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Patients with severe mental ill-
nesses have higher rates of
common medical conditions

and worse health outcomes associat-
ed with those conditions than the
general population (1–9). Recent
studies also show that patients with
severe mental illnesses have high
rates of HIV infection (10–12) as a re-
sult of risky sexual behavior, sexual
victimization, and substance abuse
(13–21), although little is known
about the HIV care these patients re-
ceive or their health outcomes.

Research on patients with severe
mental illnesses and medical condi-
tions other than HIV suggests their
worse outcomes partly reflect unique
barriers to care and poorer quality of
care. This group is at risk of worse
medical care because they are often
poor and unemployed and have limit-
ed or no access to health care. Also,
they often have cognitive deficits and
poor interpersonal skills that interfere
with access to medical care and ad-
herence to medical regimens (20).
For example, they may not verbalize
concerns (22–25), or they may deny
illness (26), be reluctant to see doc-
tors other than their psychiatrists
(27), or accept inadequate medical
care (28). Navigating the medical en-
titlement and insurance systems may
be particularly difficult for patients
with severe mental illnesses. These
problems are often exacerbated by
poor coordination between mental
and physical health care systems and
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Objective: This study explored how HIV care differs for infected per-
sons with and without severe mental illness. Methods: Data were ob-
tained through interviews with and chart review of 295 patients with se-
vere mental illness and HIV from public mental health agencies in Los
Angeles County and New York City. Data were compared with data from
1,294 HIV patients without severe mental illness from a separate na-
tional probability sample. Measures were difficulty obtaining care,
whether patients recommend their HIV care provider, hospital problem
score, functional health status, and disability days. Results: In Los An-
geles, HIV patients with severe mental illness were more likely than
those without severe mental illness to have difficulty obtaining care
(p<.001); to not recommend their provider (10% versus 5%, p=.007);
and to have problematic hospital care (p=.001), poor health status
(p=.001), and more disability days (p<.001). In New York City, HIV pa-
tients with severe mental illness were more likely than patients without
severe mental illness to have difficulty obtaining care (p=.002) and not
recommend their provider (p=.02). The relationship between severe
mental illness and health status in Los Angeles and access in New York
City became insignificant after adjustment for sociodemographic fac-
tors, drug use, and CD4 cell count. Further adjustment for higher case
management rates among HIV patients with severe mental illness re-
duced disparities only in the West. Conclusions: Patients with severe
mental illness experienced more problems with HIV care than patients
without severe mental illness, although high case management rates for
patients with severe mental illness may have offset some problems. (Psy-
chiatric Services 58:681–688, 2007)
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providers (24). Thus the complexity
of treatment for HIV infection, with
its needs for close monitoring, tight
adherence, and frequent dosing of
medications, may be particularly
problematic for patients with severe
mental illnesses and HIV.

Given the challenges associated
with severe mental illness in treating
medical illnesses, we sought to exam-
ine its impact on HIV care. To do this,
we examined barriers to obtaining
care, experience with outpatient care,
problems with hospital care, extent of
disability days, and functional health
status for adults with severe mental
illness and HIV in public mental
health clinics in Los Angeles and New
York City. We then compared these
observations with similar data from a
sample of adults who had HIV but not
severe mental illness; this sample was
part of the HIV Cost and Service Uti-
lization Study (HCSUS) (29). We also
conducted secondary analyses com-
paring subsistence needs and access
to case management services be-
tween the two patient groups because
these factors may contribute to differ-
ences in care and outcomes (30–35).

Methods
Study population
Adults with severe mental illnesses
and HIV were recruited from pub-
licly funded mental health agencies in
Los Angeles between September
1998 and August 1999 and in New
York City between August 1999 and
May 2002. To identify sites that cared
for patients with severe mental illness
and HIV, we surveyed freestanding
mental health clinics and programs
intended for people with mental ill-
ness in jails, hospitals, and other facil-
ities. We then visited the sites to de-
termine how many patients with se-
vere mental illness and HIV were eli-
gible for the study and to ask
providers to refer them. Severe men-
tal illness was defined as having a pri-
mary diagnosis of schizophrenia,
schizoaffective disorder, bipolar dis-
order, or major depressive disorder
with psychotic features. Patients
whose psychiatric diagnoses were
secondary to HIV or substance abuse
were excluded. After explaining the
study to eligible patients, informed
consent was obtained. Consenting pa-

tients were interviewed, and blood
samples were drawn within a few
months of the interview. The study
protocol was approved by local insti-
tutional review boards as well as by
RAND’s.

In Los Angeles, 96 agencies were
contacted and responded. Forty-
nine reported caring for patients
with severe mental illness and HIV,
but only 25 agencies had eligible pa-
tients. We identified 252 eligible pa-
tients in Los Angeles, and we inter-
viewed 155 patients (62%) from 23
agencies. In New York City, 434
agencies were contacted. Of 199
agencies that responded, 65 report-
ed caring for patients with severe
mental illness and HIV, and 57 had
eligible patients. We identified 178
eligible patients in New York City,
and we interviewed 140 patients
(79%) from 56 agencies.

HIV patients who did not have se-
vere mental illness (“HIV only”) were
drawn from the HCSUS cohort, a na-
tional probability sample of HIV-pos-
itive adults receiving treatment (29).
We selected patients by using a three-
stage sampling design, in which geo-
graphical areas, medical providers,
and patients were sampled succes-
sively (36,37). Surveys were conduct-
ed in three waves, the last of which in-
volved 2,267 patients (79% of the
original sample) and occurred be-
tween August 1997 and January 1998.
To make the timing of the interviews
as comparable as possible with the
other groups, we used HCSUS re-
spondents from this final wave as our
sample of HIV-only patients. Blood
samples from these respondents were
obtained in 1998.

Because the HCSUS sampling de-
sign was intended to produce nation-
al and regional—rather than state or
regional—estimates of utilization and
costs, HCSUS data are not strictly
comparable with the data obtained
from the two metropolitan areas.
Nonetheless, the HCSUS data pro-
vided reasonable benchmarks to help
identify potential disparities in access
to or experience of treatment. We
compared the HCSUS subsamples
from the Western and Eastern re-
gions of the United States with pa-
tients with severe mental illness and
HIV from Los Angeles and New York

City, respectively. Of the HCSUS re-
spondents who participated in the
second follow-up interview, 762
(35%) were from the West, and 532
(24%) were from the East.

Measures
To compare HIV care, we used items
on the HCSUS already administered
to that sample to interview the New
York and Los Angeles patients with
severe mental illness and HIV
(www.rand.org/health/projects/hcsus/
questionnaires.html). On the basis of
results of two pilot tests, we modified
some items to make them more un-
derstandable to patients with severe
mental illness and HIV. To collect the
data, RAND staff conducted comput-
er-assisted interviews. Blood samples
were used to determine CD4 cell
counts, a measure of a specific type of
immune cell that decreases as HIV
progresses.

We measured barriers to care, ex-
perience with care, and health out-
comes, all of which can be reliably
and validly measured among patients
with severe mental illness (38–40).
Barriers to care and experience with
outpatient care were both measured
by single items, which were, respec-
tively, “During the last six months, did
you ever need physical health care
but could not get it?” and “Would you
recommend your usual source of HIV
care to other people with HIV?”

Patients’ experience with a recent
hospital stay for physical health care
was measured with a ten-item hospi-
tal problem score derived from the
Picker Survey (41). These items were
as follows: one main physician was in
charge of care, it was easy to talk to
staff about things that worried the pa-
tient, the patient received timely
help, answers to questions were un-
derstandable, the patient was treated
with respect and dignity, pain was
controlled, physicians and nurses did
not contradict each other, worries
about the condition or treatment
were addressed, tests were explained
understandably, and the patient could
contribute to treatment decisions.
The hospital problem score was the
percentage of items indicating a
problem.

There were several additional
measures. Functional health status
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and disability days were derived from
the 36-item Short-Form Health Sur-
vey of the Medical Outcomes Study
(42). The health status scale included
nine items (α=.87 and .92, respective-
ly, in samples of HIV patients with
and without severe mental illness) re-
garding the extent to which, in the
past four weeks, the patient’s health
limited vigorous activities, climbing
one flight of stairs, walking more than
one mile, walking one block, bathing
or dressing, preparing meals or doing
laundry, shopping, getting around at
home, and feeding oneself. Scores
were calculated as the average across
items and were standardized on a
scale from 0 to 100 points, with high-
er scores indicating better health.
Disability days were measured as
days in the past month in which at
least half of the day was spent in bed
because of health problems. We also
collected data regarding age, sex, race
and ethnicity, income, route of HIV
exposure, recent drug use, case man-
agement, and CD4 cell count.

Statistical analyses
Separate weighting schemes were
used to account for the different de-
sign characteristics of the HIV sam-
ples with and without severe mental
illness (43). Because the sample with
severe mental illness represented the
universe of patients with severe men-
tal illness and HIV known by public
health agencies and willing to be in-
terviewed at the time of the study, a
weight of 1 was assigned to each pa-
tient with severe mental illness. Ob-
servations of the sample without se-
vere mental illness were weighted to
reflect probability of selection across
subpopulations, attrition over time,
provider and participant nonre-
sponse, and number of providers. All
analyses were conducted with Stata
software, version 7.0.

Because patients and systems of
care differed across the two sites, we
separately analyzed data for patients
from the two metropolitan areas. We
compared unadjusted measures for
patients with and without severe
mental illness by using Student’s t test
for continuous variables and Pear-
son’s chi square test for categorical
variables. For multivariate analyses of
care and outcome measures, we used

logistic regression for dichotomous
measures and linear regression for
continuous measures. All models ad-
justed for demographic and clinical
factors, including age, sex, race and
ethnicity, income, route of HIV expo-
sure, recent drug use, and CD4 cell
count. We did not adjust for whether
patients had a case manager because
case management and psychiatric sta-
tus were highly correlated; 267 pa-
tients (91%) with severe mental ill-
ness and HIV had a case manager,
whereas 569 patients (44%) without
severe mental illness had one.

We also conducted several sensitiv-
ity analyses. First, to detect bias re-
sulting from patients in the HIV-only
HCSUS samples who might have had
severe mental illness, we developed a
three-item index based on use of psy-
chiatric hospital services and medica-
tions to identify these persons. Thir-
ty-nine patients (3% of HCSUS un-
weighted sample) were identified
with this criterion. This low number
was consistent with the HCSUS focus
on nonpsychotic disorders, such as
panic disorder, dysthymia, general-
ized anxiety disorders, and major de-
pression (29,36). When we excluded
these 39 patients from the analyses,
results were unchanged.

Second, we reran the primary
analyses without controlling for histo-
ry of HIV exposure (such as use of in-
jected drugs) or recent drug use, be-
cause adjusting for these measures
could mask important differences in
the experience of HIV patients with
and without severe mental illness.
Again, results were unchanged.
Third, to determine whether the ex-
tended data collection period for pa-
tients with severe mental illness and
HIV in New York City biased results,
we ran separate analyses on that
group in which the year of interview
was included with other covariates.
Although respondents interviewed in
2002 (9% of the sample) were less
likely to report being unable to obtain
care than those interviewed in 2000,
year was not associated with other
measures.

Results
Characteristics of respondents
Patients’ characteristics differed by
metropolitan area and region (Table

1). Among patients with severe men-
tal illness and HIV, more in Los An-
geles than in New York City were
young, male, white, and college edu-
cated; had high income; were ex-
posed to HIV through homosexual
male contact; and recently used hero-
in or cocaine. Among HIV patients
without severe mental illness, more in
the West than in the East were young,
male, white, and college educated;
had high income; were exposed to
HIV through homosexual male con-
tact; and had CD4 cell counts of 500
or above.

Compared with HIV patients in the
West who did not have severe mental
illness, fewer Los Angeles HIV pa-
tients with severe mental illness were
male, white, and educated beyond
high school; had high income; or were
exposed to HIV through homosexual
male contact. Also, more of this group
were exposed to HIV through use of
injected drugs, had recently used
heroin or cocaine, and had CD4 cell
counts of 500 or above. Compared
with HIV-only patients in the East,
fewer New York City patients with se-
vere mental illness and HIV were
white and educated beyond high
school; had high income; and were
exposed to HIV through homosexual
male contact. Also, more patients of
this group had CD4 cell counts of 500
or above.

Barriers, patient experience,
and health outcomes
Los Angeles HIV patients with severe
mental illness were more likely than
patients without severe mental illness
in the West to report being unable to
obtain care (18% versus 5%; p<.001)
(Table 2). They also had higher hospi-
tal problem scores (36% versus 17%;
p=.001); there were more frequent
problems on six of ten items, includ-
ing having more than one physician in
charge of care, not receiving needed
help, not receiving understandable
answers, physicians and nurses con-
tradicting one another, tests not ex-
plained in an understandable way,
and lack of involvement in treatment
decisions. Patients with severe mental
illness were also less likely to recom-
mend their outpatient HIV provider
(10% versus 5%; p=.007) and had
worse functional health status (78.0
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versus 85.4; p=.001) and more dis-
ability days (6.1 versus 2.4; p<.001).

New York City HIV patients with
severe mental illness were more like-
ly than patients in the East without
severe mental illness to report being
unable to obtain care (16% versus
7%; p=.002) and less likely to recom-
mend their HIV provider to others
(9% versus 3%; p=.02) (Table 2).
However, patients with severe mental
illness and HIV did not differ on oth-

er measures from the Eastern U.S.
group without severe mental illness.

After we adjusted for demographic
and socioeconomic factors, exposure
history, drug use, and CD4 cell count
(44) (Table 3), we found that Los An-
geles patients with severe mental ill-
ness and HIV were more likely than
patients in the West without severe
mental illness to have difficulty ob-
taining care (relative risk [RR]=3.0,
p<.05) and experience problems with

hospitalization (b=14.8, p<.05), were
less likely to recommend their outpa-
tient provider (RR=3.2, p<.01), and
reported more disability days (b=1.8,
p<.01). However, the relationship
between the presence of severe men-
tal illness and functional health status
was reduced to borderline signifi-
cance (b=–6.2, p=.07). New York City
patients with severe mental illness
and HIV remained less likely to rec-
ommend their outpatient provider
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Sociodemographic and clinical characteristics of HIV patients with and without severe mental illness, by region

Western U.S. HIV patients Eastern U.S. HIV patients

With severe mental Without severe With severe mental Without severe 
illness (N=154)a mental illness illness (N=140)d mental illness 

(%) (weighted (%) (weighted
Characteristic N % N=762)b pc N % N=532)e pf

Age
18–34 42 27 26 22 16 24
35–49 95 62 62 .82 92 66 61 .13
≥50 15 10 12 25 18 15

Sex
Male 129 84 93 .02 77 55 65 .03
Female 25 16 7 63 45 35

Race
White 62 40 68 13 9 31
Black 59 38 8 <.001 91 65 44 .005
Hispanic 22 14 17 32 23 23
Other 12 8 7 6 4 2

Education
Less than high school 52 34 10 77 55 33
High school 66 43 20 <.001 56 40 30 <.001
Some college or technical school 8 5 36 4 3 26
College graduate or postgraduate 29 19 34 3 2 11

Incomeg

$0–$5,000 45 29 2 76 54 7
$5,000–$10,000 18 12 3 11 8 6
$10,000–$25,000 34 22 20 <.001 36 26 33 <.001
>$25,000 57 37 75 17 12 54

Exposure to HIV
Use of injected drugs 65 42 17 55 39 44
Men who have sex with men 68 44 73 <.001 22 16 22 <.001
Heterosexual contact 14 9 6 34 24 26
Other 8 5 4 29 21 8

Drug use (heroin or cocaine
use in past 12 months) 49 32 9 <.001 20 14 12 .62

CD4 cell counth

≥500 82 53 31 76 54 23
200–499 48 31 49 <.001 46 33 48 <.001
50–199 22 14 17 17 12 23
0–49 2 1 3 1 1 7

a Los Angeles sample
b The sample, from the HIV Cost and Services Utilization Study, was weighted to the Western United States. Values are expressed as percentages.
c Comparison of Los Angeles sample and population of Western United States, with statistical significance over all categories of each variable listed
d New York City sample. All comparisons with the Los Angeles sample with severe mental illness were significant (p<.05) except for the variable CD4

cell count.
e The sample, from the HIV Cost and Services Utilization Study, was weighted to the Eastern United States. Values are expressed as percentages. All

comparisons with the Western U.S. population without mental illness were significant (p<.05) except for the variables age and drug use.
f Comparison of New York City sample and population of Eastern United States, with statistical significance over all categories of each variable listed
g Sample size for income differed slightly from that of other variables because missing data imputation was not conducted for that variable.
h The lower the cell count, the greater the progression of HIV.
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than HIV patients in the East with-
out severe mental illness (RR=12.5,
p<.001), but the relationship be-
tween the presence of severe mental
illness and barriers to care was no
longer significant.

In additional bivariate analyses to
assess whether competing subsis-
tence needs (45,46) differentially af-
fected barriers to HIV care, we com-
pared the patients with and without
severe mental illness on the following
item: “In the past six months, have
you ever had to go without health
care that you needed because you
needed the money for food, clothing,
housing, etc.?” Los Angeles patients
with severe mental illness and HIV
were more likely than comparable pa-
tients without severe mental illness to
forgo care because of costs (20% ver-
sus 6%; F=18.83, df=1 and 348,
p<.001). However, the same compar-
ison between groups in New York
City was not significant.

Access to case managers also dif-
fered between HIV patients with and
without severe mental illness. Al-

though all patients in the study had a
regular source of care, only 44% of
HIV patients without severe mental
illness had a case manager compared
with 91% of HIV patients with severe
mental illness (F=147.4, df=1 and 348,
p<.001). Patients with severe mental
illness and HIV in New York City were
more likely than those in Los Angeles
to have a case manager (95% versus
88%, χ2=4.90, df=1, p=.03).

Discussion
In this study, we sought to determine
the impact of severe mental illness on
HIV care. We found that compared
with HIV patients without severe
mental illness, HIV patients with se-
vere mental illness had more difficul-
ty obtaining medical care, were less
satisfied with their outpatient HIV
care, had more problems during hos-
pitalization, had worse functional
health status, and had more disability
days. These differences were present
for all five measures in Los Angeles
and for two measures in New York
City and were only partially explained

by potential confounders. Our find-
ings are consistent with prior studies
of patients with severe mental illness
with conditions other than HIV (3,4,
6,8,26).

These results are likely a conserva-
tive estimate of barriers to and prob-
lems with HIV care for patients with
severe mental illness and HIV. In our
study, this group had access to case
managers and related services
through mental health agencies.
Many people with severe mental ill-
ness, however, receive no mental
health care (47) or case management
services, so their HIV care might be
substantially worse. Case manage-
ment can help address problems with
subsistence needs, access to HIV
care, attendance at appointments,
and adherence to antiretroviral thera-
py (48). With adequate case manage-
ment, many patients with severe
mental illness and HIV achieve ad-
herence rates equal to or better than
HIV patients without severe mental
illness (49).

The relatively modest differences
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Unadjusted care and outcome measures for HIV patients with and without severe mental illness, by region

Western U.S. HIV patients Eastern U.S. HIV patients

Without Without
With severe With severe
severe mental severe mental
mental illness mental illness
illness (weighted illness (weighted

Measure (N=154)a N=762)b Statistic df p (N=140)c N=532)d Statistic df p

Could not get needed
medical care (%)e 18 5 F=19.3 1, 348 <.001 16 7 F=9.7 1, 348 .002

Would not recommend HIV
provider to others (%)f 10 5 F=7.3 1, 348 .007 9 3 F=5.9 1, 348 .02

Hospital problem score
(M±SE)g 36.0±4.8 16.6±3.1 t=–3.3 186 .001 29.2±5.3 22.7±2.3 t=–1.1 160 .26

Functional health status
(M±SE)h 78.0±2.0 85.4±1.1 t=3.3 186 .001 83.7±1.8 78.8±2.0 t=–1.8 160 .07

Days spent in bed because 
of illness (M±SE)i 6.1±.7 2.4±.2 t=–5.6 186 <.001 4.4±.6 3.2±.3 t=–1.9 160 .06

a Los Angeles sample
b The sample, from the HIV Cost and Services Utilization Study, was weighted to the Western United States.
c New York City sample
d The sample, from the HIV Cost and Services Utilization Study, was weighted to the Eastern United States.
e Sample size differs slightly due to differences in response rates: N=28 Los Angeles patients with severe mental illness, N=23 New York City patients

with severe mental illness.
f Sample size differs slightly due to differences in response rates: N=15 Los Angeles patients with severe mental illness, N=12 New York City patients

with severe mental illness.
g Sample size differs because it applied to only those hospitalized in the past six months: 67 Western patients without severe mental illness, 20 Los An-

geles patients with severe mental illness; 119 Eastern patients without severe mental illness, 24 New York City patients with severe mental illness. Pos-
sible scores range from 0 to 100, with higher scores indicating more problems (41).

h Sample size differs slightly due to differences in response rates. Possible scores range from 0 to 100, with higher scores indicating better health (42).
i Sample size differs slightly due to differences in response rates.
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between HIV patients with and with-
out severe mental illness may also be
a consequence of the relatively high
rates of case management available
to the former in our sample. The
HIV patients without severe mental
illness had a regular source of care,
but the proportion assigned to case
managers was less than half that of
HIV patients with severe mental ill-
ness. Although we did not assess
quality of case management or med-
ication use, patients with severe
mental illness and HIV in our sample
had higher adjusted CD4 cell counts.
In a separate report focused on clini-
cal process of care in the Los Angeles
sample, we found that patients with
severe mental illness received rigor-
ous antiretroviral therapy and moni-
toring of their CD4 cell counts and
viral loads at rates that were at least
equal to those of HIV patients with-
out severe mental illness (50).

Differences in care tended to be
smaller and to occur on fewer meas-
ures in New York City than in Los An-
geles. This pattern of results could oc-
cur if a greater proportion of both
groups of patients in New York City
received their HIV care from HIV
specialists or specialized HIV clinics.
Such providers may have more expe-
rience caring for HIV patients from
vulnerable populations than a pri-
mary care provider who sees relative-
ly few HIV cases. Even without de-

tailed knowledge of the organization
of care, however, it was clear from our
findings that more resources are de-
voted to providing services for HIV
patients and for seriously mentally ill
patients in New York City than in Los
Angeles. At the state level, New York
has the highest expenditures per re-
ported AIDS case, received the high-
est “mental health generosity” score,
and ranks highest in mental health ex-
penditures (31,51). California spends
far less on its AIDS cases and ranks
31st among all states in mental health
expenditures (34,51). New York State
also implements more specialty as-
sessment and treatment services for
HIV patients with severe mental ill-
ness. Patients with severe mental ill-
ness and HIV in New York City were
more likely than those in Los Angeles
to have a case manager and had bet-
ter scores on several indicators influ-
enced by case management (48). Giv-
en the relatively small differences in
case management rates, however, it is
unlikely that case management, per
se, accounted for all differences be-
tween the two metropolitan areas.

Unmeasured differences in the way
patients with and without severe
mental illness respond to questions
about their care may explain some of
our results. For example, patients
with worse physical or mental health
tend to report more problems and be
less satisfied overall with their health

care (40,52). However, sicker patients
or patients with more complex illness-
es, including those with co-occurring
psychiatric conditions, also evoke
more negative reactions from health
care providers, which can, in turn, de-
crease patients’ satisfaction with their
care (40,53,54). Similarly, the com-
plex care required by these patients
creates more opportunities for mis-
communication and unexpected de-
velopments than exist for patients
whose problems are less complex
(55,56). Finally, the differences be-
tween Los Angeles and New York
City, particularly the lower rate of re-
ported barriers or problems, do not
support the notion of a consistent re-
porting bias among patients with se-
vere mental illness.

Our study had several limitations.
First, our samples of patients with se-
vere mental illness were drawn from
two large metropolitan areas with rel-
atively well-developed mental health
and HIV services. Our results may
not be generalizable to those with se-
vere mental illness in areas with few-
er services (33,34,57,58). Second,
hospitalization was infrequent for
HIV patients with and without severe
mental illness, in part because by
1998, when the data collection for
this study began, use of highly active
antiretroviral therapy was wide-
spread. Thus, although differences in
rates of problems during hospitaliza-
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Adjusted association for care and outcome measures between HIV patients with and without severe mental illness, by 
regiona

Western United Statesb Eastern United Statesc

Adjusted Adjusted
Measure N 95% CI statisticd N 95% CI statisticd

Could not get needed medical care 846 1.0 to 7.4∗ RR=3.0 495 .30 to 6.4 RR=1.6
Would not recommend HIV provider to others 844 1.4 to 6.6∗∗ RR=3.2 510 4.2 to 23.1∗∗∗ RR=12.5
Hospital problem score 85 –.1 to 29.7∗ b=14.8 111 –6.1 to 20.0 b=6.9
Functional health status 846 –12.9 to .4 b=–6.2 550 –3.6 to 7.0 b=1.7
Days spent in bed because of illness 846 –.8 to 2.9∗∗ b=1.8 550 –1.4 to 0.4 b=–.5

a Analyses adjusted for sex, age, race and ethnicity, education, income, CD4 cell count, exposure to risk, and recent drug use.
b The group with severe mental illness and HIV was sampled in Los Angeles; the group with HIV alone was weighted to the Western U.S. population.
c The group with severe mental illness and HIV was sampled in New York City; the group with HIV alone was weighted to the Eastern U.S. population.
d The odds ratio from the logistic regression for predicting the odds of HIV patients with severe mental illness in comparison with those without severe

mental illness was converted to relative risk (RR) with the Zhang adjustment (44). We used the unstandardized regression coefficient (b) from the lin-
ear regression analyses.
∗p<.05

∗∗p<.01
∗∗∗p<.001
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tion were statistically significant, esti-
mated rates of hospital problems are
not precise. Third, because respon-
dents’ health status and disability days
before becoming infected with HIV
were unknown, we cannot rule out
the possibility that disparities on
these measures were due to psychi-
atric status rather than to differences
in HIV care. Indeed, we would expect
general health status and disability to
be somewhat worse for HIV patients
with severe mental illness than for
those without. Similarly, we cannot
rule out the possibility that unmea-
sured differences related to sample
timing, particularly for the New York
City sample, could have influenced
results, but sensitivity analyses sug-
gest that any significant relationships
caused by timing were small and un-
likely to change our findings.

A final caveat is that because the
comparison group without severe
mental illness was obtained from a
separate study with a different sam-
pling design and other possible differ-
ences, our results should be viewed as
only suggesting but not confirming
disparities in care. Additional re-
search using directly comparable data
is needed to verify apparent dispari-
ties and clarify underlying causes.

Conclusions
The results from this study suggest
that the presence of severe mental ill-
ness may negatively affect HIV care,
given that patients with severe mental
illness and HIV in our sample experi-
enced more barriers to and problems
with HIV care than did HIV patients
without severe mental illness from a
separate national probability study.
Nonetheless, potential problems fac-
ing these patients may have been par-
tially offset by case management serv-
ices available to them, particularly in
New York City. Although broader and
more effective interventions are
needed, these results suggest contin-
ued investment in special services for
patients who have severe mental ill-
ness and HIV will help ensure ade-
quate access to critical HIV services.
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