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About Women & Men
In a small study involving five couples,
Pilcher et al. (2001) confirmed the widely
held suspicion that HIV may be transmitted
as early as seven days before an infected
individual experiences the flu-like symptoms
of primary HIV infection and before antibody
testing can detect the virus.  Such findings
underscore the need for consistency in safer
sexual practices to avoid HIV transmission
and prompt research to explore ways of pro-
moting and maintaining these practices.

From condom use diaries completed by 103
heterosexually-active young adults in Aus-
tralia, de Visser and Smith (2001) discerned
that condom use with regular partners was
based largely on established behavior pat-
terns, while use with casual partners was
determined by interactions between the
partners during the encounter rather than
attitudes or beliefs held by the individuals
involved.  The authors suggest that “con-
dom use with casual partners may be in-
creased by furnishing young adults with
skills and confidence for negotiating con-
dom use.  For young adults in regular rela-
tionships, we must ensure that routine pat-
terns of condom use are appropriate for the
levels of risk to which the partners are ex-
posed” (p. 413).

Regarding risk levels, Dutch researchers
(Buunk & Dijkstra, 2001) compared two sets
of heterosexual men and women (39 at high
risk for HIV, 39 at low risk) and found that
the former, while fearful of infection and
aware of their risky behavior, more often
utilized rationalizations and attributions to
justify unprotected sexual behavior than
those at low risk.  Since individuals at high
risk for infection appear to be cognizant of

that risk, Buunk and Dijkstra encourage a
shift from approaches designed to heighten
risk awareness to interventions that chal-
lenge rationalizations and defensive attribu-
tions that undergird risky sexual behavior
in combination with practical exercises to
enhance facility with condoms and
strengthen beliefs that an individual is ca-
pable of using them when necessary.

Turning to people living with HIV, Reilly and
Woopp (2001) studied 360 men and women
receiving HIV medical services and found
that 34% of these individuals had engaged
in at least one act of unprotected vaginal or
anal intercourse over the preceding six
months.  As in other studies, high-risk sex
was associated with lower income, a higher
number of sexual partners, disliking
condoms, lower likelihood of employing risk
avoidance strategies, and use of drugs prior
to sex; low self-esteem, depression and
anxiety, and alcohol use were not associ-
ated with unsafe sex in this sample.  Reilly
and Woopp encourage clinicians to inte-
grate HIV risk-reduction strategies that ad-
dress behavioral skills and motivation when
working with HIV-positive adults, but specu-
late that motivational approaches that tap
into altruistic concerns and promote a sense
of responsibility to the larger community,
both individually and in group format, may
be more effective for some than those that
focus merely on self-interest.

Similarly, Buchacz et al. (2001) studied 145
racially-diverse, heterosexually-active, HIV-
serodiscordant couples and found that
nearly half (45%) reported inconsistent con-
dom use over the preceding six-month pe-
riod.  In this sample, inconsistent condom
use was associated with less education,
unemployment, African-American ethnicity,

injecting drug use (IDU) (in couples with a
younger HIV-positive partner), higher CD4
cell counts in the HIV-positive partner, an
HIV-positive male partner having ever had
sex with another man, and the couple prac-
ticing anal intercourse. [With regard to anal
intercourse, it bears mentioning that Di
Stefano et al. (2001) studied 26 men and
women living with HIV and found that the
rectal lining may contain a significant
amount of HIV, even among individuals re-
ceiving antiretroviral treatment.]

Demmer (2001) surveyed 196 people
(largely heterosexual African-Americans
and Latinos) receiving community-based
HIV services and found that, while worries
about health and finances continued for
many, these individuals generally reported
a high quality of life.  Interestingly, those
reporting a lower quality of life were also
more likely to see HIV as a less serious is-
sue in light of treatment advances and to
believe that safer sexual practices are less
necessary.  Clinicians are encouraged to
assess quality of life among people living
with HIV and its relationship to risk percep-
tions and potential transmission risks.

Case managers may also be in a fine posi-
tion to gauge HIV risk.  Mitchell and Linsk
(2001) surveyed a convenience sample of
101 HIV case managers to assess the po-
tential for integrating HIV prevention screen-
ing into ongoing case management activi-
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ties and believe training and execution could
be enhanced by helping case managers to:
1) cultivate a “safe” space to promote open-
ness and honesty about risk behaviors; 2)
increase their comfort with frank discussion
of risky behavior; and 3) address potential
worries about role conflict for clients, who
may fear that services will be withdrawn if
they reveal risky behavior.

About Women
Fideli et al. (2001) monitored 1,022 sero-
discordant heterosexual couples in Zambia
at three-month intervals over a six-year pe-
riod and found, in a comparison of 109
“transmitters” and 208 “nontransmitter” con-
trols, that a high viral load was a stronger
predictor of transmission risk between
women and men than vice-versa.  Even
when blood levels of HIV have been sup-
pressed to < 500 copies/mL, Kovacs et al.
(2001) found that one-third of 311 hetero-
sexual women living with HIV continue to
have high levels of HIV in their genital se-
cretions and risk transmission to newborn
infants and sexual partners.

Why do some women engage in unsafe
sex?  Hillis, Anda, Felitti, and Marchbanks
(2001) reviewed data from 5,060 women
receiving services through a managed care
organization and found that those subjected
to adverse experiences during childhood
(including emotional, physical or sexual
abuse; domestic violence between parents;
or substance abuse, mental illness, or crimi-
nal activity among household members)
were more likely to initiate intercourse early,
have multiple sexual partners, and/or per-
ceive themselves at risk for HIV.  Moreover,
as the frequency of exposure to violence
and the range of adverse experiences in-
creased, so too did the association with

sexual risk behaviors later in life.  Accord-
ing to the authors, “risky sexual behavior
may represent their attempts to achieve in-
timate interpersonal connections. Having
grown up in families unable to provide
needed protection, such individuals may be
unprepared to protect themselves and may
underestimate the risks they take in their
attempts to achieve intimacy” (p. 206).

On the subject of protection, Moore et al.
(2001) interviewed 386 HIV-positive and
203 HIV-negative sexually active women on
three occasions (baseline, six months, and
12 months) and found that HIV-positive
women were more likely to consistently use
condoms, while HIV-negative women were
more likely to use condoms inconsistently
or not at all.  Among women living with HIV,
25% of those with HIV-positive partners re-
ported consistent condom use, while 41%
of those with partners of unknown or HIV-
negative status reported consistency of use.
In this latter group, inconsistency was as-
sociated with use of injecting drugs or crack
cocaine.  Clearly, many women appear to
use condoms consistently when they or their
partners are known to be HIV-positive, re-
inforcing the importance of women and their
partners learning their HIV status as a risk-
reduction intervention.  On the other hand,
the fact that condom use was not consis-
tent in all serodiscordant relationships high-
lights the need to involve uninfected male
partners in individual or couple’s interven-
tions or, at the very least, help women to
understand the need for consistent condom
use, to clarify their values regarding safer
sex and partner protection, and to develop
skills to negotiate condom use and to re-
duce or eliminate their use of substances.

Employing a sample of 120 urban women

(primarily women of color), Williams,
Gardos, Ortiz-Torres, Tross, and Ehrhardt
(2001) explored the process of safer sex
negotiation with a male partner and reached
several conclusions.  According to these in-
vestigators, clinicians should: 1) identify a
woman’s current repertoire of negotiation
strategies and evaluate their effectiveness;
2) help her to develop a range of effective
strategies – both direct and indirect – for
negotiating consistent condom use within
sexual relationships; 3) support her chang-
ing strategies to match changes in the ne-
gotiation situation; and 4) teach her to de-
fuse conflict that may emerge while negoti-
ating, particularly with a steady partner.

Gielen et al. (2001) randomized 70 HIV-
positive and 471 at-risk women with a pri-
mary male sex partner to either standard
reproductive health services or enhanced
services that included an individual, stage-
tailored intervention delivered by peer coun-
selors and found that the latter could pro-
mote movement along the stages of change
(SOC) toward consistent condom use with
a primary partner at six-month follow-up.
More specifically, HIV-positive women who
received the enhanced intervention were
more likely to have progressed toward be-
havior change or to have maintained con-
sistent condom use, and less likely to have
remained in the precontemplation stage or
to have reverted to unsafe behavior when
compared to women receiving standard
services.  For at-risk women, the enhanced
intervention was associated with being fur-
ther along in the SOC model and less likely
to have reverted to unsafe behavior than
those receiving standard services.  As the
authors note, “[t]ailoring counseling mes-
sages by SOC uses resources efficiently,
and delivery by peer counselors, them-
selves living with HIV may be a particularly
acceptable means of promoting condom
use among women ...” (p. 201).

Other approaches may also be of use.
Gollub, French, Latka, Rogers, and Stein
(2001) observed 292 female sexually-trans-
mitted disease (STD) clinic attendees re-
ceiving one of three counseling approaches:
1) a “women’s safer sex hierarchy of pre-
vention methods” [female condom, male
condom, diaphragm, cervical cap, and
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harboring this belief perceived themselves
at greater risk for infection and the authors
suggest that perceptions of reduced risk ap-
pear to result from, rather than lead to, risky
sexual behavior (i.e., they emerge as an
anxiety-reducing rationalization for past
risky behavior).  The authors conclude that
“Transmission-Prevention beliefs appear to
be central to understanding the HIV-related
sexual risk behavior of gay and bisexual
men” (p. 309) and that clinicians can help
MSM to realistically evaluate whether the
perceived protections afforded by HAART
warrant less-than-consistent condom use.

Finally, Bingman, Marks, and Crepaz (2001)
interviewed 71 sexually-active MSM living
with HIV and found an association between
unprotected anal sex with partners who
were HIV-negative or of unknown status and
blaming others for their infection; this asso-
ciation was particularly strong for men who
believed they were intentionally infected by
another man.  Clinicians may, therefore,
want to assess attributions about HIV infec-
tion in MSM and their association to cur-
rent partner choices and sexual behaviors.

About Adolescents
Roye and Seals (2001) interviewed 39
young women of color who utilized hor-
monal contraceptives and found such use
was, indeed, a barrier to condom use.  Trust-
ing that a partner is monogamous and per-
ceiving condoms to be “irritating” were iden-
tified as additional barriers to condom use
in this sample.  Young women who were
not in a steady relationship and those who
feared pregnancy and infection were more
likely to use condoms.  Suggestions for in-
creasing condom use among users of hor-
monal contraceptives include: 1) increas-
ing ease of access to condoms; 2) wide dis-
persion of HIV prevention messages; 3) re-
inforcing the understanding that hormonal
contraceptives do not protect against HIV;
4) highlighting the fact that current fidelity
in a sexual partner is not equated with low
risk and that communication regarding mo-
nogamy as well as regular HIV testing can
facilitate decision-making about condom
use; 5) promoting parent-teen communica-
tion about condoms; and 6) connecting with
an HIV-positive peer, either face-to-face or
through a video recording.

spermicides] (n = 118); 2) the male condom
only (n = 62); and 3) the female condom
only (n = 112).  While unprotected sex de-
creased in all groups when assessed six
months post-intervention, hierarchical coun-
seling, when compared with single-method
counseling, led to higher levels of self-re-
ported protection during sex.  Clinicians are
encouraged to educate women about a wide
range of physical and chemical barrier pro-
tection methods to reduce HIV/STD risk.

Cabral, Galavotti, Armstrong, Morrow, and
Fogarty (2001) evaluated condom use
among 312, largely African-American, at-
risk women with a primary sexual partner
and found that women who wanted to have
a baby were (understandably) less likely to
use condoms consistently, although women
whose partners supported use of contracep-
tives used condoms more consistently than
women whose partners were unsupportive.
According to the authors, clinicians serving
at-risk women should assess reproductive
values and intentions when planning an HIV
prevention intervention.  In this way, women
oriented toward becoming pregnant can be
educated about the importance of HIV test-
ing and condom use during non-fertile days
in their cycle and linked with STD treatment,
early prenatal care, and couples counsel-
ing.  Conversely, women wanting to avoid
childbearing can be instructed about the
contraceptive and disease prevention ben-
efits of condom use and helped to develop
strategies to enhance partner collaboration
and support for consistent condom use.

Strauss and Falkin (2001) studied 104 HIV-
negative, drug-involved women at risk for
infection and found that, in addition to hav-
ing more social support, women who dem-
onstrated greater consciousness and con-
cern about their HIV risk (through more fre-
quent HIV testing, greater comfort in dis-
cussing their partners’ sexual activity with
other partners, and talking to supportive oth-
ers about HIV-related issues, including their
own status) were more likely to disclose their
HIV-negative status to their intimate part-
ners.  Since women capable of discussing
safer sex as well as their own HIV status
may be more likely to adopt and sustain
safer sexual practices, Strauss and Falkin
encourage clinicians to help HIV-negative

women learn to disclose their HIV status to
intimate partners by encouraging HIV dis-
cussion – including status discussion – with
supportive others and help them to increase
their level of comfort in discussing sexual
behavior more generally with their partners.

About Men Who Have Sex with Men
Deren et al. (2001) interviewed 144 men
who have sex with men (MSM) who were
IDUs and crack smokers and discovered a
heterogeneous group with regard to sexual
behavior. For example, 56% reported hav-
ing sex with women as well during the pre-
ceding year and many engaged in sex trad-
ing (32% with men, 53% with women).
While 31% identified themselves as behav-
iorally bisexual, only 17% presented them-
selves as such to the community.  The au-
thors suggest focusing on behavior rather
than identity in carrying out sexual risk-re-
duction interventions with MSM IDUs.

Martin, Riopelle, Steckart, Geshke, and Lin
(2001) compared 46 gay men living with HIV
and participating in peer-led support groups
with 20 HIV-positive gay men who did not
and found that group participants reported
less unprotected receptive anal intercourse
than their non-group counterparts.  Over-
all, however, knowledge of an undetectable
viral load was associated with a greater fre-
quency of unprotected anal intercourse (al-
beit with use of withdrawal prior to ejacula-
tion), reflecting a limitation in how peer-led
support groups might influence sexual risk-
reduction among HIV-positive gay men.

Expanding on this theme, Huebner and
Gerend (2001) surveyed 575 gay and bi-
sexual men; of the more than 80% who had
been tested, 20% were HIV-positive and
80% were HIV-negative.  Among both posi-
tive and negative men, Huebner and
Gerend found that the belief that highly ac-
tive antiretroviral therapy (HAART) de-
creases the risk of HIV transmission was
associated with reduced intentions to uti-
lize condoms for receptive anal intercourse
and greater likelihood of having engaged in
such with a casual partner; HIV-positive
men who believed in lower transmission risk
were twice as likely as those who did not to
engage in unprotected insertive anal inter-
course.  Interestingly, HIV-negative men
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Interestingly, the mere presence of a sup-
portive parent appears to have an impact
on teen risk behavior.  Crosby et al. (2001)
surveyed 522 sexually-active, African-
American females between the ages of 14
and 18 and found that living with mother in
a family environment perceived to be sup-
portive – independent of communication
about sexual risk and parental monitoring –
was associated with lower levels of risky
sexual behavior, suggesting a potential ben-
efit to family-level interventions that enhance
perceived family support in an effort to re-
duce HIV risk behaviors in young African-
American women.

In another study about home environment,
Moon, Binson, Page-Shafer, and Díaz
(2001) interviewed 203 street youth and dis-
cerned a relationship between high-risk be-
havior and the individual’s perception of his
or her ability to return home.  Based on these
associations, clinicians may be able to iden-

tify street youth at the highest risk for con-
tracting HIV by asking, “Could you go back
home today if you wanted to do so?”

Shrier, Harris, Sternberg, and Beardslee
(2001) reviewed data from a national sample
of 6,583 sexually-active 7th to 12th graders
and conclude that teens with depressive
symptoms are at risk for not using condoms
and for STDs.  Clinicians working with sexu-
ally-active teens should, therefore, screen
for and treat depressive symptoms to reduce
sexual risk behavior and to reduce the po-
tential for contracting STDs, including HIV.

Finally, Santelli, Robin, Brener, and Lowry
(2001) observe that prevention strategies to
address condom use and multiple partners
in teens and young adults who use (or have
ever used) alcohol and other drugs (AOD)
will need to be distinct and different, since
the use of substances appears to influence
these behaviors in different ways.  They

base this observation on an analysis of data
from 7,441 unmarried people between the
ages of 14 and 22 showing that not using
condoms was associated with the number
of different substances ever used as well
as with the age at which alcohol use was
initiated.  Interestingly, neither recent sub-
stance use nor use at last intercourse was
associated with recent condom use, al-
though these factors were associated with
having multiple sexual partners, as was the
number of substances ever used by female
respondents.

About Substance Users
While 54% of 796 sexually-active teens re-
ceiving drug treatment reported reductions
in HIV sexual risk behavior (provided they
stayed in treatment for at least one month),
no improvement was reported among con-
duct-disordered teens with an abuse history,
unmet physical and emotional needs, and
low commitment to school, according to

Tool Box
Resources

Books & Articles of Interest:
Altschuler, J., & Katz, A.D. (2001). Counter-
transference reactions toward older adults fac-
ing HIV and AIDS. Clinical Gerontologist, 23(1-
2), 99-114.
Altschuler and Katz present a sentence
completion exercise developed to identify and
explore countertransference reactions related
to working with older adults facing HIV.

Berger, B.E., Ferrans, C.E., & Lashley, F.R.
(2001). Measuring stigma in people with HIV:
Psychometric assessment of the HIV Stigma
Scale. Research in Nursing & Health, 24(6),
518-529.
The authors introduce a 40-item instrument to
measure perceived stigma in people living with
HIV.

DiIorio, C., Dudley, W.N., Wang, D.T.,
Wasserman, J., Eichler, M., Belcher, L., & West-
Edwards, C. (2001). Measurement of parenting
self-efficacy and outcome expectancy related
to discussions about sex. Journal of Nursing
Measurement, 9(2), 135-149.
DiIorio and colleagues evaluate two scales
designed for use in exploring factors related to
sexual health discussions between parents and
teens.

Hinkin, C.H., Castellon, S.A., Atkinson, J.H., &

Goodkin, K. (2001). Neuropsychiatric aspects
of HIV infection among older adults. Journal of
Clinical Epidemiology, 54(12, Suppl. 1), S44-
S52.
The authors provide “an overview of the epide-
miology and clinical manifestations of HIV-as-
sociated cognitive and psychiatric disorder
across the age spectrum, with particular focus
on what is known regarding the interaction of
advancing age and HIV infection.”

Lyon, M.E., Townsend-Akpan, C., & Thompson,
A. (2001). Spirituality and end-of-life care for an
adolescent with AIDS. AIDS Patient Care &
STDs, 15(11), 555-560.
The authors utilize a case report to offer guide-
lines for assessing spiritual needs and interven-
ing appropriately.

Mayers, A.M., & Svartberg, M. (2001). Existen-
tial loneliness: A review of the concept, its psy-
chosocial precipitants and psychotherapeutic im-
plications for HIV-infected women. British Jour-
nal of Medical Psychology, 74(4): 539-553.
Mayers and Svartberg advocate for the incor-
poration of an existential perspective on loneli-
ness in therapeutic work with women who are
living with HIV.

Palmer, R., & Bor, R. (2001). The challenges to
intimacy and sexual relationships for gay men
in HIV serodiscordant relationships: A pilot study.
Journal of Marital & Family Therapy, 27(4), 419-
431.

Palmer and Bor describe changes in sexual be-
havior, emotional intimacy, and long-term plan-
ning among 10 HIV serodiscordant gay couples.
Their findings may be useful to clinicians in rec-
ognizing stress factors within these relation-
ships and fashioning interventions that serve
the needs of both partners.

Pequegnat, W., & Szapocznik, J. (Eds.). (2000).
Working with families in the era of HIV/AIDS.
Thousand Oaks, CA: Sage.
Grounded in the broadest definition of “family”
(one that includes single parents, foster fami-
lies, extended kin networks, and gay friendship
networks), this volume details cutting-edge,
family-focused HIV prevention and care inter-
ventions.

Peterson, J.L., & DiClemente, R.J. (Eds.)
(2000). The handbook of HIV prevention. New
York: Kluwer Academic/Plenum.
Peterson and DiClemente present a compre-
hensive overview of HIV prevention theories as
well as interventions researched with a range
of at-risk populations in both developed and
developing countries.

Petry, N.M. (2001). Reliability of drug users’ self-
reported HIV risk behaviors using a brief, 11-
item scale. Substance Use & Misuse, 36(12),
1731-1747.
Petry reports on use of the HIV Risk Behavior
Scale to assess sexual and injection risk among
substance users.
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Remien, R.H., & Rabkin, J.G. (2001). Psycho-
logical aspects of living with HIV disease: A
primary care perspective. Western Journal of
Medicine, 175(5), 332-335.
Remien and Rabkin “summarize the psycho-
logical issues and challenges of living with HIV
infection, the psychiatric conditions that are
commonly seen, ways in which primary care
physicians can help address these issues, and
recommendations for when they should con-
sider involving mental health specialists and
other support services.”

Smith, M.D. (2001). HIV risk in adolescents
with severe mental illness: Literature review.
Journal of Adolescent Health, 29(5), 320-329.
Smith summarizes research on HIV risk –
linked to a host of family, peer, sociocultural,
and economic factors – in adolescents living
with severe mental illness.

Treisman, G.J., Angelino, A.F., & Hutton, H.E.
(2001). Psychiatric issues in the management
of patients with HIV infection. Journal of the
American Medical Association, 286(22), 2857-
2864.
Through a complex case study, the authors
present a framework for providing a compre-
hensive, collaborative, multidisciplinary ap-
proach to the diagnosis and treatment of
people living with HIV who present for services
with psychiatric disorder(s).

--Compiled by Abraham Feingold, Psy.D.

Joshi, Hser, Grella, and Houlton (2001).
Conduct-disordered teens who perceived
treatment to be effective were more likely
to report improvement, except for those
scoring high in hostility or low in self-per-
ception.  Among teens without a conduct
disorder, receiving mental health services
was linked to reductions in sexual risk.  Ac-
cording to the authors, “the effect of drug
treatment on HIV risk reduction behavior
can be increased when attention is focused
on adolescents’ pretreatment risk factors,
service needs, [in-treatment] responses,
and key personality characteristics” (p. 657).

Within a sample of 332 crack cocaine smok-
ers not engaged in treatment, Timpson et
al. (2001) discerned differences between
men and women in their approach to the
SOC leading to consistent condom use,
suggesting that behavior change related to
condom use may be slower and more com-
plex for women than for men.

In another study by this same group
(Bowen, Williams, McCoy, & McCoy, 2001),
condom use intentions were assessed
among 586 heterosexual crack cocaine
smokers not engaged in treatment.  Among
these men and women, the intention to use
condoms with a primary sexual partner was
associated with the belief that peers also
used condoms with their partners and ex-
pectations of a positive outcome to condom
use (specifically, beliefs related to the im-
pact of condom use on romance and sexual
pleasure).  Behavioral processes related to
beliefs that support condom use intentions
included counter-conditioning (i.e., having
the ability to engage in non-penetrative
sexual activity when condoms are unavail-
able), stimulus control and reinforcement
(i.e., generating reminders to cue condom
use and gathering rewards for such use),
and self-liberation (i.e., believing that con-
dom use is socially accepted and under the
individual’s control).  In practical terms, the
authors conclude that:

... a group intervention in which drug us-
ers are given a means to remind them-
selves to use condoms and reward
themselves for condom used within spe-
cific romantic contexts should improve
intention to use condoms and increase
condom use.  During the intervention,
participants might be given an opportu-
nity to develop romantic plans to use
condoms with their primary partners.
Groups discussion about pleasurable
condom use with primary partners
would provide reminders to try a roman-
tic activity with condoms.  The group
would also provide a safe forum in which
the success or failure of the condom use
plan could be discussed.  Discussion
of condom use between partners should
focus on successful condom use and
support efforts to reduce barriers to con-
dom use.  Ideally, a number of sessions
would be developed to provide repeated
encounters with peers and chances to
develop and refine plans for romantic
condom use. (p. 591)

Rees, Saitz, Horton, and Samet (2001) stud-
ied 354 individuals receiving inpatient detox
services (including 105 recent IDUs) and
found no association between alcohol con-

sumption and HIV drug-injecting risk behav-
iors in this sample.  They did, however, find
an association between alcohol consump-
tion and HIV sexual risk behaviors among
female drug users and conclude that ad-
dressing alcohol problems among drug us-
ers (particularly women) may reduce risky
sexual behaviors in this population.

In another study involving substance users
in treatment, McMahon, Malow, & Penedo
(2001) assessed 291 HIV-negative, AOD-
abusing male veterans in inpatient drug
treatment with the Minnesota Multiphasic
Personality Inventory 2 (MMPI-2) and di-
vided them into three personality subgroups:
a “high pathology” cluster (with mean eleva-
tions of greater than 65 on most basic clini-
cal scales), a “subclinical” cluster (in which
only Scale 4 [psychopathic deviance] ap-
proached a clinical elevation), and a “mild
pathology” cluster (with a profile shape simi-
lar to the “high pathology” cluster, but with-
out clinical elevations).  With regard to HIV
risk, the clusters revealed few differences
in their attitudes, beliefs and expectancies
related to HIV risk behaviors, although the
“high pathology” cluster reported less con-
fidence in their ability to practice safer sex
than the “subclinical” cluster.  According to
the authors, polysubstance abusers with
more chronic and severe mental health
problems would likely benefit from interven-
tions that address poor judgment and limi-
tations in problem-solving that may contrib-
ute to HIV risk behavior.  Additionally, the
authors stress the need for optimal se-
quencing of HIV prevention education and
psychiatric interventions, since the latter are
key to maximizing the benefits of the former.

About the Severely Mentally Ill
McKinnon, Cournos, and Herman (2001)
interviewed 195 people living with severe
mental illness (SMI) and found that 100
(51%) had been sexually active in the pre-
ceding six months.  The likelihood of sexual
activity decreased with age and cognitive
symptoms (disorientation, conceptual dis-
organization, poor attention, difficulty with
abstract thinking, mannerisms/posturing)
and increased with excited symptoms (hos-
tility, tension, excitement, poor impulse con-
trol).  Among those sexually active, 49% had
a partner with known HIV risk factors, 34%
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had used AOD, 28% had traded sex, and
59% did not use condoms.  Cognitive symp-
toms were also associated with trading sex,
while the likelihood of a STD history in-
creased with depressed/anxious symptoms
(anxiety, preoccupation, depression, guilt
feelings, somatic concerns) as well as with
use of AOD.  McKinnon and colleagues rec-
ommend that people living with SMI be
taught concrete skills to manage those psy-
chiatric states associated with HIV risk be-
haviors and that their use of AOD be as-
sessed to see if intervention is needed.

Carey, Carey, Maisto, Gordon, and Vanable
(2001) remind us of the importance of on-
going HIV risk assessment among all
people receiving mental health services,
based on their finding that 69% of 1,558
psychiatric outpatients had been sexually
active in the preceding year and 23% had
engaged in HIV risk behaviors.  In this
sample, sexual risk occurred more often
among younger clients with less severe dis-
orders who were single as well as clients
who used or abused substances.

HIV Assessment News
HIV Counseling & Testing
Brown, O’Grady, Farrell, Flechner, and
Nurco (2001) compared individuals in drug
treatment with regard to their frequency of
HIV testing (43 individuals who tested for
HIV on five or more occasions  vs. 56 indi-
viduals who tested for HIV no more than
twice) and found frequency of testing to be
associated with felt vulnerability to HIV and
not associated with risk behaviors, psycho-
logical functioning, or family involvement.
The disassociation of behavior and risk
highlights the challenge of personalizing risk
for purposes of increasing the monitoring
of health status among drug users.

Riess, Kim, and Downing (2001) interviewed
66 drug users and found that women were
motivated to pursue HIV testing based on
their perception that testing offers benefits
to either an unborn child during pregnancy
or to their family more generally, while men
were motivated to pursue testing based on
their perception of personal gain, including
financial remuneration or relief from anxi-
ety  related to learning their HIV status.  The
authors suggest that clinicians play up the

importance of family concerns when dis-
cussing testing with female drug users and
increasing control over one’s life when dis-
cussing testing with male drug users.

Psychiatric Assessment
Zinkernagel et al. (2001) screened 397
people living with HIV in Switzerland for
anxiety, depression, and health-related
quality of life and found that scores were
generally worse (particularly among IDUs)
than those among the Swiss more gener-
ally – despite the comparative health of this
HIV cohort.  Better scores (indicating less
psychological distress and higher quality of
life) were associated with female gender,
higher education, being employed, lower
viral load, and shorter duration of HIV dis-
ease.  The authors conclude that HIV in-
fection, even when well-controlled, is asso-
ciated with elevated levels of anxiety and
depression.  Mental health assessment is
therefore critical, regardless of HIV disease
parameters.

Several recent studies have focused spe-
cifically on depressive symptomatology:

  o Johnson et al. (2001) followed 103 men
living with HIV over a six-month period and
conclude that individuals lacking in social
support may experience hopelessness and
be at increased risk for the onset of depres-
sive symptoms.

  o According to Jones, Beach, Forehand,
& the Family Health Project Research
Group (2001), who studied 73 African-
American single mothers living with HIV, de-
pressive symptoms are associated with an
increase in physical complaints 12 to 14
months later.  For this reason, they encour-
age assessment of and treatment for de-
pressive symptoms, not only to enhance
quality of life among HIV-infected, African-
American single mothers, but to address
general physical distress as well.

  o Similarly, Eller (2001) found work sta-
tus, depression, and fatigue predictive of
quality of life in 81 adults living with HIV.
She urges clinicians to assess work status,
depression, and fatigue on a routine basis
and manage the latter two to increase qual-
ity of life for persons living with HIV.

Parent-Child Assessment
Rotheram-Borus, Stein, and Lin (2001) fol-
lowed 211 adolescent children of HIV-posi-
tive parents over a two-year period and
found that those who lost a parent to death
reported greater emotional distress and
problems behaviors (i.e., “acting out”) two
years later than those who had not experi-
enced such a death.  Teens who had been
randomized, along with their parent, into a
coping skills intervention demonstrated ben-
efits two years later (irrespective of paren-
tal death), including fewer problem behav-
iors, fewer sexual partners, and better ad-
justment when their parents reported less
emotional distress and less severe HIV-re-
lated symptoms at baseline.  Clearly, clini-
cians must monitor the psychological and
behavioral impact of bereavement and the
stress of chronic parental illness on children.

HIV Treatment News
Medical Care
Antiretrovirals have been shown to prolong
life for adults living with HIV; the same can
now be said for children.  After four years of
following 1,028 children and teens living with
HIV, Gortmaker et al. (2001) conclude that
the use of protease inhibitors (PIs) in con-
cert with other antiretrovirals reduces the
risk of dying from AIDS by two-thirds (from
5.3% in 1996 to 0.7% in 1999).

And yet, there are limits to the efficacy of
HAART.  Richman et al. (2001) studied
1,647 blood samples drawn from a nation-
ally representative sample of more than
2,000 adults receiving HIV medical care and
found that 64% of these individuals experi-
enced rising viral loads over time, reflect-
ing a reduction in benefit from HAART over
a two- to three-year period.  Richman and
colleagues also found that 78% of those with
detectable virus carried at least one drug-
resistant strain of HIV, particularly those with
greater access to care (i.e., educated and
privately insured gay white men); overall,
49% of those studied carried a drug-resis-
tant strain of the virus, including 20% of
newly-infected individuals entering care.

Optimizing treatment is obviously essential,
but how early can a failing medication regi-
men be identified?  Polis et al. (2001) ana-
lyzed treatment histories from 124 adults
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and children living with HIV and found that
they could distinguish between those who
would demonstrate a good response to
medication at three months and those who
would not based on a viral load measure-
ment taken six days after initiating
antiretrovirals (rather than the customary
four to eight weeks).  Such testing does not
take long-term adherence to medications
into account, but might allow for a much
earlier assessment of drug efficacy among
adherent individuals.

Drug efficacy is only one concern when it
comes to continuing medications; side ef-
fects are another.  In a prospective cohort
study involving 1,160 people receiving anti-
retrovirals in Switzerland, Fellay et al. (2001)
found that:  47% of participants experienced
adverse, treatment-related side effects; 9%
of these effects were rated as “serious” or
“severe”; and a greater likelihood of side
effects was associated with a higher num-
ber of medications taken in combination.

Given the potential for side effects, re-
searchers continue to explore the best time
to begin treatment.  Of note are two stud-
ies, one conducted in Europe (Phillips et al.,
2001) and the other in Canada (Hogg et al.,
2001), suggesting that some individuals
may safely delay the initiation of anti-
retrovirals until their CD4 cell count falls to
not < 200 cells/mm3 (under current guide-
lines, HAART is recommended when CD4
cell counts fall below 350 cells/mm3).  In a
related study, Sterling, Chaisson, and Moore
(2001) compared 530 adults receiving
HAART to 484 who did not for an average
of 22 months and conclude that guidelines
for initiating HAART among asymptomatic
individuals should place greater emphasis
on CD4 cell counts than on viral load, since
the former was more predictive of disease
progression (again utilizing a CD4 cell count
of 200 cells/mm3 at the start of treatment as
the line of demarcation) than the latter.

Other researchers continue to assess struc-
tured treatment interruptions (STI) to reduce
the amount of medication taken.  Over a
period of up to 68 weeks, Dybul et al. (2001)
followed 10 individuals on daily HAART with
low viral loads and high CD4 counts and
had them begin cycling their HAART regi-

men in a seven days on/seven days off pat-
tern.  Virus levels not only remained sup-
pressed on this short-cycle intermittent treat-
ment schedule, but cholesterol levels
dropped by 22% on average, and triglycer-
ide levels by 51%.  Should these findings
bear out in larger studies, the toxicity of
these medications might be lowered and the
cost of treatment could be cut in half for
many people living with HIV.  Of course,
these findings are quite preliminary and will
require additional investigation before influ-
encing treatment recommendations.

Another line of research focuses on the
development of new medications with fewer
side effects.  In this regard, the U.S. Food
and Drug Administration (2001) has ap-
proved the first nucleotide analogue,
tenofovir (Viread™), for HIV treatment.
Nucleotides block HIV replication in a man-
ner similar to nucleoside reverse tran-
scriptase inhibitors (NRTIs) like zidovudine
(AZT or Retrovir®).  While approval was
based on studies involving people previ-
ously treated with antiretrovirals, tenofovir
may be used with all individuals living with
HIV, regardless of treatment history.  The
medication is taken once daily with food and
in combination with other antiretrovirals.
The most common side effects are mild to
moderate gastrointestinal problems.

An interesting side note: A laboratory study
by Gekker, Lokensgard, and Peterson
(2001) revealed that naltrexone (Revia®),
a non-selective opioid receptor used in the
treatment of alcohol or opiate dependence,
not only does not appear to interfere with
the action of antiretrovirals, but may en-
hance their activity.

Psychiatric/Psychological/
Psychosocial/Spiritual Care
Neuropsychiatric Impairment
Based on a 45-month, prospective study
involving 28 individuals taking HAART, Ital-
ian investigators (Tozzi et al., 2001) con-
clude that, while many people with HIV-as-
sociated neurocognitive impairment expe-
rience sustained improvement after 15
months of treatment, ongoing HIV-related
neurological damage appears to occur even
while taking HAART, as reflected in persis-
tent neurocognitive difficulties in nearly 44%

of individuals with baseline neurocognitive
impairment in their study cohort.

York, Franks, Henry, and Hamilton (2001)
assessed verbal working memory in 18 HIV-
negative, 16 HIV-positive but asymptomatic,
and 20 HIV-positive and symptomatic indi-
viduals and found subtle verbal working
memory deficits even during the early
stages of HIV infection.  York and colleagues
observe that mild memory deficits may in-
terfere with the performance of common
tasks (e.g., counting change, reading) and
that more pronounced deficits may impair
complex decision-making.  They conclude
that, to help maintain as high a cognitive
performance level as possible throughout
the course of HIV, individuals may benefit
from the introduction of compensatory
memory strategies and rehabilitative coun-
seling earlier in the disease process.

Alternative Medicine
When garlic supplements (a “natural” cho-
lesterol fighter sometimes used by people
receiving HAART) were taken in combina-
tion with saquinavir (Fortovase™) by 10 vol-
unteers over a three-week period,  Piscitelli,
Burstein, Welden, Gallicano, and Falloon
(2002) found that blood concentrations of
saquinavir dropped by approximately 50%;
even after a 10-day “washout” period, dur-
ing which time no garlic supplements were
taken, blood levels of saquinavir remained
35% below baseline.  While it is unclear how
garlic supplements might affect complex
antiretroviral regimens, researchers recom-
mend that individuals “exercise caution”
when mixing garlic supplements with
saquinavir, particularly when the latter is
used as their only PI.

Adherence to Treatment
Katz et al. (2001) followed a nationally rep-
resentative sample of 2,437 adults receiv-
ing HIV medical care over a six-month pe-
riod and found that those with case manag-
ers had fewer unmet needs for supportive
services (i.e., income assistance, health in-
surance, home health care, and emotional
counseling) and were also more likely to
utilize antiretrovirals.  The authors specu-
late that case managers may assist clients
in overcoming fears about medications and
help them adhere to their regimens.
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Similarly, Altice, Mostashari, and Friedland
(2001) interviewed 205 men and women,
primarily IDUs, receiving HIV services in a
correctional setting and found that accep-
tance of antiretroviral therapy was associ-
ated with trust in health care providers and
trust in the HIV medications they prescribe.
Decreased adherence was associated with
side effects, social isolation, and the com-
plexity of the prescribed medication regi-
men.  Clearly, a trusting relationship with
providers is key to accepting antiretrovirals,
while characteristics of those medications
and social isolation potentially affect adher-
ence in socially marginalized populations of
people living with HIV.

With regard to regimen complexity, Stone
et al. (2001) surveyed 289 women taking
antiretrovirals and found that the less com-
plex the medication regimen (i.e., the sim-
pler the dosing instructions and the fewer
food-dosing restrictions), the more likely that
a woman will report adherence to that regi-
men.  More specifically, women taking medi-
cations no more than twice daily and with
no food-dosing restrictions and who cor-
rectly understood their regimen dosing in-
structions reported that they were less likely
to have missed medication doses over the
preceding three days than those prescribed
more complex regimens.  Adherence may,
therefore, be improved when antiretroviral
regimens are simplified.

Unfortunately, improving nonadherent be-
havior across regimens is far from simple.
Walsh, Horne, Dalton, Burgess, and
Gazzard (2001) surveyed 178 HAART re-
cipients and found a median self-reported
adherence rate of 95%.  Occasional non-
adherence was linked to eating at the wrong
time (38.2%), sleeping through a dose
(36.3%), forgetting (35.0%), and being with
other people at dosing time (30.5%).  While
these individuals gave an average of 3.2
reasons for occasionally missing a medica-
tion dose, 20% gave six or more reasons.
Those with the lowest reported adherence
gave the greatest number of reasons for
nonadherence and reported that these rea-
sons affected them more often.  Given the
complexity of nonadherent behavior, Walsh
and colleagues caution against targeting a
single reason for nonadherence and instead

suggest a more sophisticated, multifaceted
approach to a broad range of issues that
promote nonadherence.

When assessing adherence, several points
emerge from recent literature:

  o Gross, Bilker, Friedman, and Strom
(2001) followed 41 individuals initiating
antiretroviral treatment over a four-month
period and found that adherence was
greater among those who achieved an un-
detectable viral load (< 50 copies/mL) over
that period, although adherence did not dif-
fer over the first month between those who
did and those who did not achieve an un-
detectable viral load.  Gross and colleagues
urge clinicians to closely assess adherence,
particularly after the first month of antiretro-
viral treatment.

  o Wilson, Tchetgen, and Spiegelman
(2001) queried a diverse sample of 454
antiretroviral users regarding adherence to
each of their antiretroviral medications over
the preceding week and found that individu-
als generally missed or were off-schedule
at certain dosing times rather than with spe-
cific medications.  Since adherence to one
antiretroviral seems to predict adherence to
other antiretrovirals, they encourage clini-
cians to look into problematic dosing times
when assessing medication adherence.

  o French researchers (Duran et al., 2001)
followed 277 HAART recipients who were
adherent to their medication regimen at four
months and found that 76% experienced at
least one lipodystrophy-related symptom
and 30% did not maintain adherence at 20
months.  These researchers observe that
factors that challenge initial adherence may
differ from those that challenge mainte-
nance of medication-taking behavior and
advise clinicians to remain alert to early
signs of lipodystrophy and address its po-
tential impact on medication adherence.

Safren et al. (2001) compared two minimal
strategies designed to increase adherence
to HIV medication regimens.  In a program
called “Life-Steps,” a manualized, single-
session intervention protocol incorporating
cognitive-behavioral, motivational interview-
ing, and problem-solving techniques, clients

were asked to review various components
of appropriate medication-taking.  This pro-
gram was compared with basic medication
self-monitoring that involved an adherence
questionnaire and a daily pill diary.  At
baseline, adherence was associated with
satisfaction with social support, belief in
one’s ability to maintain adherence, and
fewer punishment beliefs about HIV, al-
though depressed mood was most predic-

Tool Box
Working with HIV/AIDS:

The Clinician’s Job

As people living with HIV and AIDS experi-
ence sustained improvements in health due
to advances in medical treatment, many are
maintaining their employment while others are
contemplating or engaged in a return to work.

The desire to work following diagnosis with a
stigmatized medical condition reflects the im-
portance of work in the lives of these individu-
als, according to McReynolds (2001).  Her  in-
terviews with seven HIV-positive adult men
and women highlight the fact that work: 1) pro-
vides access to affordable health insurance
and medical care; 2) offers a distraction from
health-related concerns; 3) allows individuals
to contribute to society; and 4) serves as a
measure of continuing health and hope for the
future.

On the other side of the age spectrum,
Lightfoot and Healy (2001) examined career
exploration and planning among 115 youth liv-
ing with HIV and found greater certainty re-
garding occupational choice and career plan-
ning were each associated with less emotional
distress and greater use of positive coping.
While causal relationships could not be es-
tablished through this study, Lightfoot and
Healy, nonetheless, encourage clinicians to
engage youth living with HIV in identifying and
initiating career-oriented education in an ef-
fort to build or reaffirm hope for the future and
to acquire the skills needed for securing em-
ployment.

How Clinicians Can Help
Clinicians can play a central role in assisting
clients to plan for the professional and emo-
tional challenges of living and working with a
chronic condition requiring ongoing medical
management.

For individuals who enjoy stable health and
plan to continue their current employment, cli-
nicians can assist in decision-making about
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tive of poor adherence.  A total of 56 clients
with less-than-perfect adherence were ran-
domized to one of the two adherence strat-
egies; after 12 weeks, both strategies im-
proved adherence to more than 90%, al-
though the “Life-Steps” approach resulted
in a more rapid increase in adherence.

Finally, in a qualitative follow-up to an ear-
lier quantitative study, Gold and Ridge

(2001) interviewed 20 Australian gay men
living with HIV regarding their reasons for
not initiating antiretrovirals; these included:
fear of side effects; fear of damaging bodily
organs; the inconvenience of complex treat-
ment regimens; the sense that such de-
mands would reduce their morale; and the
belief that treatment is unnecessary in the
absence of symptoms.  Nevertheless, these
men were engaged in all other aspects of

HIV medical care, differing with their pro-
viders only on the question of if and when
to initiate antiretrovirals.  Gold and Ridge
observe that these men tended to focus on
aspects of immediate experience, rejecting
the biomedical model’s reliance on “ab-
stract” notions of statistical probabilities and
the longer-term consequences of decisions
made.  Since nearly half of these individu-
als report “unreasonable pressure” to ini-

HIV status disclosure to supervisors and co-
workers [see below] and, if the client opts for
disclosure, in identifying reasonable workplace
accommodations that might allow him or her
to manage disease symptoms that are present
or might emerge and to continue in desired em-
ployment settings (or to make the best of em-
ployment situations that afford continuing in-
surance coverage) (McReynolds, 2001).

While the prospect of returning to work intro-
duces a variety of practical concerns as well, it
ushers in a range of psychological issues that
must also be addressed.  According to Bettinger
(1999), clinicians can help by engaging clients
in an exploration of the historic meaning of work
to them as well as the full complement of feel-
ings that accompany thoughts of reentering the
workforce.  Once the complex relationship be-
tween the person and his or her work history is
reasonably well understood, the clinician can
begin exploration of intrapsychic and systemic
ramifications of and potential impediments to
resuming employment (e.g., letting go of what
had become a familiar identity and lifestyle, both
by the client and his or her loved ones).

Once the decision to resume employment is
made, the reentry process can be fraught with
a host of challenges (professional, financial,
and emotional) that must be addressed to fa-
cilitate job acquisition and performance.  Ac-
cording to Brooks and Klosinski (1999), who
conducted three focus groups involving 30 HIV-
positive men preparing to rejoin the ranks of
the employed (including one group of monolin-
gual Spanish speakers), concerns extend not
only to deciding about HIV status disclosure
and requesting workplace accommodations to
address continuing medical needs, but also to
the more practical issues that arise when an
individual has experienced an illness-related
disruption to his or her career path and is reen-
tering the job market following what may have
been a lengthy absence, not to mention poten-
tial loss of or changes in medical benefits when
employment is resumed.  Individuals contem-
plating a return to work may require: vocational
assessment; assistance with job-seeking skills,

including resume writing and interviewing; ben-
efits counseling; and HIV/AIDS workplace dis-
closure and employment discrimination informa-
tion as codified in the Americans with Disabili-
ties Act (ADA) of 1990 (Brooks & Klosinski,
1999; Fesko, 2001a; McReynolds, 2001).

The Question of Disclosure
A major issue for people living with HIV, whether
they are maintaining or seeking employment, is
the question of disclosure.  In an exploratory
study utilizing a sample of convenience, Fesko
(2001b) interviewed 18 people living with HIV
who continued working after their diagnosis and
studied their decisions regarding health status
disclosure. She identified six factors that influ-
enced disclosure decisions: 1) the progression
of illness and current state of health; 2) the
individual’s own acceptance of his or her HIV
status; 3) potential risks for discrimination or
hostility in the workplace; 4) the individual’s abil-
ity to deal with these potential negative conse-
quences; 5) issues related to the individual’s
sexual orientation (i.e., “coming out” through HIV
disclosure; expecting – and potentially being
denied – support from gay coworkers and su-
pervisors); and 6) the psychological and practi-
cal consequences of nondisclosure.

According to Fesko, “[t]he most frequently cited
reasons for disclosing HIV status were to ex-
plain choices they were making as they inter-
viewed for a job and concerns about their job
performance and the need for accommodations.
For individuals who disclosed their HIV status
to selective members of the workplace or dis-
closed to no one, the primary reasons given
were preference for privacy, nature of the work
environment, and fear of possible conse-
quences” (p. 235).  And yet, those who disclosed
generally reported feeling more relaxed and re-
lieved that they no longer had to keep a secret.
In addition, they were largely able to receive
support from their supervisors and coworkers
and to ask for accommodations in the workplace.

Clinicians can assist clients in weighing the risks
and benefits of disclosure by walking them
through these six factors and identifying any

additional factors relevant to their personal situ-
ations.  For individuals who choose to disclose,
Fesko (2001a) outlines a number of steps cli-
nicians may follow in developing a disclosure
strategy.  These include: 1) exploring the client’s
style and comfort level in sharing personal in-
formation and helping that individual to decide
whether to disclose selectively or more pub-
licly; 2) developing a disclosure script –  em-
phasizing positive contributions rather than limi-
tations related to illness and avoiding the use
of medical jargon – and role playing to increase
the client’s comfort in delivery; 3) deciding how
confidentiality should be managed and dis-
cussed with supervisors; 4) identifying what
behaviors on the part of supervisors and co-
workers would feel supportive (e.g., open dis-
cussion about HIV and its treatment; discus-
sion only when initiated by client) and support-
ing the client’s efforts to indicate this prefer-
ence in the workplace; and 5) anticipating the
anxieties of supervisors and coworkers and
preparing responses to address these con-
cerns.
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tiate antiretrovirals, the authors caution pro-
viders to approach this style of reasoning
with respect and consideration and to en-
courage such clients to clarify – for them-
selves – the advantages and disadvantages
of antiretrovirals and to evaluate each ar-
gument carefully.  Such an approach height-
ens, rather than supplants, the client’s own
sense of agency in the treatment process
and may promote more positive outcomes
than a traditionally prescriptive approach.

Substance Use & Abuse
Knowlton et al. (2001) followed 503 low-in-
come IDUs (37% were HIV-positive) over a
one-year period and found depressive
symptoms to be positively associated with
declining physical health and negatively
associated with discontinuing drug use.
Such findings suggest that preventive medi-
cal care and drug treatment may help to re-
duce depressive symptoms among IDUs.

Serostatus Disclosure
Murphy, Steers, and Dello-Stritto (2001)
studied 135 mothers living with HIV and their
uninfected young children and found that
30% of the mothers disclosed their HIV sta-
tus to their children.  Compared to non-dis-
closing families, disclosure was associated
with preexisting higher levels of social sup-
port for disclosing mothers and lower lev-
els of both aggressiveness and low self-
esteem in children after disclosure.  While
these results are preliminary, it would ap-
pear that disclosure of maternal HIV status
does not appear to be associated with a
negative impact on young children.

Stress Management
Cole et al. (2001) followed 13 antiretroviral-
naive, HIV-positive men through their first
three to 11 months of HAART treatment and
found that elevated stress levels in these
individuals appear to facilitate viral replica-
tion, undermining the effectiveness of the
medications.  The authors note that stress
reduction techniques have had mixed re-
sults with HIV-positive individuals and have
begun exploring the use of beta-blockers
to lower stress in people living with HIV.

Pain Management
Schiff, Holtz, Peterson, and Rakusan (2001)
evaluated a pain management intervention

with HIV-infected children undergoing rou-
tine venipuncture.  The multi-component
intervention included cognitive behavioral
strategies (preparation, relaxation, distrac-
tion, reinforcement, parent involvement) and
EMLA (eutectic mixture of local anesthet-
ics) cream.  Schiff and colleagues found
that, with repeated exposure, a multi-com-
ponent pain management intervention ap-
peared to reduce pain, behavioral distress,
and parental anxiety associated with veni-
puncture for children living with HIV.

Care for Caregivers
In an exploratory study, Poindexter (2001)
interviewed seven caregivers of people liv-
ing with HIV who were themselves over the
age of 50 and found these individuals to be
experiencing fluctuations in and interactions
between the benefits and detriments engen-
dered by the caregiving relationship itself
and to also be confronting the larger soci-
etal context of HIV.  While it is critical to in-
clude older caregivers in family assessment
and service planning, Poindexter urges cli-
nicians to affirm the resilience, resources,
and accomplishments of older caregivers
and to support them in the caregiving pro-
cess to promote its continuation.

Coping Strategies
There are two major theoretical models of
optimism: explanatory style optimism, which
attributes negative events to external fac-
tors and relegates them to particular times
or circumstances, and dispositional opti-
mism, characterized by a general expecta-
tion of positive outcomes.  Tomakowsky,
Lumley, Markowitz, and Frank (2001) stud-
ied 87 men living with HIV cross-section-
ally and a subset (n = 47) prospectively for
two years and found both types of optimism
to be associated with better self-reported
health in the cross-sectional component of
the study.  Interestingly, explanatory style
optimism was associated with a lower CD4
cell count – a clinical marker of disease pro-
gression – both cross-sectionally and pro-
spectively, while dispositional optimism was
unrelated to immune status.  In discussing
this unexpected finding, the authors point
to the unique, persistent, and uncontrollable
stressors of HIV disease (e.g., bereavement
concurrent with personal illness, complex
medication regimens and disturbing side

effects) and observe that while “optimism
may be adaptive under ordinary circum-
stances, or for the population at large, or
for certain health problems, an optimistic
explanatory style may operate differently in
HIV infected populations” (p. 585).

Bova (2001) studied 101 racially and ethni-
cally diverse women living with HIV and
found that it was the appraisal of illness
events that influenced both the experience
of symptoms as well as longer-term adjust-
ment to chronic illness associated with HIV
disease.  Moreover, supportive others ap-
pear capable of influencing illness appraisal.
Taken together, Bova’s findings suggest that
interventions designed to reframe negative
appraisal of illness events by drawing in
supportive others (through, for example, a
positive coping, skills-building intervention
for HIV-infected women and their support-
ers) have the potential to affect adjustment
to chronic illness among these women.

Smith et al. (2001) evaluated 82 HIV-posi-
tive and 122 HIV-negative African-American
new mothers and found these groups to be
fairly similar in their psychosocial function-
ing, psychosocial distress, the quality of their
close relationships, and their access to and
satisfaction with social support.  When com-
pared with their HIV-negative counterparts,
however, new mother who were living with
HIV perceived themselves to have less con-
trol over their current health and sexual be-
havior (although they were more likely to
use sexual protection) and to make greater
use of both avoidant and support coping
strategies.  Smith and colleagues conclude
from these findings that interventions di-
rected to African-American new mothers liv-
ing with HIV “should target perceived con-
trol, social support, and support coping as
well as avoidant coping in such a way as to
increase women’s more effective utilization
of their support systems” (p. 229).

Likewise, Tangenberg (2001) conducted
focus groups with 40 mothers living with HIV
and found that spiritual beliefs offered
strength and support in coping with HIV,
drug addiction, and everyday difficulties.  Cli-
nicians are urged to tap into belief systems
and natural support networks that reinforce
positive coping in HIV-positive women.

Page 10----------------------------------------mental health AIDS, Volume 3(2), Winter 2002



References
Altice, R.L., Mostashari, F., & Friedland, G.H. (2001). Trust

and the acceptance of and adherence to antiretroviral
therapy. Journal of Acquired Immune Deficiency Syn-
dromes, 28(1), 47-58.

Bingman, C.R., Marks, G., & Crepaz, N. (2001). Attributions
about one’s HIV infection and unsafe sex in seropositive
men who have sex with men. AIDS & Behavior, 5(3), 283-
289.

Bova, C. (2001). Adjustment to chronic illness among HIV-
infected women. Journal of Nursing Scholarship, 33(3), 217-
224.

Bowen, A.M., Williams, M., McCoy, H.V., & McCoy, C.B. (2001).
Crack smokers’ intention to use condoms with loved part-
ners: Intervention development using the theory of reasoned
action, condom beliefs, and processes of change. AIDS
Care, 13(5), 579-594.

Brown, B.S., O’Grady, K.E., Farrell, E.V., Flechner, I.S., &
Nurco, D.N. (2001). Factors associated with frequent and
infrequent HIV testing. Substance Use & Misuse, 36(12),
1593-1609.

Buchacz, K., van der Straten, A., Saul, J., Shiboski, S.C.,
Gomez, C.A., & Padian, N. (2001). Sociodemographic, be-
havioral, and clinical correlates of inconsistent condom use
in HIV-serodiscordant heterosexual couples. Journal of Ac-
quired Immune Deficiency Syndromes, 28(3), 289-297.

Buunk, B.P., & Dijkstra, P. (2001). Rationalizations and defen-
sive attributions for high-risk sex among heterosexuals. Pa-
tient Education & Counseling, 45(2), 127-132.

Cabral, R.J., Galavotti, C., Armstrong, K., Morrow, B., &
Fogarty, L. (2001). Reproductive and contraceptive attitudes
as predictors of condom use among women in an HIV pre-
vention trial. Women & Health, 33(3/4), 117-132.

Carey, M.P., Carey, K.B., Maisto, S.A., Gordon, C.M., &
Vanable, P.A. (2001). Prevalence and correlates of sexual
activity and HIV-related risk behavior among psychiatric out-
patients. Journal of Consulting & Clinical Psychology, 69(5),
846-850.

Cole, S.W., Naliboff, B.D., Kemeny, M.E., Griswold, M.P.,
Fahey, J.L., & Zack, J.A. (2001). Impaired response to
HAART in HIV-infected individuals with high autonomic
nervous system activity. Proceedings of the National Acad-
emy of Sciences USA, 98(22), 12695-12700.

Crosby, R.A., DiClemente, R.J., Wingood, G.M., Cobb, B.K.,
Harrington, K., Davies, S.L., Hook, E.W. III, & Oh, M.K.
(2001). HIV/STD-protective benefits of living with mothers
in perceived supportive families: A study of high-risk Afri-
can American female teens. Preventive Medicine, 33(3),
175-178.

Demmer, C. (2001). Quality of life and risk perception among
predominantly heterosexual, minority individuals with HIV/
AIDS. AIDS Patient Care & STDs, 15(9), 481-489.

Deren, S., Stark, M., Rhodes, F., Siegal, H., Cottler, L., Wood,
M., Kochems, L., Carlson, R., Falck, R., Rourke, K., Trot-
ter, R., Weir, B., Goldstein, M.F., & Wright-De Aguero, L.
(2001). Drug-using men who have sex with men: Sexual
behaviours and sexual identities. Culture, Health & Sexual-
ity, 3(3), 329-338.

de Visser, R., & Smith, A. (2001). Relationship between sexual
partners influences rates and correlates of condom use.
AIDS Education & Prevention, 13(5), 413-427.

Di Stefano, M., Favia, A., Monno, L., Lopalco, P., Caputi, O.,
Scardigno, A.C., Pastore, G., Fiore, J.R., & Angarano, G.
(2001). Intracellular and cell-free (infectious) HIV-1 in rec-
tal mucosa. Journal of Medical Virology, 65(4), 637-643.

Duran, S., Savès, M., Spire, B., Cailleton, V., Sobel, A., Carrieri,
P., Salmon, D., Moatti, J.-P., Leport, C., & the APROCO
Study Group. (2001). Failure to maintain long-term adher-
ence to highly active antiretroviral therapy: The role of lipo-
dystrophy. AIDS, 15(18), 2441-2444.

Dybul, M., Chun, T.W., Yoder C., Hidalgo, B., Belson, M.,
Hertogs, K., Larder, B., Dewar, R.L., Fox, C.H., Hallahan,
C.W., Justement, J.S., Migueles, S.A., Metcalf, J.A., Davey,
R.T., Daucher, M., Pandya, P., Baseler, M., Ward, D.J., &
Fauci, A.S. (2001). Short-cycle structured intermittent treat-
ment of chronic HIV infection with highly active antiretroviral
therapy: Effects on virologic, immunologic, and toxicity pa-
rameters. Proceedings of the National Academy of Sciences

USA, 98(26),15161-15166.
Eller, L.S. (2001). Quality of life in persons living with HIV. Clini-

cal Nursing Research, 10(4), 401-423.
Fellay, J., Boubaker, K., Ledergerber, B., Bernasconi, E., Furrer,

H., Battegay, M., Hirschel, B., Vernazza, P., Francioli, P.,
Greub, G., Flepp, M., & Telenti, A. (2001). Prevalence of
adverse events associated with potent antiretroviral treat-
ment: Swiss HIV Cohort Study. The Lancet, 358(9290),
1322-1327.

Fideli, U.S., Allen, S.A., Musonda, R., Trask, S., Hahn, B.H.,
Weiss, H., Mulenga, J., Kasolo, F., Vermund, S.H., &
Aldrovandi, G.M. (2001). Virologic and immunologic deter-
minants of heterosexual transmission of human immuno-
deficiency virus type 1 in Africa. AIDS Research & Human
Retroviruses, 17(10), 901-910.

Gekker, G., Lokensgard, J.R., & Peterson, P.K. (2001).
Naltrexone potentiates anti-HIV-1 activity of antiretroviral
drugs in CD4(+) lymphocyte cultures. Drug & Alcohol De-
pendence, 64(3), 257-263.

Gielen, A.C., Fogarty, L.A., Armstrong, K., Green, B.M., Cabral,
R., Milstein, B., Galavotti, C., & Heilig, C.M. (2001). Pro-
moting condom use with main partners: A behavioral inter-
vention trial for women. AIDS & Behavior, 5(3), 193-204.

Gold, R.S., & Ridge, D.T. (2001). “I will start treatment when I
think the time is right”: HIV-positive gay men talk about their
decision not to access antiretroviral therapy. AIDS Care,
13(6), 693-708.

Gollub, E.L., French, P., Latka, M., Rogers, C., & Stein, Z.
(2001). Achieving safer sex with choice: Studying a women’s
sexual risk reduction hierarchy in an STD clinic. Journal of
Women’s Health & Gender-Based Medicine, 10(8), 771-783.

Gortmaker, S.L., Hughes, M., Cervia, J., Brady, M., Johnson,
G.M., Seage, G.R. III, Song, L.Y., Dankner, W.M., & Oleske,
J.M. (2001). Effect of combination therapy including pro-
tease inhibitors on mortality among children and adoles-
cents infected with HIV-1. New England Journal of Medi-
cine, 345(21), 1522-1528.

Gross, R., Bilker, W.B., Friedman, H.M., & Strom, B.L. (2001).
Effect of adherence to newly initiated antiretroviral therapy
on plasma viral load. AIDS, 15(16), 2109-2117.

Hillis, S.D., Anda, R.F., Felitti, V.J., & Marchbanks, P.A. (2001).
Adverse childhood experiences and sexual risk behaviors
in women: A retrospective cohort study. Family Planning
Perspectives, 33(5), 206-211.

Hogg, R.S., Yip, B., Chan, K.J., Wood, E., Craib, K.J.P.,
O’Shaughnessy, M.V., & Montaner, J.S.G. (2001). Rates of
disease progression by baseline CD4 cell count and viral
load after initiating triple-drug therapy. Journal of the Ameri-
can Medical Association, 286(20), 2568-2577.

Huebner, D.M., & Gerend, M.A. (2001). The relation between
beliefs about drug treatments for HIV and sexual risk be-
havior in gay and bisexual men. Annals of Behavioral Medi-
cine, 23(4), 304-312.

Johnson, J.G., Alloy, L.B., Panzarella, C., Metalsky, G.I.,
Rabkin, J.G., Williams, J.B.W., & Abramson, L.Y. (2001).
Hopelessness as a mediator of the association between
social support and depressive symptoms: Findings of a study
of men with HIV. Journal of Consulting & Clinical Psychol-
ogy, 69(6), 1056-1060.

Jones, D.J., Beach, S.R.H., Forehand, R., & the Family Health
Project Research Group. (2001). Disease status in African
American single mothers with HIV: The role of depressive
symptoms. Health Psychology, 20(6), 417-423.

Joshi, V., Hser, Y.-I., Grella, C.E., & Houlton, R. (2001). Sex-
related HIV risk reduction behavior among adolescents in
DATOS-A. Journal of Adolescent Research, 16(6), 642-660.

Katz, M.H., Cunningham, W.E., Fleishman, J.A., Andersen,
R.M., Kellogg, T., Bozzette, S.A., & Shapiro, M.F. (2001).
Effect of case management on unmet needs and utilization
of medical care and medication among HIV-infected per-
sons. Annals of Internal Medicine, 135(8), 557-565.

Knowlton, A.R., Latkin, C.A., Schroeder, J.R., Hoover, D.R.,
Ensminger, M., & Celentano, D.D. (2001). Longitudinal pre-
dictors of depressive symptoms among low income injec-
tion drug users. AIDS Care, 13(5), 549-559.

Kovacs, A., Wasserman, S.S., Burns, D., Wright, D.J., Cohn,
J., Landay, A., Weber, K., Cohen, M., Levine, A., Minkoff,
H., Miotti, P., Palefsky, J., Young, M., Reichelderfer, P., &

the DATRI and WIHS Study Groups. (2001). Determinants
of HIV-1 shedding in the genital tract of women. The Lan-
cet, 358(9293), 1593-1601.

Martin, D.J., Riopelle, D., Steckart, M.J., Geshke, N., & Lin, S.
(2001). Support group participation, HIV viral load and
sexual-risk behavior. American Journal of Health Behavior,
25(6), 513-527.

McKinnon, K., Cournos, F., & Herman, R. (2001). A lifetime
alcohol or other drug use disorder and specific psychiatric
symptoms predict sexual risk for HIV infection among people
with severe mental illness. AIDS & Behavior, 5(3), 233-240.

McMahon, R., Malow, R.M., & Penedo, F. (2001). Psychiatric
symptoms and HIV risk in MMPI-2 cluster subgroups of al-
cohol and other drug abusers in treatment. Journal of Ad-
dictive Diseases 20(4), 27-40.

Mitchell, C.G., & Linsk, N.L. (2001). Prevention for positives:
Challenges and opportunities for integrating prevention into
HIV case management. AIDS Education & Prevention,
13(5), 393-402.

Moon, M.W., Binson, D., Page-Shafer, K., & Díaz, R. (2001).
Correlates of HIV risk in a random sample of street youths
in San Francisco. Journal of the Association of Nurses in
AIDS Care, 12(6), 18-27.

Moore, J., Hamburger, M.E., Vlahov, D., Schoenbaum, E.E.,
Schuman, P., & Mayer, K. (2001). Longitudinal study of con-
dom use patterns among women with or at risk for HIV.
AIDS & Behavior, 5(3), 263-273.

Murphy, D.A., Steers, W.N., & Dello-Stritto, M.E. (2001). Ma-
ternal disclosure of mothers’ HIV serostatus to their young
children. Journal of Family Psychology, 15(3), 441-450.

Phillips, A.N., Staszewski, S., Weber, R., Kirk, O., Francioli,
P., Miller, V., Vernazza, P., Lundgren, J.D., & Ledergerber,
B. (2001). HIV viral load response to antiretroviral therapy
according to the baseline CD4 cell count and viral load.
Journal of the American Medical Association, 286(20), 2560-
2567.

Pilcher, C.D., Erons, J.J. Jr., Vemazza, P.L., Battegay, M., Harr,
T., Yerly, S., Vom, S., & Perrin, L. (2001). Sexual transmis-
sion during the incubation period of primary HIV infection
[Research letter]. Journal of the American Medical Asso-
ciation, 286(14), 1713.

Piscitelli, S.C., Burstein, A.H., Welden, N., Gallicano, K.D., &
Falloon, J. (2002). The effect of garlic supplements on the
pharmacokinetics of saquinavir. Clinical Infectious Diseases,
34(2), 234-238.

Poindexter, C. (2001). “I’m still blessed”: The assets and needs
of HIV-affected caregivers over 50. Families in Society,
82(5), 525-536.

Polis, M.A., Sidorov, I.A., Yoder, C., Jankelevich, S., Metcalf,
J., Mueller, B.U., Dimitrov, M.A., Pisso, P., Yarchoan, R., &
Dimitrov, D.S. (2001). Correlation between reduction in
plasma HIV-1 RNA concentration 1 week after start of
antiretroviral treatment and longer-term efficacy. The Lan-
cet, 358(9295), 1760-1765.

Rees, V., Saitz, R., Horton, N.J., & Samet, J. (2001). Associa-
tion of alcohol consumption with HIV sex- and drug-risk be-
haviors among drug users. Journal of Substance Abuse
Treatment, 21(3), 129-134.

Reilly, T., & Woopp, G. (2001). Predictors of high-risk sexual
behavior among people living with HIV/AIDS. AIDS & Be-
havior, 5(3), 205-217.

Richman, D.D., Bozzette, S., Morton, S., Chien, S., Wrin, T.,
Dawson, K., & Hellmann, N. (2001, December). The preva-
lence of antiretroviral drug resistance in the US. Abstract
and late breaker presented at the 41st ICAAC, Chicago, IL.

Riess, T.H., Kim, C., & Downing, M. (2001). Motives for HIV
testing among drug users: An analysis of gender differences.
AIDS Education & Prevention, 13(6), 509-523.

Rotheram-Borus, M.J., Stein, J.A., & Lin, Y.-Y. (2001). Impact
of parent death and an intervention on the adjustment of
adolescents whose parents have HIV/AIDS. Journal of Con-
sulting & Clinical Psychology, 69(5), 763-773.

Roye, C.F., & Seals, B. (2001). A qualitative assessment of
condom use decisions by female adolescents who use hor-
monal contraception. Journal of the Association of Nurses
in AIDS Care, 12(6), 78-87.

Safren, S.A., Otto, M.W., Worth, J.L., Salomon, E., Johnson,
W., Mayer, K., & Boswell, S. (2001). Two strategies to in-

mental health AIDS, Volume 3(2), Winter 2002----------------------------------------Page 11



crease adherence to HIV antiretroviral medication: Life-steps
and medication monitoring. Behaviour Research & Therapy,
39(10), 1151-1162.

Santelli, J.S., Robin, L., Brener, N.D., & Lowry, R. (2001). Tim-
ing of alcohol and other drug use and sexual risk behaviors
among unmarried adolescents and young adults. Family
Planning Perspectives, 33(5), 200-205.

Schiff, W.B., Holtz, K.D., Peterson, N., & Rakusan, T. (2001).
Effect of an intervention to reduce procedural pain and dis-
tress for children with HIV infection. Journal of Pediatric
Psychology, 26(7), 417-427.

Shrier, L.A., Harris, S.K., Sternberg, M., & Beardslee, W.R.
(2001). Associations of depression, self-esteem, and sub-
stance use with sexual risk among adolescents. Preven-
tive Medicine, 33(3), 179-189.

Smith, L., Feaster, D.J., Prado, G., Kamin, M., Blaney, N., &
Szapocznik, J. (2001). The psychosocial functioning of HIV+
and HIV- African American recent mothers. AIDS & Behav-
ior, 5(3), 219-231.

Sterling, T.R., Chaisson, R.E., & Moore, R.D. (2001). HIV-1
RNA, CD4 T-lymphocytes, and clinical response to highly
active antiretroviral therapy. AIDS, 15(17), 2251-2257.

Stone, V.E., Hogan, J.W., Schuman, P., Rompalo, A.M.,
Howard, A.A., Korkontzelou, C., & Smith, D.K. (2001).
Antiretroviral regimen complexity, self-reported adherence,
and HIV patients’ understanding of their regimens: Survey
of women in the HER Study. Journal of Acquired Immune
Deficiency Syndromes, 28(2),124-131.

Strauss, S.M., & Falkin, G.P. (2001). HIV negative women’s
communication of their HIV status to their intimate partners.
AIDS Education & Prevention, 13(5), 403-412.

Tangenberg, K.M. (2001). Surviving two diseases: Addiction,
recovery, and spirituality among mothers living with HIV dis-
ease. Families in Society, 82(5), 517-524.

Timpson, S.C., Pollak, K.I., Bowen, A.M., Williams, M.L., Ross,
M.W., McCoy, C.B., & McCoy, H.V. (2001). Gender differ-
ences in the processes of change for condom use: Pat-
terns across stages of change in crack cocaine users. Health
Education Research, 16(5), 541-553.

Tomakowsky, J., Lumley, M.A., Markowitz, N., & Frank, C.

(2001). Optimistic explanatory style and dispositional opti-
mism in HIV-infected men. Journal of Psychosomatic Re-
search, 51(4), 577-587.

Tozzi, V., Balestra, P., Galgani, S., Narciso, P., Sampaolesi,
A., Antinori, A., Giulianelli, M., Serraino, D., & Ippolito, G.
(2001). Changes in neurocognitive performance in a co-
hort of patients treated with HAART for 3 years. Journal of
Acquired Immune Deficiency Syndromes, 28(1), 19-27.

U.S. Food and Drug Administration. (2001, October 29). FDA
approves Viread for HIV-1 infection [Talk Paper]. Bethesda,
MD: Author. Retrieved November 5, 2001, from the World
Wide Web: http://www.fda.gov/bbs/topics/ANSWERS/2001/
ANS01111.html

Walsh, J.C., Horne, R., Dalton, M., Burgess, A.P., & Gazzard,
B.G. (2001). Reasons for non-adherence to antiretroviral
therapy: Patients’ perspectives provide evidence of mul-
tiple causes. AIDS Care, 13(6), 709-720.

Williams, S.P., Gardos, P.S., Ortiz-Torres, B., Tross, S., &

Ehrhardt, A.A. (2001). Urban women’s negotiation strate-
gies for safer sex with their male partners. Women & Health,
33(3/4), 133-148.

Wilson, I.B., Tchetgen, E., & Spiegelman, D. (2001). Patterns
of adherence with antiretroviral medications: An examina-
tion of between-medication differences. Journal of Acquired
Immune Deficiency Syndromes, 28(3), 259-263.

York, M.K., Franks, J.J., Henry, R.R., & Hamilton, W.J. (2001).
Verbal working memory storage and processing deficits in
HIV-1 asymptomatic and symptomatic individuals. Psycho-
logical Medicine, 31(7), 1279-1291.

Zinkernagel, C., Taffé, P., Rickenbach, M., Amiet, R.,
Ledergerber, B., Volkart, A.-C., Rauchfleisch, U., Kiss, A.,
Werder, V., Vernazza, P., & Battegay, M. (2001). Importance
of mental health assessment in HIV-infected outpatients.
Journal of Acquired Immune Deficiency Syndromes, 28(3),
240-249.

–Compiled by Abraham Feingold, Psy.D.

Tool Box
A Note About Content

This publication has been developed to help
the frontline provider of HIV-related mental
health services, allied professionals, and con-
sumers stay up-to-date on research-based de-
velopments in HIV care.  The contents for the
“Biopsychosocial Update” are drawn from a
variety of sources including, but not limited to:
the CDC HIV/STD/TB Prevention News Update
(http://www.cdcnpin.org/news/prevnews.htm);
the Kaiser Daily HIV/AIDS Report (http://
report.kff.org/hivaids/); and periodic literature
reviews e-mailed by researcher Robert Malow,
Ph.D. at the University of Miami.  Other sources
of information are identified when appropriate.

It is presumed that readers have at least a fun-
damental understanding of medical, psycho-
social, and neuropsychiatric considerations for
assessing and intervening with people who are
living with HIV/AIDS and their families.  For ad-
ditional background information, the following
resources may be of assistance:

Libman, H., & Makadon, H.J. (Eds.) (2000). HIV.
Philadelphia: American College of Physi-
cians-American Society of Internal Medicine.
(Available for purchase through the New
England AETC—617/262-5657.)

Shernoff, M. (Ed.). (2000). AIDS and mental
health practice: Clinical and policy issues.
Binghamton, NY: Harrington Park Press.

New England HIV Education Consortium
New England AIDS Education and Training Center
23 Miner Street
Boston, MA 02215-3318
Phone: 617/262-5657
e-mail: aidsed@neaetc.org
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