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HIV Prevention News 
About Persons With 
Severe Mental Illnesses 
Himelhoch, McCarthy, et al. (2007) 
“examined data from a national 
sample of veterans who received a 
diagnosis of serious mental illness 
[SMI] (schizophrenia, bipolar disor­
der, and other, nonorganic psycho­
ses) in fiscal year 2002 (FY2002) 
(N=191,625) and from a national ran­
dom sample of veterans in FY2002 
who did not receive [SMI] diagnoses 
(N=67,965)” (p. 1165). Himelhoch 
and colleagues found that the crude 
recorded prevalence of HIV was 
1.0% among persons with SMI and 
0.5% among persons without SMI. 

Multivariate analyses indicated 
that individuals with bipolar dis­
order were no more likely than 
those without ... [any SMI] to 
have a recorded HIV diagnosis ..., 
whereas those with other[, non­
organic] psychoses were more 
likely to have one ... . An interac­
tion was observed between 
schizophrenia and substance 
use disorder. Compared with pa­
tients who had neither schizo­
phrenia nor a substance use dis­
order, those with schizophrenia 
without a substance use disor­
der were less likely to have a re­
corded HIV diagnosis ..., where­
as those with a substance use 
disorder were more likely to have 
... [one]. (p. 1165) 

The investigators reason that, 

[g]iven the continued risk for HIV 
in this vulnerable population ..., 
ongoing efforts by mental health 
providers to provide consistent 
primary and secondary HIV pre­
vention education ... [are] war­
ranted ... . This may be particu­
larly important for individuals with 
schizophrenia who are known to 
be abusing drugs or alcohol, be­
cause the findings indicate that 
patients with schizophrenia who 
also had a substance use disor­
der were at greater risk of being 
diagnosed as having HIV. It also 
may be particularly important for 
mental health professionals to 
monitor ... and maximize psychi­
atric treatment interventions that 
may reduce the risk during an 
acute psychiatric episode of high­
risk sexual behavior or use of il­
licit substances – for example, 
optimizing treatment of bipolar 
disorder to prevent mania. (p. 
1171) 

About Persons 
Who Use Substances 
Hendershot, Stoner, George, and 
Norris (2007) explored dispositional 
influences on sexual risk taking 
among 611 heterosexual young 
adult drinkers of alcohol, a sample 
that was 49% female and 76% white, 
with an average age of 25 years. The 
investigators found that 

sexual sensation seeking pre­
dicted HIV risk directly as well 
as indirectly via sex-related alco­

hol expectancies and drinking in 
sexual contexts. This finding sug­
gests that alcohol expectancies 
and drinking before sex represent 
proximal pathways through which 
dispositional factors such as 
sexual sensation seeking influ­
ence sexual risk behavior. Gen­
der differences in the relationships 
among the variables were not 
supported, demonstrating that 
sexual sensation seeking, alco­
hol expectancies, and drinking 
before sex function similarly in 
predicting sexual risk behavior 
among heterosexual men and 
women in the present study. (pp. 
368-369) 

On the basis of these findings, 
Hendershot and colleagues suggest 
that “[i]nterventions could benefit from 
targeting alcohol expectancies and 
drinking before sex in individuals with 
a dispositional tendency toward 
sexual risk taking” (p. 365). Even 
though 

personality factors may pose in­
transigent targets for interventions 
..., understanding the role of rel­
evant personality constructs 
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could nonetheless help to iden­
tify high-risk individuals and/or 
anticipate intervention effective­
ness, perhaps enhancing the ef­
ficacy of individualized interven­
tions ... . In addition, the avail­
ability of efficacious cognitive­
behavioral strategies for reducing 
substance use behavior ... as well 
as preliminary evidence that 
drinking patterns can be altered 
via manipulation of expectancies 
... suggest[s] that drinking and 
expectancies could serve as vi­
able intervention targets for indi­
viduals with a dispositional pro­
clivity for risk taking. (p. 371) 

On the subject of efficacious inter­
vention strategies, Margolin et al. 
(2007) have built upon their previous 
work “by assessing the efficacy of 
3-S [spiritual self-schema] thera-
py1 in a different patient population – 
drug users living with HIV/AIDS – 
using a new 12-session version of 
the therapy (3-S+)” (p. 984). In brief, 
3-S+ therapy is “a manual-guided, 
spirituality-focused, psychotherapy 
that integrates modern cognitive-be­
havioral psychotherapeutic tech­
niques with Buddhist psychological 

1 More information on 3-S therapy may be 
found in the Winter 2007 issue of mental 
health AIDS, under the heading “About 
Persons Who Use Substances.” In addition, 
“[d]etailed treatment manuals and patient 
workbooks for 3-S and 3-S+ can be down­
loaded free-of-charge under the Training link 
at the 3-S Web site (www.3-S.us). A Spanish 
translation of each of these versions of the 
therapy is also available” (p. 984). 

principles” (p. 981). It is designed “to 
decrease impulsivity, and its asso­
ciated maladaptive behaviors – 
substance abuse, HIV risk behavior, 
and lack of motivation for recovery – 
by increasing spiritual practices, 
such as meditation and mindfulness, 
and other practices consistent with 
each patient’s faith” (p. 994). Of 38 
methadone maintenance recipients 
living with HIV, 21 consented to par­
ticipate in this 12-week course of 
adjunctive treatment; the remaining 
17 study participants received 
methadone maintenance only (i.e., 
standard care). “Relative to a stan­
dard care comparison condition, pa­
tients completing 3-S+ therapy re­
ported greater decreases in impul­
sivity and intoxicant use, and greater 
increases in spiritual practices and 
motivation for abstinence, HIV pre­
vention, and medication adherence” 
(p. 980). Although these results are 
encouraging, Margolin and col­
leagues recognize that preliminary 
findings such as these need to be 
corroborated through a randomized 
clinical trial. 

Jaffe, Shoptaw, Stein, Reback, and 
Rotheram-Fuller (2007) 

assessed relationships among 
dynamic changes tracked over 
time in methamphetamine 
[meth] use, depression symp­
toms, and ... unprotected anal 
intercourse [UAI] ... in a sample 
of 145 [meth]-dependent gay and 
bisexual males enrolled in a 16­
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week outpatient drug treatment 
research program. Participants 
were randomly assigned into 1 of 
4 conditions: contingency man­
agement (CM), cognitive behav­
ioral therapy (CBT; the control 
condition), combined CM and 
CBT, and a tailored gay-specific 
version of the CBT condition. (p. 
301) 

Although all participants in this study 
demonstrated improvement over the 
16-week period, the investigators 
found that “[p]articipants with the 
greatest downward trajectory in 
[meth] use (urine verified) reported 
the greatest and quickest decreases 
in ... depressive symptoms and 
sexual risk behaviors. The control 
group reported the most [meth] use 
over the 16 weeks; the tailored gay­
specific group reported a more rap­
idly decreasing slope in [meth] 
use than the other participants” (p. 
301). 

One implication of these results, 
according to Jaffe and colleagues, 
is that 

[meth]-abusing individuals seek­
ing care should initially be pro­
vided interventions to reduce 
[meth] use, in order for the 
caregiver to observe the extent to 
which co-morbid disorders are 
reduced before starting treat­
ment regimens that address 
depression or that target risk 
behavior reductions. The minor­
ity of individuals who continue to 
have problems with depression 
and sexual risk behaviors in the 
absence of [meth] use may be 
the ideal group who benefits 
maximally from additional inten­
sive interventions. Findings from 
this modeling investigation sug­
gest using this type of evidence­
based approach in selecting ap­
propriate and tailored interven­
tions with [meth]-dependent men 
who have sex with men [MSM]. 
(p. 306) 
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Good news comes from Latka et al. 
(2007) who, with the assistance of 
audio computer-assisted self-inter­
viewing technology, studied a con­
venience sample of 1,114 injecting 
drug users (IDUs) who had been liv­
ing with HIV for 9 years (on average) 
in four U.S. cities and found that 

75% of this sample felt respon-
sible for protecting their sexual 
partners from HIV. In cross-sec­
tional multivariate analysis, HIV­
positive IDUs who felt responsible 
were those with greater HIV 
knowledge ..., perceived social 
support ..., self-efficacy for safely 
injecting ..., and self-efficacy for 
using condoms ... . Feeling re­
sponsible was associated with 
having relatively fewer sex part­
ners ... and ... lower odds of un­
protected sex ... but was not as­
sociated with safer injection prac­
tices. Feelings of responsibility 
did not vary by demographic 
characteristics, suggesting that 
prevention messages that en­
courage HIV-positive people to 
play a role in curbing HIV trans­
mission may be acceptable to 
many HIV-positive IDUs. (p. S88) 

Latka and colleagues suggest that 

[i]ncreasing correct HIV knowl­
edge, social support, and self­
confidence in using condoms and 
injecting safely may represent 
alternative ways of increasing 
feelings of responsibility. Implica­
tions are that counseling for HIV­
positive IDUs should be multidi­
mensional and focus on support­
ing condom use when it occurs, 
improving skills to initiate and use 
condoms to boost or maintain 
self-confidence for safer sex, ad­
dressing gaps in knowledge about 
how HIV is transmitted and how 
HIV-positive people can care for 
themselves, and making social 
service referrals to enhance sup­
port networks as needed. (pp. 
S91, S93) 

About Men Who 
Have Sex With Men 
Continuing this focus on feelings of 
responsibility, Wolitski, Flores, 
O’Leary, Bimbi, and Gómez (2007) 
assessed beliefs about responsibil-
ity for preventing the transmission 
of HIV to others among a conve­
nience sample of 1,163 MSM living 
with HIV in New York City and San 
Francisco. Fifty-five percent of those 
participating in the study were men 
of color. The study tested 

[a] two-dimensional model that 
represents four orientations to­
ward responsibility ...: (1) self – 
high personal and low partner re­
sponsibility, (2) other – low per­
sonal and high partner responsi­
bility, (3) shared – high personal 
and high partner responsibility, 
and (4) diminished – low personal 
and low partner responsibility.As 
predicted, the self-responsibility 
group demonstrated the lowest 
risk of HIV transmission; the 
other responsibility group had the 
highest risk. Intermediate risk 
was observed in the shared and 
diminished responsibility groups. 
(p. 676) 

Wolitski and colleagues found that 

mean personal responsibility 
scores were generally high, indi­
cating that most HIV-seropositive 
MSM in this sample believed that 
they have a special responsibil­
ity to protect their partners from 
HIV infection. ... [Conversely, 
s]cores on the partner responsi­
bility scale were significantly 
lower than personal responsibil­
ity scores, indicating less sup­
port for the idea that HIV-serone­
gative partners bear primary re­
sponsibility for preventing HIV 
transmission. ... 

... Personal and partner respon­
sibility appeared to interact with 
each other such that partner re­
sponsibility exerted little influ­

ence when personal responsibil­
ity was high ..., but was associ­
ated with transmission risk when 
personal responsibility was low 
... . This pattern of findings sug­
gests that personal responsibil­
ity would be an especially impor­
tant target for prevention pro­
grams for MSM living with HIV. 

... People living with HIV who 
would be classified in the other 
responsibility group may be es­
pecially important targets for HIV 
prevention efforts. Given that 
some HIV-seronegative MSM 
assume that HIV-seropositive 
MSM would act to protect their 
partners and would disclose their 
HIV status if they knew they were 
infected ..., helping HIV-seroposi­
tive MSM develop greater under­
standing [of] and empathy for the 
perspective of uninfected men 
may be a useful strategy to ex­
plore. (pp. 683-684) 

Wolitski and colleagues emphasize 
that these findings 

do not support the perspective 
that responsibility should be 
treated as equally shared be­
tween HIV-seropositive and HIV­
seronegative persons. Persons in 
the shared responsibility group 
were significantly more likely to 
report URAI [unprotected recep­
tive anal intercourse] than were 
men in the self-responsibility 
group. This same pattern was 
observed for UIAI [unprotected 
insertive anal intercourse] and 
UIOI [unprotected insertive oral 
intercourse], but the differences 
were not statistically significant. 
These results suggest that pre­
vention programs should encour­
age HIV-seropositive persons to 
always view themselves as per­
sonally responsible for protecting 
their partners from HIV. A norm 
of universally caring for and pro­
tecting partners (regardless of 
whether they are primary or ca­
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sual partners or are perceived as 
being aware of the consequences 
of their actions) should be pro­
moted. 

Such a perspective does not ne­
gate the responsibility of HIV-se­
ronegative persons for protecting 
themselves. ... The promotion of 
a self-orientation toward respon­
sibility among HIV-seropositive 
and HIV-seronegative persons 
may be the optimal approach for 
preventing the further spread of 
HIV. (p. 684) 

Of course, it remains to be deter­
mined “whether attributions about 
responsibility can be changed by 
behavioral interventions and how 
norms supporting personal respon­
sibility can best be promoted among 
HIV-seropositive and HIV-seronega­
tive persons ... . Ultimately, the suc­
cess of HIV prevention efforts will 
likely depend upon the ability of pre­
vention programs to empower HIV­
seropositive and HIV-seronegative 
people to take action to protect them­
selves and others from HIV” (p. 685). 

In Australia, Jin et al. (2007) inter­
viewed 158 gay men recently diag­
nosed with primary HIV infection and 
found that “143 (91%) were able to 
identify the high-risk event that 
they believed led to their HIV sero-
conversion, and this involved UAI 
in 102 [cases] (71%). Among these 
102 men, 21 (21%) reported they 
were certain that the source partner 
was HIV-negative. Ten men (10%) 
reported insertive UAI as the[ir] high­
est risk behavior. Of the 21 men who 
reported knowing the HIV-positive 
partner’s viral load, 9 reported that 
the man had an undetectable viral 
load (43%)” (p. 245). According to 
Jin and colleagues, these data 

demonstrate that UAI in the con­
text of risk reduction strategies2 

2 Gay men who engage in UAI “have 
adopted complex strategies to reduce the 
risk of HIV acquisition ... . At least 3 prac­

is implicated in a substantial pro­
portion of HIV infections in homo­
sexual men. Knowledge of the 
partner’s serostatus was central 
in the occurrence of UAI. Ap­
proximately 1 in 5 HIV serocon­
verters in ... [this] study wrongly 
perceived that the source person 
was HIV-negative, despite the 
high level of HIV testing in this 
setting. ... It remains possible 
that some of these behavioral risk 
reduction strategies [i.e., sero­
sorting, strategic positioning, UAI 
with a partner whose viral load 
was believed to be undetectable] 
might be effective on a popula­
tion level. That depends on the 
degree to which these behaviors 
replace higher risk UAI behaviors, 
or replace “safe[r] sex” behaviors. 
... [These] data demonstrate that, 
not infrequently, risk reduction 
strategies seem to fail to prevent 
HIV infection on an individual level. 
This finding should be communi­
cated to the populations of gay 
men who might see these risk 
reduction strategies as an alter­
native to the more effective strat­
egy of consistent condom use. 
(p. 247) 

Parsons, Kelly, Bimbi, Muench, and 
Morenstern (2007) interviewed a di­
verse sample 180 gay and bisexual 
men “who self-identified that their sex 
lives were spinning out of control” (p. 
5) for the purpose of examining so-
cial triggers of sexually compul-
sive behavior. “Two types of social 
triggers emerged from the data: 

tices have been reported. First, serosorting 
has been described as the practice of hav­
ing UAI with a partner believed to be of the 
same HIV status. ... Second, strategic posi­
tioning is broadly defined as the practice of 
taking the sexual position believed to be less 
likely to result in HIV transmission, that is, 
the HIV-negative ... [man] in the insertive 
role and the HIV-positive man in the recep­
tive role. ... Third, negotiation around viral 
load has been described, in which the HIV­
negative partner is more likely to agree to 
UAI when he believes that his HIV-positive 
partner’s HIV viral load is low or undetect­
able” (p. 245). 

event-centered triggers and contex­
tual triggers. Event-centered triggers 
arise from sudden, unforeseen 
events. Two major event-centered 
triggers were identified: relationship 
turmoil and catastrophes [ranging 
from personal calamities to commu­
nity/national tragedies]. Contextual 
triggers, on the other hand, have a 
certain element of predictability, and 
included such things as location, 
people, the use of drugs, and por­
nography” (p. 5). 

Parsons and colleagues observe that 
“[c]linicians can utilize the framework 
of social triggers in the therapeutic 
process to provide insight into ways 
to effectively work through symptoms 
of sexual compulsivity. Awareness of 
the contextual aspects of sexual 
compulsivity may be critical to un­
derstanding the behaviors of sexu­
ally compulsive clients. Thus, thera­
peutic assessments should focus 
upon the social context in addition 
to the psychological components of 
the disorder” (pp. 5-6). More specifi­
cally, the investigators 

suggest working with a “top­
down” approach to identify the 
key social triggers of sexual 
compulsivity in a client’s life. The 
clinician may decipher the “worst” 
triggers in the individual’s life and 
work towards identifying the least 
problematic triggers using tech­
niques such as a functional anal­
ysis for each trigger. This process 
enables the individualization of 
treatment and tailors efforts to 
modify interactions. Once a 
client’s triggers are identified, the 
next step ... is to come up with 
an effective means to discuss 
these triggers and identify how to 
eliminate the elements of them 
that lead the client to sexually 
compulsive behavior. The “worst” 
triggers should be dealt with first 
so that a foundation may be laid 
to contend with less severe trig­
gers as the client manages the 
more severe ones. (p. 14) 
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Parsons and colleagues recommend 
different clinical approaches for each 
category of triggers. For event-cen­
tered triggers, the investigators en­
courage clinicians to focus on issues 
that inhibit the formation of healthy 
sexual outlets; these may include 
depressive symptomatology and 
poor stress management skills. Ad­
ditionally, 

[c]linicians should encourage cli­
ents to seek out treatment when 
event-centered triggers first arise 
such that they may be dealt with 
prior to the occurrence of com­
pulsive sexual behaviors. Be­
cause event[-]level triggers are 
unpredictable, teaching clients to 
anticipate feelings that arise dur­
ing time[s] of turmoil or uncer­
tainty and learn to cope with them 
can be quite helpful. Additionally, 
... [promoting the development of] 
“surfing skills” ... to ride out a crav­
ing during these times may be 
particularly useful because ... 
[cravings] appear to be primarily 
a result of an affective reaction to 
an external situation. 

... Since contextual triggers are 
rooted primarily in social encoun­
ters, it can be more difficult for 
clinicians to intervene directly 
than with the triggers rooted in 
stress and depression treatable 
through traditional clinical ap­
proaches. However, in such in­
stances, clinicians may be in­
clined to use motivational inter­
viewing or [CBTs] to enable the 
client to deal with such triggers. 
Clinicians may aid the client in 
identifying behaviors and un­
cover[ing] potential ways to work/ 
cope through them. Clients and 
clinicians should work together 
on the identification of contextual 
triggers such as drug and alco­
hol abuse, visits to places that 
cater to sexual encounters 
(backrooms, bars, steam rooms, 
etc.), former lovers or friends who 
provoke the behavior, or places 

that are common to sexual be­
havior. Upon the identification of 
these triggers, counter condition­
ing or stimulus control strategies 
may be devised as a way of re­
ducing or eliminating contact with 
these triggers so as to reduce or 
eliminate the compulsive sexual 
behavior. (pp. 14-15) 

About Adolescents 
& Young Adults 
On the topic of behavioral triggers, 
Patel, Yoskowitz, and Kaufman 
(2007) presented a sexual encoun­
ter scenario to 56 heterosexual col­
lege students to assess 

the relationship between com-
prehension of sexual situa-
tions and decisions about 
safer sex practices. Partici­
pants made decisions that were 
congruent with their prior beliefs 
and past behaviour and experi­
ences, and they developed a hy­
pothesis early in the scenario, 
then focused on selective sce­
nario information to confirm their 
beliefs or to ignore or misinter­
pret information that did not cor­
respond to their views. Indeed, 
participants inadvertently re-or­
dered the sequence of events to 
better fit a set of prior expecta­
tions. ... 

Low-risk individuals ... processed 
the scenario focusing on cues 
related to “risks of unprotected 
sex”. These participants have 
well-established and stable belief 
structures, and are more likely to 
change the information to fit their 
prior hypothesis than change their 
hypothesis to fit the information. 
High-risk individuals ... were more 
inconsistent regarding their 
sexual behaviour. Their decisions 
are dependent on context, and 
they largely rely on their emo­
tions and gut reactions during 
sexual encounters. They selec­
tively processed cues related to 
high emotional content. Emotion­

related variables make up much 
of the evidence used by these 
individuals when making deci­
sions, contributing to their lack 
of stability in their decisions and 
behaviour. Both low- and high-risk 
individuals are goal-directed, al­
though their goals vary. Low-risk 
individuals have the goal of 
...[“]take no risk at any time ...[”], 
whereas high-risk individuals 
have the goal of ...[“]immediate 
pleasure ...[”]. (pp. 921-922) 

By developing profiles of thinking and 
behavior patterns, one can develop 

a tailored educational intervention 
based on such a profile. One pos­
sibility is the use of interactive 
scenarios that are personalized 
to relate to individuals on a 
deeper level, congruent with their 
own beliefs and experiences. 
Specifically, the scenarios should 
bring an individual’s beliefs to the 
surface in order to make them 
more explicit and show how they 
are not consistent with or con­
gruent with reality. Although ... 
[Patel and colleagues] view this 
as a promising strategy, future re­
search is needed to see if such 
an approach is viable. This ar­
gues for a customized approach, 
where the goal is to intervene at 
appropriate weak links in the de­
cision-making process, including 
any contradictory or unjustified 
beliefs, to promote safer sex 
behaviour. (p. 922) 

Mosack, Gore-Felton, Chartier, and 
McGarvey (2007) “examined indi­
vidual, peer, and family variables as­
sociated with adolescent sexual risk 
behavior ... [among] 1008 adoles-
cents (857 males and 151 females) 
incarcerated in Virginia juvenile 
correctional facilities” (p. 115). The 
investigators found that, 

[f]or boys, in particular, it appears 
as though family relationships, 
family structure, and peer rela­
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viders of HIV counseling and testing 
services. The sample included physi­
cians as well as counselors who 
worked at anonymous testing sites in 
Ontario, Canada. 

Myers and colleagues found that, 

as with other healthcare profes­
sionals communicating ‘bad 
news’, HIV test providers experi­
ence an impact when delivering a 
positive HIV test result; however, 
this impact varies and is influenced 
by contextual factors such as his­
tory with the test recipient ... . Im­
plicit in the assessment of the im­
pact of delivering an HIV-positive 
test result is the assumption that a 
positive result is ‘bad news’. While 
a small number of the test provid­
ers indicated that they felt no or little 
impact of delivering the HIV-posi­
tive test result because the diag­
nosis is ‘not the end of the world’, 
most indicated it was difficult as it 
was anticipated that the test recipi­
ent would (or did) find the news 
distressing. (p. 1017) 

With regard to approaches used by 
these providers to manage the impact 
of delivering a positive test result, “sev­
eral coping strategies were employed, 
some active and some passive. The 
active strategies were focusing on the 
test recipient and use of social sup­
port. The literature suggests that ‘shut­
ting down’ or depersonalisation (one 
of the dimensions of burnout), the use 
of dark humour (another manifestation 
of depersonalisation of the client/pa­
tient) and the use of alcohol or snack 
foods are not as adaptive ...” (p. 1018). 

Trauma Tied to HIV 
It is not only when clinicians must con­
vey distressing news that their own 
coping mechanisms come into play. 
In the HIV-related clinical encounter, a 
clinician’s coping mechanisms are 
also called upon when the client re­

veals distressing, if not traumatic, life 
experiences that precede and/or fol­
low from the detection of that 
individual’s positive serostatus. 

Indeed, according to Radcliffe et al. 
(2007), “HIV-infected adults have been 
found to present with high rates of ... 
[posttraumatic] stress (10.4% to 42%). 
... Posttraumatic stress disorder 
[PTSD] has been linked both to receiv­
ing the HIV diagnosis itself as well as 
to other life stressors associated with 
HIV such as a history of sexual abuse 
and assault. ... Strikingly, symptoms 
of posttraumatic stress have been 
found to persist for long periods of 
time postdiagnosis, with one study 
reporting posttraumatic symptoms 
even after 8 years, on average, post­
diagnosis” (p. 502). In their own study 
of posttraumatic stress and trauma 
history among teens and young 
adults living with HIV/AIDS who were 
predominantly male and African Ameri­
can, Radcliffe and colleagues found 
that 

93% of the sample report[ed] ... that 
receiving a diagnosis of HIV was 
experienced as traumatic. Of 
these, 13.3% met criteria for 
[PTSD] in response to HIV diag­
nosis, while an additional 20% 
showed significant ... [posttrau­
matic] stress symptoms. Even 
greater rates of posttraumatic 
stress were reported in response 
to other trauma, with 47% of youth 
surveyed reporting symptoms of 
posttraumatic stress in response 
to such traumatic events as being 
a victim of a personal attack, sexual 
abuse, or being abandoned by a 
caregiver. (p. 501) 

Such revelations can exert an impact 
on clinicians who journey with clients 
through their HIV-related pain and suf­
fering. In 1994, “Gabriel reported that 
group therapists who experienced the 
death of group members from AIDS 

Tool Box 
For Whom the Tell Tolls: 

Curbing the Cost of 
Giving & Getting Distressing, 

HIV-Related News (Part 1) 

“There is a cost to caring. 
Professionals who listen to clients’ 
stories of fear, pain and suffering 

may feel similar fear, pain and 
suffering because they care.” 

—— Figley, 1995, p. 1 

In their recent systematic summary of 
literature on the sociobehavioral di­
mension of HIV counseling and test­
ing, Obermeyer and Osborn (2007) 
observe that 

[m]uch is expected of providers 
“on the front lines,” but little is 
known about how they cope. In 
addition to practical difficulties, 
they must deal with their own emo­
tional issues regarding HIV. ... 
They may be reluctant to be tested 
and themselves suffer stigma ...; 
they may fear contamination and 
feel helpless, pessimistic, and 
doubtful of their ability to provide 
care. ... This makes it difficult to 
communicate with clients and en­
courage them to adopt appropri­
ate behaviors. Conversely, good 
rapport between providers and cli­
ents is an important determinant 
of patients’ acceptance of clinic­
based interventions, including test­
ing. ... Attention should therefore 
be directed at providers to define 
the needed services and ascer­
tain the training, time, and re­
sources necessary to deliver 
them. (p. 1768) 

On this point, Myers et al. (2007) offer 
“a first step to identifying the chal­
lenges and stress that test providers 
experience related to delivering an 
HIV-positive test result” (p. 1018). The 
investigators conducted a thematic 
analysis of interview data from 24 pro­
tionships are associated with the izing behavior, which is defined partners for all groups. Although 
development of peer sexual rela­ as a combination of both delin­ this bivariate association was 
tionships. For girls, peer-related quent and aggressive behaviors, suppressed in the multivariate 
factors appear to be more impor­ was predictive of more lifetime analysis, this finding suggests 
tant correlates of risky sexual sexual partners. ... that peers might encourage each 
behavior than family factors. other to have sexual intercourse 

[P]erceived friend support was with multiple sexual partners[,] 
For both boys and girls, external­ associated with more sexual particularly for adolescents who 
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were experiencing symptoms such as 
‘death imprints’, ‘indelible images’ 
and ‘psychic numbing’ (pp. 170, 172)” 
(in Dunkley & Whelan, 2006, p. 110). 
More recently, Smith (2007) presented 
a series of anecdotal reports support­
ing his contention that “[m]any per­
sons living with HIV/AIDS experience 
severe traumas that pose consider­
able challenges to the self-care strat­
egies of mental health providers” (p. 
193). 

This is the first of a two-part series. 
Part 1 tackles the terminology used to 
describe how clinicians are thought 
to be affected by their work with trauma 
survivors. This section also summa­
rizes literature on approaches to rec­
ognizing and alleviating the dangers 
facing clinicians practicing trauma-re­
lated psychotherapy. Part 2 (to be pre­
sented in the Spring 2008 issue of 
mental health AIDS) will expand on 
the current state of qualitative and 
quantitative research in this area and 
offer emerging evidence for the 
positive consequences of this work for 
clinicians. 

Mind Your Phraseology! 
A whole host of constructs has been 
used to describe the impact on clini­
cians of their work with trauma survi­
vors; among the most prominent are 
countertransference, burnout, vicari-
ous traumatization (VT), compassion 
fatigue, and secondary traumatic 
stress (STS). Unfortunately, “there still 
exists a lack of conceptual clarity in 
the literature ... [that] has made it diffi­
cult to use the literature to inform prac­
tice and training” (Baird & Kracen, 
2006, p. 181). 

A term familiar to mental health pro­
fessionals, “countertransference 
involve[s] the therapist experiencing 
strong responses within the psycho­
therapeutic relationship in relation to 
the client. This can include emotional 
and behavioural responses (both con­

scious and unconscious) to ... 
patient[s], the material they bring to 
therapy, reenactments, and transfer­
ence” (Sabin-Farrell & Turpin, 2003, p. 
454). 

“In terms of countertransference, the 
counsellor’s personal characteristics 
determine his or her response to the 
client’s trauma, while burnout1 places 
emphasis on the characteristics of the 
stressor ... . By comparison, ... [in 
conceptualizations of VT,] the 
counsellor’s response to the client’s 
trauma material ... [is thought to be] 
formed by aspects intrinsic to the indi­
vidual therapist as well as character­
istics of the situation ...” (Dunkley & 
Whelan, 2006, p. 108). 

First coined by McCann and Pearlman 
(1990), VT “is the process through 
which the therapist’s inner experience 
is negatively transformed as a result 
of empathic engagement with clients’ 
traumatic material ...” (Canfield, 2005, 
p. 88). Moreover, 

[a] therapist’s VT is evident across 
all relationships in her/his per­
sonal and professional life and is 
permanently transformative. It is 
different from countertransference 
in that countertransference is tem­
porarily linked to a particular period, 
event, or issue in the therapeutic 
process or in the therapist’s life. 
[VT] represents changes in the 
most intimate psychological work­
ings of the therapist’s self. Invari­
ably such change shapes counter­
transference reactions. As a thera­
pist experiences increasing levels 
of VT, ... [countertransference] re­
sponses become stronger and/or 
less available to conscious aware­

1 For more information on interventions de­
signed to address burnout, go to the Tool 
Box entitled “Sustaining Stamina at the In­
terface of HIV & Mental Health Practice” in 
the Winter 2005 issue of mental health 
AIDS. 

ness. This interaction creates a 
spiral with potentially disastrous 
results for treatment. In addition, 
increased VT can have dire con­
sequences for the therapist’s per­
sonal and professional life, includ­
ing loss of personal relationships 
and in some instances, prevent­
able job or career changes ... . 
(Canfield, 2005, pp. 87-88) 

Importantly, “VT can be seen as a nor-
mal response to ongoing challenges 
to a helper’s beliefs and values but 
can result in decreased motivation, ef­
ficacy, and empathy” (italics added; 
Baird & Kracen, 2006, p. 182). 

As described by Dunkley and Whelan 
(2006), “trauma can disrupt the 
counsellor’s cognitive schemata [i.e., 
intrapsychic structures] in one or more 
of five fundamental need areas: safety 
(feeling safe from harm by oneself or 
others), trust/dependency (being able 
to depend on or trust others and one­
self), esteem (to feel valued by others 
and oneself and to value others), con­
trol (the need to be able to manage 
one’s own feelings and behaviours, 
as well as to manage others[’]), and 
intimacy (feeling connected to others 
or to oneself)” (pp. 109-110). “[S]pecific 
areas of disruption will differ for differ­
ent individuals depending on which 
area is more or less salient for them 
as a reflection of their unique life ex­
periences” (p. 111). 

According to Baird and Kracen (2006), 
STS “refers to a syndrome among pro­
fessional helpers that mimics [PTSD] 
and occurs as a result of exposure to 
the traumatic experiences of others” 
(p. 182). The term was first used by 
Figley (1995), who also referred to this 
syndrome as compassion fatigue. 
“The focus here is not specifically on 
cognitive phenomenon (as in cases 
of VT), but on a wider syndrome of ex­
periences quite directly linked to the 

(Tool Box is continued on Page 8) 

are engaging in antisocial behav­
iors ... . 

Most important, ... [Mosack and 
colleagues] found that family-re­
lated factors were associated with 
sexual risk such that perceived 
family support was significantly 

associated with more sexual 
partners for boys but fewer part­
ners for girls. ... 

Multivariate analyses revealed 
that family structure was inde­
pendently associated with sexual 
risk behavior for both the full 

sample and for the subsample of 
boys. Living in a two-parent 
household appeared to have a 
buffering effect for the sample as 
a whole. Compared with individu­
als living in a single-parent house­
hold with a biological parent, 

(Biopsychosocial Update is continued on Page 10) 
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symptoms of PTSD. In addition, the 
precipitating experience(s) of the 
helper can be of quite short duration 
... . This kind of exposure is both quali­
tatively and quantitatively different from 
the experience of a psychotherapist 
bearing witness to years of sexual 
abuse” (Baird & Kracen, 2006, pp. 
182-183). STS is also different from 
burnout; 

[t]he key difference ... lies in the 
cause, since both conditions are 
characterized by depression, in­
somnia, loss of intimacy with 
friends and family, and both are 
cumulative. 

[STS], however, is the direct result 
of hearing emotionally shocking 
material from clients, while burn­
out can result from work with any 
client group. Treating traumatized 
clients involves assisting them in 
managing PTSD symptoms, help­
ing them tell their stories of trau­
matic events, and providing a safe 
place where feelings of helpless­
ness, anger, and fear can be ex­
pressed. Since [STS] symptoms 
are considered a normal reaction 
to engagement with traumatic 
material, many therapists will ex­
perience STS, and some are likely 
to experience it for extended peri­
ods of time ... . Self-care practices 
are preventative and can reduce 
the likelihood that STS symptoms 
will develop into STSD. The differ­
ence between [STS] reactions 
(STSR) and [STS] disorder (STSD) 
lies in the duration of the symp­
toms experienced by therapists. 
Symptoms under one month [in] 
duration are considered normal, 
acute, crisis-related reactions. 
Symptoms that last for six months 
or more following the triggering 
event reflect [STSD] ... . STSD is a 
syndrome nearly identical to PTSD 
except that exposure to a trauma­
tizing event experienced by one 
person becomes a traumatizing 
event for the second person, be it 
a family member, friend, mental 
health professional, or some other 
helper. (Canfield, 2005, pp. 84-85) 

“Based on the diagnostic conceptuali­
sation of ... PTSD ..., the symptoms [of 

Kicking It Upstairs 

Bell, Kulkarni, and Dalton (2003) drew from multiple sources to offer a number of preven­
tion and intervention strategies that merit consideration as an agency’s administrative 
response to the vicarious traumatization of its workers. Four areas – organizational cul­
ture, workload, work environment, and education – of the seven identified by Bell and 
colleagues are briefly discussed here: 

o Organizational culture – An organizational culture that “normalizes” the effect of 
working with trauma survivors can provide a supportive environment for ... workers 
to address those effects in their own work and lives. It also gives permission for ... 
workers to take care of themselves. ... A supportive organization is one that not only 
allows for vacations, but also creates opportunities for ... workers to vary their 
caseload and work activities, take time off for illness, participate in continuing educa­
tion, and make time for other self-care activities. Small agencies might signal their 
commitment to staff by making staff self-care a part of the mission statement, under­
standing that ultimately it does affect client care. Administrators might also monitor 
staff vacation time and encourage staff with too much accrued time to take time off. 
Self-care issues could be addressed in staff meetings, and opportunities for continu­
ing education could be circulated to staff. (p. 466) 

o Workload – Research has shown that having a more diverse caseload is associ­
ated with decreased vicarious trauma ... . Such diversity can help the ... worker keep 
the traumatic material in perspective and prevent the formation of a traumatic worldview 
... . Agencies could develop intake procedures that attempt to distribute clients among 
staff in a way that pays attention to the risk of vicarious trauma certain clients might 
present to workers. When possible, trauma cases should be distributed among a 
number of ... workers who possess the necessary skills [to provide care] ... . In 
addition, ... workers whose primary job is to provide direct services to traumatized 
people may benefit from opportunities to participate in social change activities[.] ... 
Such activities can provide a sense of hope and empowerment that can be energizing 
and can neutralize some of the negative effects of trauma work. 

Organizations can also maintain an “attitude of respect” ... for both clients and work­
ers by acknowledging that work with trauma survivors often involves multiple, long­
term services. Organizations that are proactive in developing or linking clients with 
adjunct services ... will support not only clients, but also decrease the workload of 
their staff ... . Developing collaborations between agencies that work with traumatized 
clients can provide material support and prevent a sense of isolation and frustration at 
having to “go it alone.” (p. 466) 

o Work environment – A safe, comfortable, and private work environment is crucial 
for those ... workers in settings that may expose them to violence[.] ... Although it is 
more of a challenge in certain settings, protecting workers’ safety should be the 
primary concern of agency administration. Paying for security systems or security 
guards may be a necessary cost of doing business[.] ... [Also], agencies may con­
sider developing a buddy system for coworkers so that if one worker is threatened by 
a client, another can summon the police [or other assistance].  > 

STSD] include reexperiencing, avoid- or vicarious trauma recommend a 
ance or numbing reminders, and per- variety of strategies for reducing 
sistent arousal ... . Unlike [VT], [STSD] levels of symptoms and disruption. 
gives limited attention to context and Several authors point to the impor­
aetiology, restricting its focus to observ- tance of maintaining a balance 
able symptoms ... . [VT] involves a con- between work and personal life ... . 
sideration of the individual as a whole Seeking psychotherapeutic treat­
and places the observable symptoms ment to assist with countertrans­
in context ...” (Dunkley & Whelan, 2006, ference issues related to unre­
p. 109). solved events in ones’ personal 

history and secondary trauma ... [is] 
“Who Counsels the Counselors?”2 recommended ... . Peer consulta-
According to Bober and Regehr (2006), tion, supervision, and professional 

training to reduce the sense of iso­
[t]heorists in the area of secondary lation and increase feelings of effi­

cacy are suggested ... . Finally, 
2 Obermeyer & Osborn, 2007, p. 1768. stemming from the association 
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between exposure and symp­
toms, reducing the number of 
trauma cases is frequently sug­
gested ... . These strategies are 
mirrored by therapists participat­
ing in qualitative studies and in 
anecdotal reports by therapists 
whose suggestions include peer 
support, physical activity and self­
care, reading and watching TV 
shows or movies that are nonvio­
lent, limiting their trauma counsel­
ing workload, and political activ­
ism ... . (pp. 2-3) 

A number of these prevention and in­
tervention strategies may also be in­
corporated into an agency’s admin­
istrative response to the VT of its 

workers (see sidebar). Additionally, 
several approaches to recognizing and 
alleviating VT – a single-session VT 
group model for agency-based trauma 
workers (Clemans, 2004), certified 
compassion fatigue specialist training 
(Gentry, Baggerly, & Baranowsky, 
2004), and a mindfulness-based 
trauma prevention program (Berceli & 
Napoli, 2006) – were identified in re­
cent professional literature. As of yet, 
findings from rigorous evaluation of 
these approaches do not appear to 
have been published. 
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In addition to attention to basic safety, ... workers need to have personally meaningful 
items in their workplace. These can include pictures of their children or of places they 
have visited, scenes of nature or quotes that help them remember who they are and 
why they do this work. ... 

Agency administrators can encourage staff to make these small investments in their 
work environment. By placing inspiring posters or pictures of scenic environments 
(rather than agency rules and regulations) in the waiting rooms, staff meeting rooms, 
and break rooms, the organization can model the importance of the personal in the 
professional. In addition, workers also need places for rest at the job site, such as a 
break room that is separate from clients ... . With a space such as this, the organization 
could address the self-care needs of staff by providing a coffee maker, soft music, 
and comfortable furniture. (pp. 466-467) 

o Education – Trauma-specific education also diminishes the potential of vicarious 
trauma. Information can help individuals to name the experience and provide a frame­
work for understanding and responding to it. ... 

Efforts to educate staff about vicarious trauma can begin in the job interview ... . 
Agencies have a duty to warn applicants of the potential risks of trauma work and to 
assess new workers’ resilience ... . New employees can be educated about the risks 
and effects associated with trauma, as new and inexperienced workers are likely to 
experience the most impact ... . Ongoing education about trauma theory and the 
effects of vicarious trauma can be included in staff training ... and discussed on an 
ongoing basis as part of staff meetings. Agencies can take advantage of ... work­
shops ... at professional conferences ... by sending a staff member for training and 
asking that worker to share what he or she has learned with the rest of the staff. This 
information provides a useful context and helps ... workers to feel more competent 
and have more realistic expectations about what they can accomplish in their profes­
sional role. ... 

Learning new ways to address clients’ trauma may also help prevent vicarious trauma. 
Theories, such as constructive self-development theory ... on which the theory of 
vicarious trauma is based, maintain a dual focus between past traumas and the 
client’s current strengths and resources. Working from a theoretical framework that 
acknowledges and enhances client strengths and focuses on solutions in the present 
can feel empowering for client and worker and reduce the risk of vicarious trauma. (p. 
467) 

The three remaining areas highlighted by Bell and colleagues – group support, supervision, 
and resources for self-care – will be discussed in the Spring 2008 issue of mental health 
AIDS. 

Reference 
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(Biopsychsocial Update -- continued from Page 7) 

those living in a two-parent 
household with at least one bio­
logical parent had fewer lifetime 
sexual partners. ... [The investi­
gators] also found that compared 
to living with a single biological 
parent, living with nonbiological 
parents was associated with a 
higher number of lifetime sexual 
partners for boys. Taken together, 
these results suggest that al­
though living with two parents 
might improve parental monitor­
ing of adolescent behavior, living 
with a single biological parent 
alone or with one biological par­
ent and another parent might pro­
vide a greater degree of familial 
connectedness than living in a 
home without at least one biologi­
cal parent. Therefore, both paren­
tal monitoring and parental sup­
port or attachment could have a 
protective effect on adolescent 
sexual risk behavior ... . (pp. 125­
127) 

Drawing on these findings, Mosack 
and colleagues speculate on the 
possibility that 

incarcerated youth would be 
more receptive to interventions 
that provide them with the means 
to improve peer and family rela­
tionships than interventions that 
focus solely on HIV knowledge 
or dismiss the relative importance 
of sexual exploration and healthy 
sexual development ... . Thus, 
besides focusing efforts on de­
creasing sexual risk per se (de­
fined by limiting the number of 
sexual partners one has, or de­
creasing the number of encoun­
ters in which condoms are not 
used), perhaps a more general 
relational communication skills­
building intervention would be 
useful to indirectly influence 
sexual risk decision-making. For 
example, interventions that incor­
porate strategies to improve par­
ent or guardian-adolescent com­

munication on the one hand, and 
sexual partner perspective-taking 
and safer sexual negotiation on 
the other could be particularly 
powerful. 

Moreover, given that perceived 
peer support was associated 
with more sexual partners, it is 
also important, particularly for 
girls, to address peer relation­
ships that are destructive to 
healthy decision-making and fa­
cilitate the development of more 
supportive relationships. Like­
wise, it would also be important 
for the intervention to enhance 
coping skills so that adolescents 
can develop effective strategies 
to reduce impulsiveness and 
other externalizing behaviors. 

Interventions at the parental level 
could be useful ... as well. Devel­
oping an environment which pro­
motes honest communication 
while helping parents or guardians 
to set specific intergenerational 
boundaries and clear behavioral 
expectations could also have an 
impact on adolescent decision­
making, perhaps for boys in par­
ticular. Evidenced-based interven­
tions designed for general ado­
lescent samples will need to be 
tailored to incarcerated adoles­
cent populations in order to ad­
dress the environmental contexts, 
which contribute to and are af­
fected by adolescent sexual risk­
taking behavior. For example, 
given these adolescents’ already 
tenuous social position, it might 
be necessary to facilitate the 
development of relationships with 
trusted adult community mentors 
who will contribute to the moni­
toring of the adolescents once 
they leave detention. Attempting 
to involve family members in in­
terventions provided at a deten­
tion center could prove compli­
cated. Thus, developing partner­
ships with detention center staff 
and collaborating with family 

members are critical to the pro­
cess of a family intervention de­
livered in such a context. (p. 129) 

About Women 
A multilevel response also comes 
into play when violence is threatened 
or perpetrated against a woman. 
Lang, Salazar, Wingood, DiCle­
mente, and Mikhail (2007) docu­
mented the prevalence of recent 
gender-based violence (rGBV) 
among 304 sexually active women 
receiving HIV medical care who re­
ported that they were sexually ac­
tive with a single male partner. The 
investigators sought to ascertain the 
association between rGBV and preg­
nancy, sexually transmitted infec­
tions (STIs), condom use, and the 
negotiation of safer sexual practices. 
Within this sample, 10.2% of women 
reported rGBV during the preceding 
3 months and rGBV was associated 
with inconsistent condom use, preg­
nancy, and abuse stemming from 
requests for condom use. More spe­
cifically, the investigators found that 
“women who experienced rGBV and 
who asked their partners to use a 
condom were 8 times more likely to 
report being threatened with violence 
and, most notably, were 14 times 
more likely to be hit” (p. 220). There 
was no association found between 
rGBV and the presence of STIs. As 
Lang and colleagues see it, study 
findings 

emphasize the need to address 
the adverse impact of rGBV in the 
lives of HIV-positive women and 
their sexual partners. Multiple 
levels of interventions must be 
considered in addressing these 
... issues. First, intervention ef­
forts targeting HIV-positive women 
must take into consideration that 
rGBV is a present reality for this 
population. Efforts should be first 
directed toward screening efforts 
to identify women who are in abu­
sive relationships so that they can 
receive additional services (... 
[e.g.],advocacy programs for 
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abused women) that go beyond 
treating their HIV. These services 
may help to empower them so 
that they can protect themselves 
from abusive partners by access­
ing resources and venues where 
they can receive ... necessary 
support and protection. ... Only 
within this context of an external 
support system can intervention 
programs hope to be effective in 
increasing self-efficacy and skills 
development designed to em­
power women to obtain the sup­
port they need. ... Outside of 
such a context where women can 
have a reasonable expectation of 
safety, skills such as assertive­
ness and negotiation of sexual 
practices may aggravate existing 
abusive circumstances, as was 
found in the present study when 
women requested condoms. 

Second, these findings empha­
size the need to address the per­
petrators of rGBV. There are 
many intervention programs de­
signed to teach anger manage­
ment and address the underlying 
attitudes toward GBV. ... [T]hese 
programs ... also need to focus 
on the serodiscordant relation­
ship. Appealing to the perpetra­
tors’ need to remain HIV-negative 
and to protect themselves in their 
sexual relationships may be an 
approach worth trying. Neverthe­
less, the most successful ap­
proach would have to involve 
multisystems in which the police, 
hospitals, courts, and abused 
women’s advocates work to­
gether with perpetrators’ pro­
grams to address these issues. 
... (p. 220) 

In some situations, self-protection 
can assume secondary importance. 
Tucker, Elliott, Wenzel, and 
Hambarsoomian (2007) analyzed 
survey data from “a probability 
sample of 445 women initially 
sampled from shelters and low-in­
come housing in Los Angeles 

County” (p. 644) and found that 

relationship commitment is a 
key determinant of unprotected 
sex among impoverished women 
... . Aparticularly noteworthy find­
ing is that relationship commit­
ment appears to be a stronger 
predictor of unprotected sex than 
several psychosocial and behav­
ioral factors that have been iden­
tified through meta-analysis as 
important predictors of hetero­
sexual condom use ...: percep­
tions of partner monogamy, feel­
ings of susceptibility to HIV/ 
AIDS, self-efficacy toward con­
dom use, and communication 
about condoms. This finding is 
striking in that these other fac­
tors, specifically reflecting 
women’s HIV-related attitudes 
and behaviors, should be more 
proximal determinants of their 
decision making about condom 
use than general feelings about 
their relationship. (pp. 647-648) 

Tucker and colleagues 

emphasize the importance of 
addressing issues related to re­
lationship commitment in HIV 
prevention interventions with im­
poverished women. Given that 
stronger relationship commitment 
may be associated with an illu­
sion of safety or greater fear of 
losing the relationship ..., there 
is a need to increase women’s 
recognition of partner risk and 
their ability to negotiate safer sex 
in ways that do not threaten the 
relationship. Although introducing 
condoms into an ongoing relation­
ship can be challenging, there is 
some evidence that interventions 
that emphasize communication 
and negotiation skills, strategies 
to develop assertiveness, and ef­
fective conflict resolution3 may be 
effective ... . (p. 648) 

3 El-Bassel et al. (2003, 2005) have studied 
the efficacy of Project Connect, a relation­
ship-based HIV/sexually transmitted dis-

HIV Treatment News 
Medical Care 
On October 16, the U.S. Food and 
Drug Administration (FDA) approved 
raltegravir (RGV or Isentress™) 
tablets for use in combination with 
other antiretroviral agents in the treat­
ment of antiretroviral-experienced 
adults with drug-resistant strains of 
HIV. Of note is the fact that 

[RGV] is the first agent of the 
pharmacological class known as 
HIV integrase ... inhibitors, de­
signed to interfere with the en­
zyme that HIV-1 needs to multi­
ply.4 ... When used with other 
anti-HIV medicines, [RGV] may 
reduce the amount of HIV in the 
blood and may increase white 
blood cells, called CD4+ (T) cells, 
that help fight off other infections. 
... The most common adverse 
events reported with [RGV] were 
diarrhea, nausea, and headache. 
Blood tests also showed abnor­
mal elevated levels of a muscle 
enzyme in some patients receiv­
ing [RGV]. Caution is advised 
when using [RGV] in patients at 
increased risk for certain types 
of muscle problems, including 
those who use other medications 
that can cause muscle problems. 
... The long-term effects of [RGV] 
are not known, and its safety and 
effectiveness in children less than 

ease prevention intervention designed for 
at-risk heterosexual couples. The six-ses­
sion intervention, administered to either 
couples or to women alone, “emphasize[s] 
... the importance of relationship communi­
cation, negotiation, and problem-solving skills 
and highlight[s] ... how relationship dynam­
ics may be affected by gender roles and 
expectations” (El-Bassel et al., 2003, p. 965). 
Both forms of the intervention were asso­
ciated with a reduction in the number of 
unprotected sex acts and an increase in 
the proportion of protected sex acts at 3 
(2003) and 12 months (2005). 

4 RGV blocks the HIV enzyme known as 
integrase, one of three enzymes needed 
for HIV replication. The other two enzymes, 
reverse transcriptase and protease, are 
already targeted by a number of antiretro­
virals. 
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16 years of age ... [have] not been 
studied. [RGV] also has not been 
studied in pregnant women. 
(FDA, 2007) 

Psychiatric/Psychological/ 
Psychosocial/Spiritual Care 
Adherence to Treatment 
Over a nearly 4-year period, Petersen 
et al. (2007) used unannounced pill 
counts and viral load measurements 
to monitor antiretroviral adherence 
among a cohort of 245 homeless and 
marginally housed men and women 
living with HIV in San Francisco. 
Petersen and colleagues “found that 
pillbox organizers are associated 
with improved adherence to HIV 
antiretroviral therapy and improved 
viral suppression in a diverse popu­
lation with a wide distribution of ad­
herence. ... [G]iven the simplicity and 
low cost of the intervention, clinicians 
should consider including pillbox or­
ganizers in their routine treatment of 
chronic disease” (pp. 914-915). 

Drawing data from a diverse sample 
of 858 individuals living with HIV and 
engaging in self-reported transmis­
sion risk behavior, Carrico et al. 
(2007) looked at associations among 
regular use of cocaine, crack, or 
amphetamines (i.e., stimulants); 
affect regulation;5 nonadherence to 
antiretroviral therapy; and immune 
status. The investigators report that 

[a]mong individuals on [antiretro­
viral therapy], regular stimulant 
users had a five-fold ... higher HIV 
viral load than those who denied 
regular stimulant use. The asso­
ciation between regular stimulant 

5 “Affect regulation describes the degree 
to which individuals effectively manage 
depressive symptoms as well as the ca­
pacity of individuals to achieve and main­
tain positive psychological states that pro­
mote resilience in the face of negative life 
events ...” (p. 787). In this study, affect regu­
lation was measured with two different in­
struments, one assessing positive psycho­
logical states (the 6-item Positive States of 
Mind scale) and the other assessing de­
pressive symptoms (the 13-item Beck De­
pression Inventory – Affective subscale). 

use and elevated HIV viral load 
remained after accounting for 
demographics, differences in 
CD4+ counts, and polysub­
stance use. In the final model, 
[every] 1 unit increase in affect 
regulation (decreased severity of 
depressive symptoms as well as 
enhanced positive states of mind) 
was associated with a 23% de­
crease in the likelihood of report­
ing regular stimulant use and 15% 
decrease in the likelihood of be­
ing classified as nonadherent to 
[antiretroviral therapy]. Regular 
stimulant users, in turn, were 
more than twice as likely to be 
nonadherent to [antiretroviral 
therapy]. Even after accounting 
for the effects of nonadherence 
and CD4+ counts, regular stimu­
lant use was independently as­
sociated with 50% higher HIV vi­
ral load. (p. 785) 

Carrico and colleagues concur that 
these findings 

have important implications for 
the medical care of stimulant 
users who are HIV-positive. ... 
[M]ental health treatment as well 
as more intensive referrals to 
substance abuse treatment or 12­
step self-help groups may be cru­
cial to assist stimulant users with 
successfully initiating [antiretro­
viral therapy and improving] ... 
adherence among those who are 
currently prescribed [antiretroviral 
therapy] ... . Including pharma­
cologic and cognitive-behavioral 
interventions to assist HIV-posi­
tive stimulant users with improv­
ing affect regulation may also sub­
stantially enhance the efficacy of 
adherence interventions for HIV­
positive substance users that 
have been developed to date ... . 
(p. 790) 

On the subject of psychopharmacol­
ogy, Varela, Montbach, and Shipe 
(2007) explored psychoactive 
medication adherence among 38 

men and women, predominantly Af­
rican American or Latino, who were 
living with HIV/AIDS, residing in long­
term substance abuse treatment 
settings, and participating in day 
treatment programs. “All participants 
had some kind of psychiatric diag­
nosis, ranging from mood disorders 
... to chronic schizophrenia. Pre­
scribed psychiatric medication in­
cluded antidepressants, anxiolytics, 
and frequently newer, atypical 
antipsychotics. Crack/cocaine, 
heroin and alcohol were the main 
drugs of choice” (p. 7) in this purpo­
sive sample, which participated in five 
focus groups. These “triply-diag­
nosed” individuals “stated that the 
role that others [i.e., partners, fam­
ily members, friends, and health care 
providers] play in their lives was in­
fluential in their decisions to adhere 
to psychoactive regimens. However, 
they also cited fear of relapse, medi­
cation side effects, drug toxicity, 
stigma, lack of control over treat­
ments, and strong incentives for sell­
ing medication as reasons for non­
adherence” (p. 5). Varela and col­
leagues offer “strategies that may be 
utilized by health care professionals 
to improve adherence. All of the fol­
lowing suggestions are based on the 
premise that building rapport be-
tween heath care consumers and 
health care practitioners is a basic 
tool ... [that] can not be over-empha­
sized” (p. 10): 

Allow Sufficient Time – A lack of 
time in various health settings ... 
often impedes the development 
of client rapport. One must make 
time to create a therapeutic alli­
ance, however, in an effort to 
show genuine interest in a client. 
Practitioners can build better re­
lationships with clients simply by 
asking a well-intentioned question 
that expresses an interest. 

Communicate about the Broad 
Side Effects of Medication – 
Some undesirable side effects of 
medication can be minimized by 
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gradually increasing doses or by 
emphasizing the importance of 
taking food before, or with, the 
medication. Other side effects – 
if properly managed and under­
stood – can prove helpful in ad­
dressing concurrent concerns 
such as sleeping problems or 
weight gain or loss. ... 

Provide Flexible Scheduling – 
Evening or weekend classes and 
groups are essential to clients 
and family members who are en­
gaged in daytime school and 
work schedules. Another sched­
uling consideration is childcare. 
... 

Use Tools to Promote Adherence 
– Practitioners can use a num­
ber of tools to improve adherence, 
including the following:

 o Diaries or journals can help 
remind clients about their treat­
ment plans.
 o Using laboratory values as in­
dicators ... [is] helpful in concret­
izing psychoactive medication 
blood levels.
 o Calendars may also be used 
as journals over an extended pe­
riod of time.
 o Simple suggestions like “leave 
a message on your answering 
machine while you’re here” can 
help to remind ... client[s] to take 
their medications when they go 
home.
 o Daily medication dispenser 
boxes can hold HIV and psycho­
active medication simulta ­
neously. 

Make Referrals to Support 
Groups – Referrals to support, 12 
Step, and education groups for 
both HIV/AIDS and mental health 
issues, “Double Trouble” 
groups[,] are available on both in­
and outpatient bases. While it 
may seem time-consuming to 
make referral phone calls, arrang­
ing the details for clients helps 

sive care addressing a continuum of 
client needs that may influence treat­
ment outcomes. Treatment modalities 
included individual therapy, group 
therapy, and psychiatric medication 
management. This treatment inter­
vention was associated with positive 
outcomes in the integrated treatment 
study and can be adapted for use in a 
variety of psychiatric or medical treat­
ment settings” (p. 268). 

DiClemente, R.J., Salazar, L.F., & 
Crosby, R.A. (2007). A review of STD/ 
HIV preventive interventions for ado­
lescents: Sustaining effects using an 
ecological approach. Journal of Pedi-
atric Psychology, 32(8), 888-906. 
“In this article, we identify and briefly 
review antecedents to adolescents’ 
STD/HIV risk. Next, we discuss previ­
ous preventive approaches and high­
light the strengths and weaknesses 
in those approaches. Subsequently, 
we articulate directions for future re­
search to address gaps in the litera­
ture, while proposing an integrated 
strategy that targets the social ecol­
ogy of the STD epidemic among ado­
lescents” (pp. 888-889). 

Edgar, T., Noar, S.M., & Freimuth, V.S. 
(Eds.). (2007). Communication per-
spectives on HIV/AIDS for the 21st 

century. New York: Routledge. 
From the publisher: “With new topics, 
new contributors, and a broadened 
scope, this book goes beyond a revi­
sion of the 1992 volume to reflect the 
current state of communication re­
search on HIV/AIDS across key con­
texts. It is designed for academics, re­
searchers, practitioners, and students 
in health communication, health psy­
chology, and other areas of AIDS re­
search. As a unique examination of 
communication research, it makes an 
indelible contribution to the growing 
knowledge base of communication 
approaches to combating HIV/AIDS.” 

(Tool Box is continued on Page 14) 

Tool Box 
Books & Articles 

Baumgartner, L.M. (2007). The incor­
poration of the HIV/AIDS identity into 
the self over time. Qualitative Health 
Research, 17(7), 919-931. 
“In this qualitative study the author ex­
amines how people incorporate the 
HIV/AIDS identity into their selves at 
three points in time. Findings demon­
strate a five-component process, in­
cluding diagnosis, postdiagnosis 
turning point, immersion, post-immer­
sion turning point, and integration. In 
addition, the disclosure process cor­
responds to ... component[s] of [the 
identity] incorporation [process]. ... 
Findings augment the literature on 
HIV/AIDS, chronic illness, and identity 
and have practical implications for 
HIV/AIDS educators” (p. 919). 

Bouis, S., Reif, S., Whetten, K., Scovil, 
J., Murray, A., & Swartz, M. (2007). An 
integrated, multidimensional treat­
ment model for individuals living with 
HIV, mental illness, and substance 
abuse. Health & Social Work, 32(4), 
268-278. 
“This article describes a treatment 
model that was created for a study of 
integrated treatment for HIV-positive 
individuals with substance use and 
mental disorders. The treatment 
model was based on the transtheo­
retical model of behavior change as 
well as evidence-based practices that 
are widely used in the treatment of in­
dividuals dually diagnosed with sub­
stance use and mental disorders. The 
model involved collaboration between 
medical and behavioral health care 
professionals and emphasized the 
importance of goal reinforcement 
across disciplines. Furthermore, it in­
cluded the development and enhance­
ment of client motivation to modify 
medical and behavioral health-risk 
behaviors using individual readiness 
for change and offered comprehen­

to foster better attendance at 
these worthwhile groups and set­
tings. Contrary to a commonly 
expressed view that calling on 
behalf of the client promotes de­
pendence, many clients are un­
comfortable with or incapable of 
navigating complicated auto­

mated telephone menus, and/or 
have language barriers. 

Enlist Trained Peer Volunteers – 
Peer volunteers provide trainings 
and act as support networks. As 
individuals who can both identify 
with the problems experienced by 
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the clients and act as positive role 
models, peer volunteers provide 
invaluable assistance. ... 

Support Positive Family Relation­
ships – Clinicians need to help 
build and support positive family 
relationships. Groups and social 
events (e.g., dances with refresh­
ments), can diminish the sense 
of stigma, or the sense of “going 
it alone” that may not only affect 
the primary client but also the 
family as a whole. Use these 
events to teach about medica­
tions and their effects, and to help 

create or structure routines im­
portant to treatment adherence. 
(pp. 10-11) 

Does HIV/AIDS-specific quality of 
life predict antiretroviral adherence? 
Holmes, Bilker, Wang, Chapman, 
and Gross (2007) monitored 116 re­
cipients of antiretroviral therapy – 
primarily middle-aged, African Ameri­
can men – for up to 1 year and found 
that 56 (48%) of the study partici­
pants had low adherence (i.e., < 95% 
of prescribed doses taken). 
“Baseline financial worries ... were 
greater in those with low versus high 

adherence ... . Those with low ver­
sus high adherence also were more 
likely to [be] us[ing] ... alcohol ... and 
other drugs ... at baseline. Regres­
sion analysis led to a model that in­
cluded only current alcohol use ... 
and financial worries ...” (p. 323). 
Holmes and colleagues suggest “that 
asking patients about how frequently 
they experience worries about finan­
cial matters (... [e.g.], fixed income, 
paying bills, caring for themselves as 
they think they should), at initiation 
and periodically while on [antiretro­
viral therapy], might provide useful 
information about their likelihood for 

(Tool Box -- continued from Page 13) 

Goggin, K., Liston, R.J., & Mitty, J.A. 
(2007). Modified directly observed 
therapy for antiretroviral therapy: A 
primer from the field. Public Health 
Reports, 122(4), 472-481. 
“Modified directly observed therapy 
(mDOT), in which a portion of total 
doses of a medication regime is in­
gested under supervision, has dem­
onstrated efficacy as an intervention 
to assist patients in maintaining ad­
herence to complicated antiretroviral 
therapy[.] ... The aim of this article is to 
provide a primer for practitioners and 
researchers who wish to implement 
mDOT interventions” (p. 472). 

Kelly, A. (2007). Hope is forked: Hope, 
loss, treatments, and AIDS dementia. 
Qualitative Health Research, 17(7), 
866-872. 
“In this article, the author explores eth­
nographically personal hope from the 
perspective of ‘Matthew,’ a significant 
other to a person with AIDS dementia, 
and how treatments influence this 
[hope]. Hope is present in Matthew’s 
narrative, but its nature is complex and 
fluctuates with the arrival and per­
ceived failure of HAART [highly active 
antiretroviral therapy]. The author con­
cludes by suggesting that hope in this 
context is forked, which is suggestive 
of the tenacious nature of hope in the 
context of AIDS dementia in the era of 
HAART” (p. 866). 

Malitz, F.E., & Eldred, L. (2007). Evolu­
tion of the Special Projects of National 
Significance Prevention with HIV-In­
fected Persons Seen in Primary Care 
Settings Initiative. AIDS & Behavior, 

11(Suppl. 1), S1-S5. 
“This special supplement [pp. S1-
S137] details the implementation of 
behavioral prevention interventions in 
10 of the 15 demonstration sites 
funded as part of the Prevention with 
Positives Initiative. HRSA [the Health 
Resources and Services Administra­
tion] also funded an evaluation center 
to conduct both quantitative and quali­
tative evaluations of the initiative. 
Baseline findings from these cross­
site evaluations also are presented in 
this supplemental issue” (p. S1). 

Masten, J., Kochman, A., Hansen, N.B., 
& Sikkema, K.J. (2007). A short-term 
group treatment model for gay male 
survivors of childhood sexual abuse 
living with HIV/AIDS. International Jour-
nal of Group Psychotherapy, 57(4), 
475-496. 
“HIV-positive gay male survivors of 
childhood sexual abuse (CSA) face 
three layers of trauma: childhood 
abuse, homophobic oppression, and 
HIV/AIDS. Additionally, CSA has been 
shown to increase HIV risk behavior 
among gay men, and the trauma of HIV 
infection often parallels the experience 
of CSA. ... This article presents a [15­
session coping] group model found to 
be efficacious for treating gay male 
survivors of CSA living with HIV/AIDS” 
(p. 475). 

Meyer, I.H., & Northridge, M.E. (Eds.). 
(2007). The health of sexual minori-
ties: Public health perspectives on les-
bian, gay, bisexual, and transgender 
populations. New York: Springer Sci­
ence + Business Media. 
From the publisher: “The Health of 

Sexual Minorities is written for social 
and behavioral scientists and stu­
dents in public health and health-re­
lated fields, public health profession­
als and health practitioners (includ­
ing physicians and nurses, social 
workers, therapists and counselors) 
interested in the health of lesbians, 
gay men, bisexuals and transgender 
[LGBT] people. With over 50 contribu­
tions from the field, the book encour­
ages clear thinking, informed practice 
and effective, progressive policy for im­
proved health and well-being of LGBT 
individuals and communities.” 

Ramsey, S.W., Engler, P.A., & Stein, 
M.D. (2007). Addressing HIV risk be­
havior among pregnant drug abusers: 
An overview. Professional Psychology: 
Research & Practice, 38(5), 518-522. 
“[T]here is a need to develop new in­
terventions that directly target sex- and 
drug-related HIV risk behavior among 
pregnant drug abusers, taking advan­
tage of a period in the women’s lives 
in which the potential negative conse­
quences of risk behavior are more sig­
nificant given the possible impact on 
their unborn children and in which 
there may be a heightened desire to 
make healthier behavior choices. Re­
cent work suggests that a promising 
new direction for the field may be in­
corporating motivational interviewing 
components into traditional HIV risk 
reduction interventions, which focus 
on providing HIV risk information and 
building sex- and drug-related HIV risk 
reduction skills” (p. 518). 

Remien, R.H., & Mellins, C.A. (2007). 
Long-term psychosocial challenges 
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high-level adherence in the future” (p. 
326). 

Stress Management 
O’Cleirigh, Ironson, and Smits (2007) 
investigated whether distress 
tolerance – “the capacity to experi­
ence and withstand emotional dis­
comfort” (p. 315) – moderates the 
impact of major life events on 
psychosocial variables and behav­
iors important in the management of 
HIV. The study drew upon data from 
a sample of 116 men and women 
living with HIV that was diverse with 
respect to age, race, ethnicity, and 

for people living with HIV: Let’s not for­
get the individual in our global re­
sponse to the pandemic. AIDS, 
21(Suppl. 5), S55-S63. 
“This paper highlights several critical 
psychological and behavioral aspects 
of HIV disease, a few of which require 
focused attention, including mental 
health, stigma and disclosure, adher­
ence, and sexual behavior. Although 
the focus is primarily on adults living 
with HIV, we also comment on some 
of the additional challenges for chil­
dren and young people. Our critical 
examination in these areas draws 
upon the lessons learned in contexts 
in which [antiretroviral therapy] has 
been available for a decade, and we 
explore what is currently happening 
in settings with more recent treatment 
access. In the end we offer our insights 
into what we may expect in the future, 
and provide recommendations for on­
going prevention and care initiatives 
with adults, children, and young 
people affected by this disease” (p. 
S55). 

Smith, B.D. (2007). Sifting through 
trauma: Compassion fatigue and HIV/ 
AIDS. Clinical Social Work Journal, 
35(3), 193-198. 
“This article explores the compassion 
fatigue of the author and the graduate 
students he supervised while con­
ducting psychotherapy with persons 
living with HIV/AIDS at a counseling 
center in Atlanta, Georgia. The meta­
phor of a sifter is suggested to repre­
sent the self-care strategies that pro­
viders employ to avoid and manage 
compassion fatigue. Several vignettes 
are presented and discussed from the 

sexual orientation. The investigators 
found that “distress tolerance signifi­
cantly moderated the relationship 
between major life events in the 
previous 6 months and relevant 
outcomes in HIV populations, namely 
depressive symptoms, substance 
use coping, alcohol and cocaine use 
in the past month, and the number 
of reported reasons for missed 
medication doses. That is, low dis­
tress tolerance appeared to combine 
with a high frequency of major life 
events to significantly increase the 
strength of these relationships” 
(p. 320). 

perspective of the provider. The vi­
gnettes facilitate an examination of the 
contribution of trauma experienced by 
persons living with HIV/AIDS to the 
compassion fatigue of social service 
providers” (p. 193). 

Wainberg, M.L., McKinnon, K., Mattos, 
P.E., Pinto, D., Mann, C.G., dos Santos 
de Oliveira, C.S., de Oliveira, S.B., 
Remien, R.H., Elkington, K.S., 
Cournos, F., & the PRISSMA Project. 
(2007). A model for adapting evidence­
based behavioral interventions to a 
new culture: HIV prevention for psy­
chiatric patients in Rio de Janeiro, Bra­
zil. AIDS & Behavior, 11(6), 872-883. 
“[N]o HIV prevention interventions 
have been tested for efficacy with psy­
chiatric patients in Brazil. We con­
ducted participatory research with lo­
cal providers, community leaders, 
patient advocates, and patients using 
an intervention adaptation process 
designed to balance fidelity to effica­
cious interventions developed else­
where with fit to a new context and 
culture. Our process for adapting 
these interventions comprised four 
steps: (1) optimizing fidelity; (2) opti­
mizing fit; (3) balancing fidelity and fit; 
and (4) pilot testing and refining the 
intervention. This paper describes 
how these steps were carried out to 
produce a Brazilian HIV prevention in­
tervention for people with severe men­
tal illness. Our process may serve as 
a model for adapting existing effica­
cious interventions to new groups and 
cultures, whether at a local, national, 
or international level” (p. 872). 

– Compiled by 
Abraham Feingold, Psy.D. 

These results 

provide preliminary evidence sug­
gesting that the treatment of de­
pression, substance use coping, 
substance use, and medication 
adherence in HIV may well ben­
efit from an assessment of the 
patient’s distress-tolerance pro­
file [Simons & Gaher, 2005]. Spe­
cifically, the direct relationship 
between distress tolerance and 
reported HIV symptoms sug­
gests that an assessment of the 
patient’s distress-tolerance pro­
file may inform medical care by 
helping to interpret symptom re­
ports. Another clinical implication 
of ... [these] findings is that the 
efficacy of traditional behavioral 
medicine components of relax­
ation/meditation training and 
problem solving, which already 
provide strategies for approach­
oriented coping and management 
of negative affect ..., may be en­
hanced by the inclusion of emo­
tional acceptance strategies 
(e.g., mindfulness training, expo­
sure-based treatments). (p. 321) 

Riggs, Vosvick, and Stallings (2007) 

investigated the association of 
adult romantic attachment 
style6 to psychological symp­

6 “[S]ecure adult attachment style is char­
acterized by positive internal working mod­
els of self and other, which translate ... into 
low attachment anxiety and low attachment 
avoidance. Three insecure adult attachment 
styles, on the other hand, are character­
ized by negative internal working models of 
self and/or other. Preoccupied individuals 
experience high levels of attachment anxi­
ety because they believe they are unwor­
thy of love and fear abandonment by oth­
ers. In contrast, dismissing-avoidant adults 
view themselves as competent and capable 
and thus experience low levels of anxiety, 
while they view others as rejecting or un­
available and consequently seek to avoid 
emotional intimacy. Fearful-avoidant attach­
ment style is characterized by negative in­
ternal models of both self and other with 
high levels of both attachment anxiety and 
avoidance, and is associated with the poor­
est adjustment of the four adult prototypes 
...” (p. 923). 
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toms of distress (i.e., perceived 
stress, depression) and HIV-re­
lated stigma in a [stratified con­
venience] sample of [288] HIV+ 
adults [recruited from AIDS ser­
vice organizations in the Dallas-
Fort Worth Metroplex in Texas], 
and further explored how attach­
ment style and HIV stigma to­
gether might predict stress and 
depression levels beyond what 
can be accounted for by demo­
graphic and HIV-related medical 
variables (medication, HIV-re­
lated symptoms). (p. 925) 

The investigators found that, beyond 
demographic and health-related vari­
ables, “[a]dult romantic attachment 
style was significantly associated 
with perceived stress, depression 
and HIV-related stigma” (p. 922). 
Riggs and colleagues make special 
note of the finding that “[t]he distri­
bution of attachment style in this ... 
sample was highly skewed, with 90 
percent of participants reporting an 
insecure romantic attachment style” 
(p. 930). In particular, 

[t]his sample’s prevalence of fear­
ful attachment style [i.e., 57.8% 
of sample], which is associated 
with disorganized behavior and 
psychological distress, suggests 
that many HIV+ adults may ben­
efit from therapeutic intervention 
focusing on interpersonal attach­
ment. Moreover, current results 
imply that the diagnosis of HIV 
entails not only the trauma of a 
life-threatening illness stigma­
tized by our society, but also 
imposes serious limitations on 
the ability to seek and form sup­
portive attachment relationships 
with romantic partners. ... In ad­
dition to examining internalized 
stigma among HIV+ clients, 
counselors may find it useful to 
explore the potential impact of 
romantic attachment style on 
physical and mental health. Psy­
chosocial interventions address­
ing interpersonal functioning in 

the context of romantic attach­
ments may be particularly help­
ful to HIV+ persons. For example, 
individual or couples therapy fo­
cusing on attachment-related 
sexual and emotional concerns 
may provide an opportunity to fos­
ter the development of secure 
attachment, which can increase 
psychological well-being and in 
turn possibly influence disease 
progression and outcome. (p. 
932) 

Coping, Social Support, 
& Quality of Life 
Continuing the focus on cigarette 
smoking among people living with 
HIV that was highlighted in the Fall 
2007 issue of mental health AIDS, 
Vidrine, Arduino, and Gritz (2007) 
“examined the effects of changes 
in smoking status on HIV-related 
symptom burden and health-re-
lated quality of life outcomes in a 
multiethnic, low-income population of 
[95] persons living with HIV/AIDS” (p. 
659) who were participating in a 
smoking cessation trial. Vidrine and 
colleagues found that 

length of time quit can signifi­
cantly impact perceived symptom 
burden in persons living with HIV/ 
AIDS. That is, longer periods of 
continuous abstinence within a 3­
month follow-up period ... [were] 
associated with lower levels of 
symptom burden. Thus, the re­
sults from this study suggest that 
smoking cessation treatment 
may represent an effective way 
to help reduce commonly expe­
rienced HIV-related symptoms; 
and the length of smoking absti­
nence is directly related to symp­
tom burden. However, the results 
from this study did not reveal a 
significant association between 
point prevalence abstinence, de­
fined as not smoking a cigarette 
in the past 24 hours, and symp­
tom burden. This indicates that 
the benefits of cessation, in terms 
of reduced HIV-related symptom 

burden, may take some time to 
be realized. (p. 663) 

In their continuing analysis of longi­
tudinal data, Lee, Detels, Rotheram-
Borus, and Duan (2007) report on 
413 children of parents living with 
(or having died from) HIV/AIDS. 
This study examines associations 
between social support and mental 
and behavioral outcomes 2 years af­
ter the children took part in a time­
limited, family-based, cognitive-be­
havioral, skill-focused intervention or 
a standard care group. Lee and col­
leagues found that “[a]dolescents 
who had more social support pro-
viders reported significantly lower 
levels of depression and fewer con­
duct problems; adolescents who had 
more negative influence from role 
models reported more behavior prob­
lems. Reductions in depression, 
multiple problem behaviors, and con­
duct problems were significantly as­
sociated with better social support” 
(p. 1820). With regard to depression, 

adolescents who ha[d] ... 3 sup­
port providers reported signifi­
cantly lower levels of depression 
up to the 9-month follow-up, com­
pared with adolescents who re­
ported 1 provider. Although ado­
lescents who had 4 providers re­
ported lower depression than 
those who had 3 providers, the 
differences were not significant, 
which suggests that 3 providers 
may be the threshold point. Re­
search on the relationship be­
tween mental health and behav­
ioral outcomes and social sup­
port among adolescents affected 
by HIV/AIDS is limited, and ... 
[these] findings point to the need 
for future prevention programs to 
facilitate better social support for 
this unique group of adolescents. 
(p. 1824) 

Continuing with data from this par­
ticipant pool, Stein, Rotheram-Borus, 
and Lester (2007) report on 213 of 
the children 6 years after completing 
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the baseline interview for the study 
described above. According to Stein 
and colleagues, 

[t]he main research question in 
the current study was whether 
early parentification was a pre­
cursor of later dysfunctional atti­
tudes and behaviors among chil­
dren of parents with HIV/AIDS. 
There was concern that their of­
ten obligatory assumption of 
adult, spousal, or parental roles 
in the face of the parental HIV ill­
ness would lead to more mal­
adaptive parenting attitudes, [in­
cluding expecting role reversals 
with their own children,] emo­
tional problems, substance use, 
and poorer coping skills in sub­
sequent years. However, at the 
6-year follow-up, ... [the investi­
gators] did not observe any nega­
tive outcomes among the vari­
ables selected for these analy­
ses. Rather, the only significant 
effects of parentification in this ... 
sample are beneficial: better cop­
ing skills and less tobacco and 
alcohol use. This outcome sup­
ports the notion that resilience, 
defined as positive outcome de­
spite serious threats to adapta­
tion or development ..., is com­
mon even among those with many 
serious risk factors for negative 
outcomes. (p. 328) 

Among cohort members who partici­
pated in the intervention, 

[p]arenting attitudes ... were sig­
nificantly and positively impacted 
by the intervention even though it 
had been implemented several 
years before the 6-year assess­
ment. There may have been both 
a direct effect on the youth and 
an intergenerational effect 
through their [parents with HIV/ 
AIDS]. The family-based interven­
tion focused in part on parenting 
skills for the [parents with HIV/ 
AIDS], including developmentally 
appropriate monitoring and com­

munication, which may have 
translated to positive modeling of 
parental attitudes for the interven­
tion youth. In addition, this inter­
vention had demonstrated ben­
efits for the intervention youth, 
including less emotional distress, 
better self esteem, and fewer risk 
behaviors at the 2-year follow-up 
..., and, at long term follow up, 
fewer teen pregnancies, less de­
pendency on federal subsidies, 
and greater employment and 
school enrollment ... . Perhaps 
the intervention provided a window 
of opportunity for the youth to gain 
positive skills in emotional regu­
lation and coping strategies that 
are reflected in parenting attitudes 
over time. (p. 330) 

Drawing on these findings, Stein and 
colleagues 

suggest that clinicians consider 
the positive personal and cultural 
aspects of a child’s contributions 
to the maintenance of family life 
in the context of a parent’s physi­
cal illness such as HIV/AIDS. For 
youth living with a seriously ill 
parent, increased expectations 
to assist the parent and family 
are often an unavoidable reality. 
Clinicians should recommend 
support for children of parents 
with HIV and conduct brief as­
sessments with them to evaluate 
if the children are coping well with 
the increased responsibility or 
becoming overwhelmed. Clinical 
interventions for adolescents of 
[parents with HIV/AIDS] should 
include a focus on skill building 
for youth that increases their posi­
tive coping with increased family 
responsibilities and that helps 
them maintain developmental 
opportunities in the context of 
parentification. (p. 331) 

In Canada, Husbands et al. (2007) 
randomly assigned new and current 
users of support services at an AIDS 
service organization in Toronto to one 

of two conditions: 

The control group received the 
Usual Care or Self-directed Use 
of Support Services Program (six 
months). The Support Services 
Program included psychosocial 
counselling, employment coun­
selling, social support and sup­
port groups with or without prac­
tical assistance as needed (e.g., 
meals, furniture, good food box, 
buddies, drives to medical ap­
pointments, congregate dining, 
referrals to other agencies). 
These services are provided if a 
... [person living with HIV/AIDS] 
asks; that is, services are pro­
vided on demand or at the request 
of the ... [person living with HIV/ 
AIDS]. 

The experimental group received 
Self-directed Use of Services 
Augmented by Case Manage­
ment (six months). This 
strengths-based model of case 
management ... [Rapp & 
Goscha, 2006] not only assisted 
... [people living with HIV/AIDS] 
to access natural supports, but 
also through the system of hu­
man services (health, social, lei­
sure, housing, employment and 
volunteerism) attempted to ac­
tively link ... [people living with 
HIV/AIDS] with the range of ser­
vices as needed. Strengths­
based case management em­
powers ... individual[s] to achieve 
their goals and acquire the com­
petencies, assets and confi­
dence to fulfil these through the 
use of social relations, opportu­
nities and resources. The case 
manager works with the client to 
assess and prioritize the range 
and mix of their challenges and 
strengths in the areas of daily liv­
ing, housing, finances, social 
supports, vocation, health, lei­
sure or meaningful activity. A 
manual was available and used 
when training case managers in 
the use of this model. (p. 1066) 
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“Results indicated that those who 
benefited most from case manage­
ment were very depressed at 
baseline. Strengths-based case man­
agement compared to usual self-di­
rected care markedly improved the 
physical, social and mental health 
function of very depressed ... [people 
living with HIV/AIDS], and reduced 
their risk behaviours” (p. 1065). 

Husbands and colleagues observe 
that 

[t]he findings concerning very 
depressed study participants 
suggest that less depressed cli­
ents, who may be more func­
tional in their day-to-day lives, 
may receive better care from di­
recting their own use of services, 
due to the increased freedom and 
control that self-directed care can 
create in their lives. Less de­
pressed clients may need assis­
tance in feeling empowered and 
independent in their use of ser­
vices, whereas more depressed, 
and possibly less functional, cli­
ents may require assistance in 
becoming functional before they 
can progress to a stage where 
they are ready to become inde­
pendent in their day-to-day activi­
ties and use of health and social 
services. Thus, agencies that are 
looking to effectively use their lim­
ited resources may consider stra­
tegically placing clients who are 
more depressed with a case 
manager. This would ensure that 
a case management programme 
is utilized in the most effective 
way and that clients who require 
the most support receive a level 
of services commensurate with 
their greater needs. (p. 1071) 

Should group psychotherapy be 
used to address depressive symp­
toms among people living with HIV? 
To answer this question, Himelhoch, 
Medoff, and Oyeniyi (2007) “per­
formed a systematic review and 
meta-analysis of double-blinded, ran­

domized controlled trials” (p. 732) “to 
examine whether depressive symp-
toms respond to group psycho-
therapy treatment among HIV-in­
fected people” (p. 733). The investi­
gators identified eight controlled clini­
cal trials that included 665 study 
participants; “5 used ... CBT ..., 2 
used supportive therapy, and 1 used 
coping effectiveness training. Three 
of the 8 studies reported significant 
effects. The pooled effect size from 
the random effects model was 0.38 
... representing a moderate effect. ... 
Studies reporting use of group CBT 
had a pooled effect size from the ran­
dom effects model of 0.37 ... and was 
significant. Studies reporting the use 
of group supportive psychotherapy 
had a pooled effect size from the ran­
dom effects model [of] 0.58 ... and 
was nonsignificant” (p. 732). 

Himelhoch and colleagues conclude 
that “group therapy, and particularly 
group [CBT,] may be efficacious in 
treating depressive symptoms among 
those infected with HIV” (p. 737). 
Additionally, the investigators ob­
serve that, 

[a]lthough the theoretical under­
pinnings of the group therapy in­
terventions included in the meta­
analysis were diverse[,] they did 
share several features in com­
mon. ... [A]ll sessions were at 
least 90 minutes and occurred on 
average for 10 sessions ... [and] 
each study used techniques spe­
cifically tailored to improve cop­
ing strategies and improve social 
support. Most, but not all, also 
provided some form of relaxation 
training. These elements may 
represent common components 
of successful group psycho­
therapy for HIV-infected individu­
als with distress. (pp. 736-737) 

Finally, Himelhoch and colleagues 
point out that “the underrepresenta­
tion of women limits the general­
izability of these findings. Because 
women may be at risk for depres­

sion and are an emerging population 
at risk for HIV[,] future studies should 
be directed to remedy this disparity” 
(pp. 737-738). 
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