.5 76.1 71.3 66.3

Use of antidepressant
Gender

Male 20.3 41.1 41.9 41.8 58.2 44.9 55.2 51.7 35.6
Female 23.2 43.2 47.0 50.1 43.5 47.8 61.7 54.3 47.8

Race
White 26.5 49.1 47.9 48.0 64.8 53.3 61.3 60.4 46.4
African American 11.0 25.1 28.7 31.2 18.4 28.4 32.9 36.1 19.1
Hispanic 23.4 41.3 48.0 49.6 46.3 44.6 77.5 48.3 43.0
Other 27.2 52.4 44.4 40.4 74.4 69.2 56.2 71.2 67.7

Age (years)
18–34 19.9 37.3 39.6 37.8 63.6 44.4 56.7 52.1 39.3
35–49 24.2 44.4 45.3 47.4 46.8 45.4 61.1 51.0 36.9
≥50 11.3 44.8 50.1 57.1 50.1 56.4 45.3 68.5 65.3

Insurance status
None 16.3 34.2 40.3 40.0 59.6 37.2 65.1 36.5 38.3
Medicaid 19.6 39.5 39.7 39.0 48.7 42.8 49.3 49.0 32.3
Medicare 27.3 42.6 43.8 48.0 44.4 48.6 55.7 66.4 42.5
Private 19.8 50.6 49.9 49.3 72.6 55.7 62.8 62.3 51.1

a Significant difference among racial groups for overall group (p<0.001) and subjects with any mental disorder (p<0.001), any mood disorder
(p<0.01), depression (p<0.05), dysthymia (p<0.05), any anxiety disorder (p<0.001), panic disorder (p<0.01), and PTSD (p<0.001) by bivariate
analysis.
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be due to failure to recognize depression, failure to treat a
diagnosed disorder, concern about polypharmacy and
drug interactions in this population, or a preference for
nonpharmacological interventions cannot be fully disen-
tangled based on these data. On the basis of previous re-
ports (5, 22), failure to recognize the disorder is rather
common. However, a recent report that only about one-
third of patients seeking treatment for mood or anxiety
disorders may receive appropriate care (13) suggests that
other causes besides failure to diagnose contribute to un-
dertreatment. There are also indications that most pri-
mary care patients with depression prefer psychotherapy
over medications (27). In our study, the rate of use of psy-
chotherapy among depressed patients not receiving anti-
depressant medication was 25.2% for whites, 31.9% for Af-
rican Americans, and 35.5% for Hispanics. The survey
used a broad definition of “psychotherapy,” encompassing
any contact with a mental health provider for individual or
group therapy (including family and marriage counseling)
and attendance at support group meetings. Even after an
accounting for use of these psychosocial interventions, it
appears that at least one-third of all patients with a mood
disorder did not receive treatment.

Antidepressants are effective for both depressive and
anxiety disorders, and this can explain the high use of
these drugs by patients with anxiety disorders (Table 2). An
estimated 12.3% of the patients with no mental disorder,
based on the Composite International Diagnostic Inter-
view, received antidepressant medication (Table 1). Given
that 29.1% of all of the patients had a mental disorder and
only 41.7% of them received antidepressants, it can be in-
ferred that a sizable amount (41.8%) of all antidepressant
use was by patients who did not have a diagnosis of a men-
tal disorder according to the long-form Composite Inter-
national Diagnostic Interview during the last 6 months. It
is possible that a mental disorder had been previously
present and that the medication was used to prevent re-
currence (28). However, the average duration of antide-
pressant treatment is less than 3 months, and most pa-
tients discontinue medication within 6 weeks of starting
treatment (28–30). Antidepressants could have been pre-
scribed to treat subsyndromal forms of depression or anx-
iety (31) or to manage chronic pain (32). The study inter-
view inquired about “medications for personal or
emotional problems, such as emotions, nerves, alcohol,
drugs, or mental health,” but the relationship between
pain and depression is complex, and the two conditions
can overlap (33). Likewise, anxiolytics are often used for
managing insomnia, a common symptom in HIV-positive
patients (34).

Use of multiple psychotropics was common. Although it
cannot be ruled out that some medications were taken se-
quentially during the 6-month period, concomitant use
was probably high. As expected, the concomitant use of
antiretroviral and psychotropic medications was also
common, with more than one-fifth of the patients receiv-

ing highly active antiretroviral therapy also taking an an-
tidepressant. The study of the possible pharmacological
interactions between antiretroviral and psychotropic
medications has high clinical relevance (35). For instance,
protease inhibitors can inhibit several cytochrome P-450
enzymes involved in the metabolism of psychotropics
(36), resulting in a higher plasma concentration of these
drugs (37).

After control for mental disorder, gender, age, insurance
status, and presence of AIDS, African American patients
were significantly less likely to have received psychotropic
medications, and antidepressants in particular, than
whites and Hispanics (Table 3 and Table 4). This finding is
consistent with previous reports of less use of health care
services for HIV infection by African Americans (15) and
for mood and anxiety disorders in the general population
(13, 38). This lower use of psychotropics by African Ameri-
cans may be partly compensated by a higher reliance on
psychosocial interventions. This is consistent with a re-
cent survey showing that African Americans in primary
care suffering from depression were twice as likely as
white patients to prefer psychotherapeutic intervention
than antidepressant medication (27). Unexpectedly, His-
panic ethnicity was not associated with lower use of psy-
chotropics or antidepressants in this study. A national sur-
vey in the general population (i.e., not focused on HIV-
positive patients) reported a greater unmet need of mental
health services among Hispanics than among whites (14).
Another study, however, found that, in the early and mid-
1990s, the pharmacological treatment of depression dra-
matically increased among Hispanic patients but re-
mained low among African Americans (39).

Contrary to our prediction, female sex was not associ-
ated with higher use of psychotropics in general or antide-
pressants in particular. Previous studies have reported
that about two-thirds of psychotropic medication visits
are for women, both in primary care and psychiatric set-
tings. The present findings may reflect characteristics of
HIV-positive men as being more likely to search for phar-
macological treatment of mood and anxiety disorders
than HIV-negative men. A less marked—but still signifi-
cant—effect of age was also detected, with middle-age pa-
tients being more likely than older patients to have been
treated with psychotropics (Table 3). This effect, however,
was present only in the entire sample and disappeared
when patients with a mental disorder only were analyzed
(Table 4).

As expected, Medicare patients have a higher rate of
psychotropic use (Table 3). Patients with Medicaid or
without insurance, however, had rates of use that were
comparable to those of patients with private insurance,
thus indicating that for patients already in medical care
these differences in insurance status do not significantly
affect the use of psychotropics.

In addition to the study limitations mentioned, a few
others also need to be pointed out. The severity of psycho-
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pathology was not assessed, and this limits inferences on
the adequacy of treatment. For instance, undertreatment
of severe depression would be of greater concern than un-
dertreatment of milder forms. Also, chart diagnoses made
by the patients’ providers were not obtained. Information
about the prescribers of psychotropic medications (e.g.,
family doctor, psychiatrist), duration of treatment, and
dose were not available.

In conclusion, this study of a national probability sam-
ple of HIV-positive patients found that psychotropic med-
ications, and antidepressants and anxiolytics in particular,
were commonly used by HIV-positive patients receiving
medical care in the United States. However, more than
one-half of the patients suffering from major depression
were not treated with antidepressants, even though a sub-
stantial portion of those not receiving medication re-
ported use of some type of psychosocial intervention. Afri-
can Americans were less likely to have been treated with
psychotropic medications, thus adding to other data indi-
cating differences in health care among ethnic groups.
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