
Research Update
Approximately three million

people in the United States suffer
from severe and persistent mental
illness (SPMI), a term typically
referring to schizophrenia, bipolar
disorder, major depression, or anx-
iety.1 The  wide range of SPMIs
have in common psychological
symptoms that persist over time
and adversely affect daily living
skills, social interactions, relation-
ships, and jobs or education.2 (See
chart on page 4 for descriptions of
symptoms of the basic types of
mental illness.)

Consequently, people suffering
from mental illnesses often lack the
ability to judge HIV risk behavior
or to successfully implement HIV
knowledge in real-life situations.
The debilitating nature of mental
illness affects both emotional and
physical health and can cause peo-
ple’s behavior to be governed by
poor cognitive skills and symp-
toms of their illness.

Rates of HIV Infection
Most studies of HIV infection

among mentally ill people have
come from New York City, where
nearly 9 percent of psychiatric
patients in hospital settings are
HIV-infected.3 Studies in Baltimore,
Maryland and Columbia, South
Carolina have found HIV infection
rates to be nearly 6 percent. A com-
prehensive review of all HIV sero-
prevalence studies among the men-
tally ill estimates that approximate-
ly 8 percent of psychiatric patients
in the United States are HIV-infect-
ed, which is more than 25 times
greater than the estimated infection
rate among the general population.4

Research from several U.S. cities
indicates that between 20 percent
and 50 percent of psychiatric
patients with chronic mental illness
report high rates of HIV risk behav-
ior.5 One study of psychiatric
patients found 27 percent to be at
“medium” HIV risk and 26 percent
at “high” risk. However, only 33
percent of “high-risk” participants

had been tested for HIV—com-
pared to 40 percent of people at
high risk in the general population.6

This is consistent with other
research indicating that most psy-
chiatric patients do not know their
infection status and do not receive
HIV counseling and testing.5

Risks for HIV Infection
A common misconception about

people with mental illness is that
psychiatric hospitalization, psy-
chotropic medications, and func-
tional disabilities decrease sexual
activity, injection drug use, and
other HIV risk behaviors. Research
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MENTAL ILLNESS
People with mental illness may be at increased risk for HIV infection due to behaviors influenced by their condition.

Mental illness might also inhibit people from incorporating HIV risk-reduction into their lives. This issue of
PERSPECTIVES discusses the factors that may contribute to increased risk for HIV infection among people with mental ill-
nesses such as depression, anxiety, bipolar disorder, and schizophrenia. The Implications for Counseling section provides
strategies for working with clients with mental illness in an HIV test counseling session. 



indicates, however, that HIV risk is
common among mentally ill peo-
ple. A 1997 study found that 68
percent of participants with an
SPMI had been sexually active
within the previous year. In addi-
tion, 13 percent of men and 30 per-
cent of women reported having
two or more male partners, and 24
percent of men reported having
two or more female partners.
Study participants reported fre-
quently choosing sex partners at
psychiatric clinics or bars and
using condoms inconsistently.7

Other research has corroborated
high rates of HIV risk behavior
among people with mental illness.
In a 1998 study, nearly 50 percent of
participants reported having multi-
ple sexual partners in the three
months prior to being interviewed.
The same study found that mental-
ly ill people experience high rates
of sex associated with substance
use (23 percent), coerced sex (20
percent), sex with injection drug-
using partners (14 percent), and sex
in exchange for money, food, cloth-
ing, or housing (16 percent of
women and 6 percent of men). In
addition, participants reported
using condoms only 32 percent of
the time during vaginal sex and 27
percent of the time during anal sex,
even when their partners were con-
sidered to be at high risk for HIV
infection. The researchers speculat-
ed that unprotected sex was often
the result of having poor negotiat-
ing skills in sexual relationships.8

Many mentally ill people experi-
ence symptoms that require repeat-
ed hospitalizations and ongoing
mental health care. Although med-
ical treatment often eases psychi-
atric symptoms, prolonged treat-
ment may interfere with the ability
to work and interact socially. As a
result, people with a mental illness
are likely to be unemployed, eco-
nomically and socially disadvan-
taged, and living in temporary
housing1—conditions associated
with increased vulnerability to

HIV infection.9 Furthermore, peo-
ple with an SPMI may view HIV
infection as only one of many life-
threatening problems and one that
is of less immediate concern than
others such as avoiding violence or
accessing health care.

A study of 122 homeless and
mentally ill men found that 16 per-
cent had been diagnosed with a
non-psychotic disorder, such as
major depression and bipolar disor-
der, and 84 percent had been diag-
nosed with a psychotic disorder
such as schizophrenia. Twenty-four
percent of the total sample reported
engaging in unprotected sex with
non-monogamous partners; this
included 52 percent of sexually
active men reporting sex with
women and 60 percent of men
reporting sex with men. Seventy-six
percent of homeless men had sex
occasionally—once per month or
less—but because many of them
had unprotected sex with non-
monogamous partners, these isolat-
ed sexual encounters put them at
high risk for HIV infection.10

Impaired Behavioral Skills 
Symptoms of mental illness may

influence a person’s behavioral
skills. A “lack of insight,” for exam-
ple, may lessen the ability to avoid
HIV risk. A common symptom of
bipolar disorder— a condition char-
acterized by both manic and
depressive episodes—is hypersexu-
ality, which may cause a person to
act impulsively and engage in risky
behaviors.2 Some people who are
depressed have little interest in sex,
while others find that sex or sub-
stance use makes them “feel better.”
The low self-esteem characteristic of
depression may also decrease the
feelings of security, acceptance, and
control that may be necessary to
reduce HIV risk behavior. 

In one study, teenagers with
three or more symptoms of depres-
sion were nearly six times as likely
to engage in sex work than those
with asymptomatic depression. The

study also found that teenagers
with symptoms of anxiety were 11
times as likely than those with
asymptomatic anxiety to engage in
sex work and nearly five times as
likely to use injection drugs.11

Research indicates that having
sex with multiple partners is nearly
three times as common among
mentally ill people with psychiatric
symptoms—delusions, hallucina-
tions, disorganized speech, or dis-
organized behavior—than among
asymptomatic psychiatric patients,
possibly because these symptoms
impede cognitive functioning.
Research also indicates that mental-
ly ill people with many “excited”
symptoms, such as mania, are more
than five times as likely as mentally
ill people with few excited symp-
toms to trade sex for money, drugs,
or housing, and twice as likely to
be sexually active.12 Psychotic
behaviors—common among people
with schizophrenia—are more like-
ly to result in homelessness, sub-
stance abuse, and incarceration, all
of which are associated with
increased risk for HIV infection.2

People with mental illness may
be especially susceptible to HIV
infection due to deficient social
and problem-solving skills, which
may, for example, impede their
ability to negotiate for safer sex.
Many studies have found that peo-
ple with schizophrenia, bipolar dis-
order, and depression have diffi-
culties with complex social interac-
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tions, including sexual intimacy
and assertiveness.13,14 As a result,
adults with an SPMI may be vul-
nerable to exploitive or unstable
social relationships and are likely
to avoid discussing HIV, other sex-
ually transmitted diseases (STDs),
or condom use with sexual part-
ners because they fear jeopardizing
sexual intimacy.7

A mentally ill person’s cognitive
functioning may also affect his or
her capacity to consent to HIV anti-
body testing. A client who is unable
to comprehend the benefits and
perceived risks of confidential or
anonymous testing and who cannot

make a rational decision about
whether or not to test may not be
considered to be legally “compe-
tent” to provide the required con-
sent to receive an HIV test.15

Treatment options for mental ill-
ness include psychotherapy, psy-
chotropic medications, and a com-
bination of both. Because many
mentally ill people lack adequate
support systems, the presence of a
psychotherapist as an objective lis-
tener can often provide the comfort
and compassion needed to begin
the treatment process. When psy-
chotherapy alone is not enough to
treat mental illness, psychiatric
medications are often effective. For
severe cases of mental illness, par-
ticularly schizophrenia and other
psychotic disorders, hospitaliza-
tion is often necessary.16

Misinformation about HIV
Misinformation about HIV

infection has been associated with
frequency of high-risk behavior
among people with mental ill-

ness.17 In comparison to the gener-
al population, people with mental
illness tend to have lower levels of
knowledge about HIV transmis-
sion and prevention.18 Research
indicates that between 20 percent
and 40 percent of mentally ill peo-
ple report inaccurate information
and knowledge about HIV disease
and prevention strategies.5

A Canadian study found that
more than 50 percent of psychiatric
patients had been sexually active
within the previous year, and 33
percent indicated that they would
“give in” to their partners’ request
not to use a condom during sex, a
tendency researchers believed to be
partly influenced by a lack of prac-
tical knowledge about modes of
HIV transmission and prevention.19

In a 1999 study of schizophrenic
psychiatric patients, 55 percent of
participants reported believing that
“HIV-infected people always look
sick,” and 42 percent reported
believing that “a person must have

The presence of either mental illness or substance
abuse can increase a person’s risk for HIV infection,
but clients with a dual diagnosis of both mental ill-
ness and substance abuse are at especially high risk.
One study of homeless, substance using, mentally ill
men in various residential treatment settings found
that the highest rate of HIV infection—more than 18
percent—occurred among dually diagnosed clients.3

Another study found a strong correlation between
serious depression and high-risk injection drug using
behavior, including sharing needles with strangers,
with sex trade workers, or with partners who had
previously shared needles.20 The study also found
that changes in the symptoms of a mental illness can
affect risk behavior. While a decrease in symptoms
can lower the risk of HIV infection, an increase in
symptoms can lead to a greater likelihood of risk tak-
ing, including injection drug use, sex work, sex with
multiple partners, or sex with high-risk partners.11

Many people dually diagnosed with mental ill-
ness and substance abuse are also homeless, which

can further increase risk for HIV infection.
According to one study, as many as 39 percent of
dually diagnosed people in urban environments are
homeless. The same study found an unusually high
prevalence of HIV infection, at a rate of 23 percent,
among the dually diagnosed participants.21 Research
indicates that risky sex is the most common HIV risk
behavior among dually diagnosed homeless people.
One study found that 75 percent had never used
injection drugs, but 52 percent had engaged in high-
risk sex—including sex without condoms, sex with
an injection drug user, and trading sex for money.20

Although many dually diagnosed people engage
in behaviors that put them at risk for HIV infection,
they often do not perceive that they are placing
themselves at risk. This misperception of risk is part-
ly a result of limited exposure to HIV prevention
education.11 Moreover, research suggests that people
with dual diagnoses have low levels of self-efficacy
in the context of sexual assertiveness, for example,
when negotiating condom use.7

Related Issue: Dual Diagnosis
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many different sexual partners to
be at risk from AIDS.” In compari-
son, 10 percent and 11 percent,
respectively, of a non-schizo-
phrenic control group believed
these statements to be true.5

A qualitative study found that
many mentally ill participants had
inaccurate information about the
HIV risks of various sexual behav-
iors, as evidenced by comments
such as “A man can’t get it from a
woman.” Likewise, some clients
who believed that vaginal sex is a
way of “catching a disease” also
believed, incorrectly, that unpro-
tected anal sex is safe.1

Other research indicates that

many people with a mental illness
believe that HIV testing is a routine
procedure during psychiatric or
medical examinations. In one
study, more than half of mentally
ill women thought they had been
tested for HIV, but they could not
be certain.1 Consequently, many
mentally ill clients may provide
inaccurate information about their
HIV infection status. 

People with an SPMI may
demonstrate superficial knowledge
about HIV—for example, they may
know that HIV can be transmitted
sexually—but many have limited
comprehension of the actual
process of HIV transmission and

how to apply such information to
reducing risk. Research on HIV-
related risk behavior among men-
tally ill people found many partici-
pants to be confused about the dif-
ferent body fluids that carry suffi-
cient HIV for transmission. Saliva,
semen, blood, tears, vaginal secre-
tions, and sweat were all thought
by some study participants to trans-
mit HIV, while semen, breast milk,
or blood were thought by other par-
ticipants to be unable to transmit
HIV.1 It is also common for mental-
ly ill clients to err on the side of cau-
tion, with many believing that a
person can “get AIDS from sharing
a glass or from casual kissing.”19

Basic Types of Severe and Persistent Mental Illness (SPMI)

Sources: American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition. Washington, DC: American
Psychiatric Association, 1994.; Tierney LM, McPhee SJ, Papadakis MA, eds. Current Medical Diagnosis and Treatment: 2000, 39th Edition.
Stamford, Conn.: Lange Medical Books/Mcgraw-Hill, 2000.
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Type

Anxiety Disorders
Generalized Anxiety

Panic Disorder

Obsessive-Compulsive Disorder

Mood Disorders

Major Depressive Disorder

Bipolar Disorder

Schizophrenic Disorders
Schizophrenia

Symptoms

Apprehension, worry, irritability, paranoia, insomnia, increased blood pres-
sure, gastrointestinal problems, headache.

Headaches, dizziness, itchiness, choking, smothering feelings, nausea, para-
noia, and stress-related bloating.

Obsessions are constantly recurring thoughts such as fear of exposure to
germs. Compulsions are repetitive actions such as washing hands incessantly.
These are recognized by the person as absurd, but anxiety can only be alle-
viated by ritualistic performance of the compulsive actions.

Feelings of sadness, emptiness, worthlessness, guilt, and hopelessness; insom-
nia, weight loss, fatigue, indecisiveness, thoughts of suicide, loss of interest in
all or almost all activities.

Occurrence of manic episodes or both manic and depressive episodes.
Manic symptoms include elation with hyperactivity, increased irritability, dis-
tractibility, fleeting ideas, inflated self-esteem, decreased need for sleep,
excessive involvement in pleasurable activities that have a high potential for
negative consequences such as sexually acting out. See above for depressive
symptoms.

Delusions, hallucinations, disorganized speech, disorganized or catatonic
behavior, poor self-care, social withdrawal.



Although HIV test counselors
are not trained to diagnose or treat
psychiatric conditions, they are
likely to work with clients who
have some form of mental illness. It
is, therefore, useful for counselors
to have a basic knowledge of how
mood states and disturbed thought
processes affect risks for HIV and
other sexually transmitted diseases
(STDs), to understand how mental
disorders can affect the dynamics
of the counseling session, to learn
strategies for counseling clients
with mental illness, and to be famil-
iar with psychiatric referrals in the
communities they serve. 

The role of referrals is particu-
larly important when working
with clients with mental illness,
and HIV counseling and testing
sites should have information
available about local community
mental health resources.

Assessment
As a general rule, whenever a

client presents information to the
counselor about using psychiatric
medications or about having a psy-
chiatric diagnosis, the counselor
should explore the client’s risk for
HIV and ask the client directly if he
or she thinks there is a connection
between the mental illness and
HIV risk. 

If a client discloses his or her
mental illness to the counselor, the
counselor should inquire if the
client is prescribed any medica-
tions for the mental illness and if
he or she is taking the medication
as prescribed. Explore whether  the
client’s HIV risks increase at times
when he or she does not take the
prescribed medication. If the client
is not taking medication, the coun-
selor should make a referral for
psychopharmacologic evaluation
and explain that effective treat-
ments for depression and anxiety
are available. 

If a client does not disclose
information about having a mental
illness, be attentive to any hints in
the client’s behavior that might
indicate the presence of a mental
illness. For instance, when working
with a client who expresses little
interest in work, relationships, or
his or her overall well-being, the
counselor might ask if this is a
problem for the client and if it
affects his or her HIV risk taking. 

It is important for counselors to
avoid making diagnoses about
mental illness. Such a diagnosis is
not within the training or scope of
the HIV test counselor ’s work. In
addition, many people have what
may appear to be symptoms of
mental illness without being men-
tally ill. For instance, low self-
esteem and disinterest in daily
activities are symptoms of various
mental illnesses, yet many people
without mental illness commonly
experience these feelings. Likewise,
many people have experiences of
being “depressed” without having
a mental illness. 

Intervention
Different counselors have differ-

ent levels of counseling skill. Some
have professional training outside
of their role as an HIV counselor
and some do not. When it comes to
working with a client who has

mental health issues, counselors
must exercise caution about pursu-
ing complex therapeutic issues. 

A counselor can help provide
structure for clients by staying
focused on the topic. If necessary,
the counselor can say to the client,
“I’m not skilled in those areas. Do
you have a provider who can help
you with that?” or “I’d be happy to
provide you with a referral.” 

If the focus of the session gets
lost or muddled or if the client is
prone to going off in tangents, the
counselor can shift the focus of the
session to completing the data col-
lection form, or during a disclosure
session, to the test results and a
concrete explanation of the mean-
ing of the results. By doing this, the
counselor will create a sense of
structure that may help the client to
feel safer so that he or she can
answer the questions concisely. A
counselor who is unable to work
with a client should refer the client
to his or her supervisor.

If a client says that he or she is
so depressed that it does not mat-
ter if he or she becomes infected,
respond empathetically and invite
the client to discuss his or her risk.
A client who is passively suicidal
may be placing him or herself in
potentially high-risk situations.

A Counselor’s Perspective
“The first time a client told
me he was mentally ill, I
was intimidated by the 
situation. But I remained
client-centered, kept the
session focused on HIV
risks, and provided a
referral to a local mental
health center.”

Implications for Counseling
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A Counselor’s Perspective
“When clients tell me that
they suffer from severe
depression or anxiety, I’m
sometimes tempted to try
to help them feel better,
but I know my limitations
and that my mission is to
discuss HIV risks.”



Inquire if the client is receiving
treatment for depression, and if the
client is not, encourage him or her
to seek treatment by acknowledg-
ing the severity of the depression
and its effect on the client’s risk.

Some clients may say that they
engage in unprotected sex during
periods when they do not take
their prescribed antipsychotic
medications. In such situations,
explore if clients might be able to
use protection during these peri-
ods. Encourage clients who have
not spoken with their physicians
about this to do so. It may help to
point out that, according to what
the client has said during the ses-
sion, the client’s HIV risk is direct-
ly related to medication lapses.
When clients say they dislike the
side effects of their medication,
empathize and encourage them to
discuss this with their providers
because it may be possible to make
alterations in treatment regimens.

Clients with a history of depres-

sive or anxiety disorders may also
have a history of substance use,
sometimes as a way to self-med-
icate in an attempt to feel better.
During these situations, clients
may act out their feelings by plac-
ing themselves at risk for HIV
infection through unprotected sex
or needle sharing.

When working with clients who
self-medicate, proceed with the
session as with any client whose
risks for HIV are influenced by
substance use, and encourage these
clients to speak openly with their
physicians about their need to use
alcohol or other drugs to feel better
and how this affects their risk for
HIV infection. 

In some cases, a client who does
not say that he or she is depressed
and who reports engaging in high
risk behaviors may appear to have
symptoms of depression. Ask the
client what he or she thinks is the
cause of his or her risk taking. If
this approach yields nothing, it

may be helpful to say, “You seem
upset about something, and I’m
wondering if it may have some-
thing to do with your placing
yourself at risk?” 

Sometimes this will generate a
response from the client about his
or her feelings, about the situation
connected with the feelings, or
about how the risk is connected to
the feelings. Reflect back to the
client the risk and its co-factors—
the feelings of depression—and ask
if the client is in treatment. If the
client is not in treatment, discuss
the ways in which these feelings
seem directly related to the client’s
risk. After acknowledging the seri-
ousness of the client’s risk, offer an
appropriate referral. If the client
does not recognize a connection
between his or her feelings and
risks, remain client-centered and
discuss other risk concerns the
client may have.

Some clients with anxiety disor-
ders may be overly concerned
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about becoming infected with HIV,
despite having little or no risk.
These clients may also test with
great frequency. It may be helpful
for counselors to explain to such
clients that there is no medical rea-
son for them to test in light of their
risk history. Empathize with the
client’s fear, and offer a referral for a
support group that may help the
client to manage the anxiety.
Counselors, however, should not
deny testing services to such clients.

People experiencing a manic
episode of a bipolar disorder may
feel euphoric and invincible. In
addition, they may have many sex
partners and be unwilling or
unable to use protection. Manic
episodes cause people to act
impulsively and to have little self
control or ability to monitor their
behavior. Drug or alcohol use com-

pounds this situation, making it
even less manageable.

Referrals
Depending on the client’s

degree of mental illness and the
success of the client’s treatment, a
referral to a support group or to an
assertiveness training group or
class may be appropriate. 

Determining how well the client
can stay on track and express him
or herself will help the counselor
make an appropriate referral. A
client who is somewhat chaotic
would disrupt a group setting;
individualized or group psy-
chotherapy designed for people
with severe mental illness would
be a more appropriate referral for
such a client. For those clients with
a mental illness that is not gravely
disabling and for whom a cogni-

tive learning environment is not
overwhelming, assertiveness train-
ing may be a good way to learn
negotiation skills. Explore with the
client how he or she may feel about
being in a group. For clients who
believe that being in a group
would be too overwhelming, pro-
vide a referral to individualized
assertiveness training focusing on
sexual negotiation.

Some other referrals for clients
with mental illness may include
the community mental health pro-
gram through the local department
of public health, therapists (includ-
ing those who accept MediCal),
and STD clinics, if the client has a
history of unprotected sex. Clients
who abuse substances may benefit
from referrals to local Alcoholics
Anonymous (AA) or Narcotics
Anonymous (NA) meetings.

Intervention
Find out what factors are at play for Casey when

she places herself at risk. Ask her if she thinks any-
thing other than alcohol affects her risk, perhaps by
saying, “Alcohol seems to play a role, but there are
times when you have not been drinking and have
put yourself at risk. I’m wondering if anything else
is going on for you that contributes to your risk.” If
Casey cannot think of any other risk factors, ask if
her medications may be playing a role in her risk.
Casey might say that she occasionally manipulates
the dosage levels of her psychiatric medications to
bring about her manic episodes because these are
the only times she feels good enough about herself
to have sex. 

In this case, empathize with Casey and encourage
her to speak with her physician about her medica-
tion and about her risks during manic episodes. If
Casey is reluctant to discuss this with her physician,
tell her that she can do it in a way that is comfort-
able for her, such as by leaving out the part about

picking up multiple sex partners and focusing
instead on her manic episodes and her inability at
those times to negotiate safer sex. Explain that the
physician may need this information to better adjust
her medication regimen. 

Acknowledge the seriousness of Casey’s situation,
and explore if she is able to use condoms at other
times apart from manic episodes. It may be that
Casey lacks the skills necessary to successfully nego-
tiate condom use with a sex partner. If this is the case,
make a referral to a support group or an assertive-
ness training that would help her develop these
skills. A referral to local Alcoholics Anonymous (AA)
meetings would also be appropriate. 

Emphasize the seriousness of Casey’s risk while
expressing concern about the times that she com-
bines alcohol with her medications. While remain-
ing empathetic, the counselor should acknowledge
his or her lack of information and expertise regard-
ing Casey’s disorder and related medications while
keeping the session focused on HIV risk reduction. 

Case Study
Casey is a 28-year-old, heterosexual, single woman who has bipolar disorder. Although well-informed about HIV, she

often has unprotected sex with multiple partners. Although Casey has met many men at bars while drinking alcohol,
she says that she has also had unprotected sex when she has not been drinking. She says that she enjoys the thrill of
“picking up men and taking them home to have wild sex.” 
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Review Questions
1. True or False: The hospitaliza-
tions, medications, and behavioral
limitations that are common to
people with mental illness make
them unlikely to engage in HIV
risk behavior.

2. True or False: Symptoms of a
mental illness do not affect a per-
son’s risk behavior.

3. Options for treating mental ill-
ness include: a) psychiatric medica-
tion; b) group support therapy; 
c) individual psychotherapy; d) all
of the above.

4. Risky sex for people with mental
illness often occurs as a result of: 
a) coerced sex; b) trading sex for
money or food; c) having sex with
injection drug-using partners; 
d) all of the above.

5. True or False: Most clients with
mental illness are likely to know
their HIV infection status because
of repeated hospitalizations.

6. What is the estimated rate of
HIV infection among people with

mental illness in the United States?
a) 2 percent; b) 8 percent; c) 35 per-
cent; d) 50 percent.

7. People with mental illness are
often at increased risk for HIV
infection as a result of which of the
following factors? a) homelessness;
b) poor social skills; c) incomplete
or inaccurate HIV knowledge; 
d) all of the above.

8. The term “dual diagnosis” often
refers to people with mental illness
who also: a) have a learning dis-
ability; b) abuse substances; c) are
homeless; d) are unemployed.

Discussion Questions
1. How can counselors respond to
clients whose mental illness
impedes them from comprehend-
ing their HIV risks?

2. How can counselors be aware
of referrals that are appropriate for
clients with mental illness?

3. If a counselor feels unable to
communicate effectively with a
client with mental illness, what
should the counselor do?

4. What should counselors do
when they have reason to believe a
client has a mental illness even
though the client does not disclose
such a condition during the coun-
seling session?

5. What can counselors do when
faced with a client who seems to be
overwhelming due to a possible
mental health disorder?

Answers
1. False. Research has shown that HIV risk
behaviors such as unprotected sex with
multiple partners and injection drug use are
common among people with mental illness.

2. False. Symptoms such as mania may cause
people to act impulsively and increase the
likelihood that they may engage in behaviors
that place them at high risk for HIV infection.

3. d.

4. d.

5. False. Many mentally ill clients do not
know their HIV status, and many incorrectly
believe that HIV antibody testing is a part of
their routine medical examinations.

6. b.

7. d.

8. b.

Test Yourself 
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DID YOU KNOW?
FREE searchable archive
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