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Positive Clients: A Survey of Practitioners. Doctor of 

Philosophy (Clinical Psychology), December, 1994, 112 pp., 

11 tables, 5 illustrations, references, 73 titles. 

This purpose of this study was to investigate and 

examine the attitudes of therapists who treat HIV-positive 

(HIV+) clients. Specifically, therapists' perceptions of 

their own preparedness in dealing with specific issues and 

emotions of HIV+ clients were examined. Also, therapists' 

evaluation of their own efficacy of specific therapeutic 

approaches with HIV+ clients was examined. These 

therapists' perceptions and evaluations of all their clients 

in general were compared to their HIV+ clients. Comparisons 

were also made within the two groups. 

In comparing the attitudes of therapists about the two 

groups, it was hypothesized that we would gain information 

about possible training inadequacies as well as possible 

misconceptions in dealing with HIV+ clients. It was further 

hypothesized that therapists who serve HIV+ clients would 

report that their training did not adequately prepare them 

to deal with the issues and emotions involved in counseling 

HIV+ clients. This hypothesis, however, was not 

corroborated by this study. On the contrary, the results 

indicated that therapists felt adequately prepared to deal 



with the issues of HIV+ clients. Also, the therapists' 

perceptions of the efficacy of various therapeutic models 

and their frequency of use were compared. The analysis of 

these variables was discussed in terms of their implications 

for the future direction and emphasis of training for 

therapists dealing with HIV+ clients. 
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CHAPTER I 

INTRODUCTION 

The spread of Acquired Immune Deficiency Syndrome 

(AIDS) throughout the United States and the world has become 

a critical issue for everyone. It is of particular 

importance to those in the helping professions as the U.S. 

health care system is being faced with this crisis of 

unprecedented proportions. As psychologists and clinicians, 

we will likely be forced to confront the many psychological 

issues surrounding AIDS in the near, rather than*distant, 

future. AIDS has given rise to a new generation of 

psychological problems. It is our responsibility as mental 

health professionals to become educated and to keep abreast 

of the current literature regarding AIDS. Such knowledge is 

imperative for clinicians who not only strive to better 

understand the disease, but also for those who serve AIDS 
% 

clients in the most efficient and beneficial way. We have 

already witnessed a wide range of theoretical models and 

clinical techniques aimed at meeting the challenges AIDS 

presents. However, specific issues unique to AIDS exist 

which may require new levels of insight, flexibility, and 

the development of new, creative techniques in order to 

provide the most effective services possible. Needless to 



say, the training of clinicians may require some 

modifications, alterations, and additions. The purpose of 

this study was primarily to examine what these changes might 

be and to discuss them in terms of their implications for 

training clinicians. A historical overview of the 

epidemiology of AIDS was included. Relevant psychological 

issues with regards to AIDS were identified and addressed. 

These issues were examined in terms of their uniqueness as 

well as their similarity to other psychological phenomena. 

Current literature on existing training programs was 

examined in terms of their role in preparing clinicians for 

the involvement with critical issues surrounding AIDS. The 

possible future for clinical training programs in their 

response to the AIDS crisis was also explored. 

What is AIDS? 

Acquired immune deficiency syndrome (AIDS) is an 

impairment of the body's immune system which occurs in 

previously healthy individuals (Moffatt, Spiegel, Parrish, & 

Helquist, 1987). AIDS is caused by a virus called HIV 

(Human Immunodeficiency Virus) which breaks down the body's 

immune system. The AIDS virus attacks the body's T-cells 

which are normally responsible for recognizing and 

responding to infections by alerting the immune system to 

begin producing antibodies. When the AIDS virus kills these 

T—cells the immune system cannot respond properly to serious 

illness, allowing the body to become susceptible to 



opportunistic infections and cancers (National Academy of 

Sciences, 1986) . Opportunist infections are caused by-

organisms commonly found in the environment which are 

resisted by the normally functioning immune system. In the 

case where the AIDS virus has caused immune system damage, 

these organisms seize the "opportunity" to infect the body. 

In most cases, death is not caused by the AIDS virus itself, 

but rather by the repeated weakening of the immune system 

caused by the HIV resulting in opportunist infections. 

Another unique characteristic of the HIV virus is that it 

can have a latency period of several years and, as a result, 

infected individuals may mistakenly perceive themselves as 

healthy (Batchelor, 1984). 

Transmission of HIV 

AIDS is transmitted by the HIV virus carried in blood 

and blood related products, especially semen (Witti & 

Goldberg, 1983). Research shows that the virus can be 

transmitted by sexual contact involving the exchange of 

semen, through sharing of needles by intravenous (IV) drug 

users, or by transmission of the virus to a fetus in utero 

(Public Health Service, 1984), and breastfeeding (Oxtoby, 

1988). Although research has also shown that the virus can 

be transmitted by transfusion of blood, (or blood 

products), the recorded cases in which the virus has been 

transmitted through contaminated blood transfusions were 



almost exclusively between 1978-1985 (Public Health Service, 

1984) . 

Both epidemiological and clinical studies have provided 

overwhelming evidence that HIV is not transmitted by 

routine, nonsexual contact in the home, the office, in 

restaurants, or in medical facilities (CDC, 1985). The risk 

of acquiring HIV infections among health care workers 

remains exceptionally low (CDC, 1988). Current evidence 

supports earlier presumptions that HIV is neither highly 

infectious nor highly contagious; that is, that it is 

difficult to transmit from one person to another and that it 

does not easily survive in the body once it is transmitted. 

Research shows that AIDS cannot be transmitted by 

casual contact. Risk of transmission of HIV for students in 

school and health care workers are negligible if appropriate 

infection control measures are followed (Friedland, 1986; 

Sande, 1986). Even with the overwhelming facts we have 

about AIDS transmission, however, much of the general 

public, as well as many health professionals, believe AIDS 

may be transmitted through casual contact (Valenti & 

Anarella, 1986). It is our duty as professionals to 

understand the complexities of transmission in order to 

safeguard against misinformation being translated into 

practices that are not only incorrect, but ineffective or at 

worst, damaging. Understanding the biology of the AIDS 

virus and its epidemiology should provide the basis for 



implementing effective and intelligent prevention and 

treatment plans. 

High Risk "Groups" Associated with AIDS 

Because of HIV's restricted transmission patterns, it 

has affected people in some areas more than others. 

Consequently, some geographic areas have a very high 

prevalence of infection and others have a very low 

prevalence. Certain high risk behaviors are known to 

facilitate the transmission of the AIDS virus (i.e., 

transmission of semen through anal intercourse and sharing 

of needles). As a result, certain "groups" who practice 

these behaviors (e.g., homosexuals and intravenous drug 

users) have been disproportionately infected and thus 

labeled as high risk groups (Batchelor, 1988). However, the 

early idea of "high risk groups" has been replaced with 

"high risk-behavior" as new evidence of transmission of HIV 

virus develops (CDC, 1987). 

AIDS was first reported in the U.S. in 1981, primarily 

in homosexual men diagnosed with Kaposi's sarcoma (CDC, 

1981). Soon thereafter in the eastern U.S., AIDS was also 

occurring in intravenous drug users and in the immigrant 

Haitian population (CDC, 1982). As of March 1, 1990, there 

have been more that 120,000 cases of AIDS reported to the 

CDC (1990). Initially, more than two-thirds of the reported 

cases were individuals whose risk factor was male homosexual 

or bisexual contact with an infected individual. However, 



AIDS cases of intravenous drug users have steadily 

increased. For example, in 1989, it was the most common 

risk factor for newly diagnosed cases of AIDS in New York 

City (CDC, 1989b). Heterosexual transmission as of 1989 

accounted for less than 5% of all AIDS cases (CDC, 1989c). 

It is likely, however, that in the future we will see a 

shift in the percentage of groups infected by the AIDS 

virus. For example, although children represented less than 

2% of the total number of AIDS cases in 1989 (CDC, 1989a), 

the total number of new child cases (<13 years old) grew at 

a rate equal in size to the intravenous drug user 

population. The percentage of women infected with HIV is 

also growing. Nine percent of AIDS cases reported to the 

CDC in or during 1989 were adult women. Based on the 

current number of women diagnosed with AIDS, women who are 

HIV positive and asymptomatic may number in excess of 

135,000 individuals (Ybarra, 1991). Needless to say, we 

need to be aware of a changing profile of the groups most 

affected by the HIV virus. Tables 1, 2, and 3 illustrate 

the distribution of reported AIDS cases through June, 1993 

by (a) sex (b) age group (c) exposure category, and (d) 

race/ethnicity (CDC, 1993). 

It is important that we identify behaviors that put 

individuals at risk for HIV infection rather than deciding 

if they are in a particular "high-risk group". Using the 

concept of infected groups perpetuates the stigmatization of 
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persons already discriminated against. Also, individuals 

who do not place themselves in these groups but have high 

risk behaviors may be in danger of minimizing their actual 

risks (Ybarra, 1991). 

Clinicians' Roles 

Without a vaccine or cure for AIDS it seems that the 

only way to hold back the disease is by preventing its 

transmission. Because the virus is transmitted by 

behaviors, prevention efforts must focus on encouraging 

behavior change that would reduce the AIDS virus 

transmission (Morin, 1988). Psychologists and clinicians 

have long been involved in efforts to influence various 

health-related behaviors (e.g., diet, smoking, and exercise 

habits; Wadden & Brownell, 1985; Lichtenstein & Mermelstein, 

1985; Marlatt & Gorden,1985). Psychologists' strategic 

position to be of assistance in the AIDS crisis should not 

be underestimated. Preventing the spread of AIDS should be 

a major health goal and psychologists as specialists in 

behavior change can be instrumental in planning prevention 

models. However, few health professionals in any discipline 

have received the specific training necessary for responding 

to the myriad of issues surrounding AIDS (Batchelor, 1988). 

Psychologists, as well as all health professionals, need to 

expand their capacities if they are going to respond 

effectively to the AIDS epidemic. We need to be aware, 

however, that any attempt to train clinicians on every level 
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of all the issues concerning AIDS would be nearly if not 

completely impossible. Science changes rapidly and new 

research is conducted continually. In light of these facts, 

our actions for training clinicians must focus on the 

current knowledge we have of AIDS and primary prevention 

plans to prevent AIDS (i.e., behavior change). 

Because clinicians' roles may certainly extend to 

several levels of behavioral interventions and influence, it 

may be helpful to outline three different types of 

prevention; primary, secondary, and tertiary. Caplan 

(1964), distinguished among primary, secondary, and tertiary 

prevention. 

Primary prevention involves steps taken to prevent the 

occurrence of a disease or another form of dysfunction. 

The key strategy is to counteract harmful circumstances 

before they have a chance to produce illness or 

dysfunction. Frequently, but not necessarily, primary 

prevention is a communal or societal conception of 

intervention, therefore, it is often directed at a 

population rather than at individuals. Secondary 

prevention involves early treatment of an existing 

problem and is designed to reduce the intensity and 

duration of the problem; both at the level of an at-

risk population and at the level of individual 

functioning. Tertiary prevention is designed to 

increase the likelihood that a normal level of 
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functioning can be approximated and that a reoccurrence 

of the problem can be minimized. (p. 276-277) 

A clinician may play an important role at any of these 

three levels which constitute significant issues at each 

level for the AIDS crisis. However, considering the breadth 

of issues that each level does encompass, this project 

focuses mainly on particular considerations of primary 

prevention regarding AIDS (although the main survey used in 

this project addresses many issues of secondary prevention). 

The importance of secondary and tertiary prevention, 

however, should not be dismissed. 

We can use Caplan's definition of primary prevention as 

a guide to help us determine our focus (i.e., taking the 

steps necessary to prevent the occurrence of AIDS) and plan 

prevention programs accordingly. 

Education 

The first step in training clinicians is basic 

education. As mentioned previously, it is necessary that 

clinicians first understand aspects of the epidemiology and 

virology of the HIV virus in order to implement accurate and 

effective prevention programs. Secondly, clinicians need to 

have knowledge of the high-risk behaviors associated with 

AIDS and groups that are most likely affected as a 

consequence. For example, the homosexual and intravenous 

drug user populations are two with which clinicians need to 
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be familiar. Loewry (1988) makes the following important 

point: 

...health professionals are shaped and nourished by 

their cultures. As any other group within a society, 

they share prevalent attitudes, values, and fears with 

other members of their community. The values, fears 

and attitudes are not different in kind, but are 

abstracted and modified from those prevalent in the 

community. Persons inclined toward the health 

professions have only a somewhat different hierarchy of 

values and fears. Medicines' aims and moral views 

differ in emphasis and detail but they do not differ 

substantially. The attitudes of health professionals 

in dealing with AIDS patients reflect community values 

as well as the medical ethics. (p. 536) 

Loewry's point is well taken that clinicians must not 

assume that they are immune or separate from the biases, 

fears, and even misinformation that the general community 

holds. For example, Thompson and Fishburn (1977) found that 

graduate students appeared to exhibit heterosexual biases 

and negative attitudes towards gay individuals. Further, 

graduate counseling students felt inadequately trained to 

deal with the homosexual population. Students reported that 

training in this area was nonexistent or at best inadequate. 

Graham et al. (1983) conducted a study showing that despite 

inadequate training and lack of information about the gay 
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population, clinicians are still providing services to this 

population. This finding is particularly disturbing because 

clients should not be expected to screen their clinicians 

for biases or moral values that may be prejudicial. 

People with AIDS are often presumed to fit every 

negative stereotype of hypersexuality, drug use, and bizarre 

behavior, and when these assumptions are made by health care 

professionals the results can be scientifically unsound and 

psychologically damaging (Batchelor, 1984). 

Training can provide the foundation for clinicians to 

identify their areas of bias and strongly held moral 

opinions and then guard against these influences while 

caring for clients. Not only is it important to identify 

clinicians' biases about the homosexual population, but also 

to identify other possible biases toward other groups, which 

may be discriminated against, due to stereotypes or 

prejudices commonly held about them. The racial 

distribution of AIDS reveals that Black and Hispanic 

populations are disproportionately affected by AIDS. 

Twenty-seven percent of all AIDS cases are among Blacks 

although Blacks comprise only about 12 percent of the U.S. 

population. Similarly, although Hispanics comprise only 8 

percent of the U.S. population, they represent 15 percent of 

all AIDS clients (Jaffe, Brogman, & Selik, 1983). The 

implication of these statistics is that, similar to 

attitudes surrounding the gay population, attitudes and 
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prejudices against ethnic minorities must also be 

identified. 

Along with biases towards gays and minorities, many 

clinicians may also need to be aware of certain negative 

attitudes they may hold towards the chemically dependent 

population. Clinicians must learn to work with chemically 

dependent clients and those whose addictive behaviors can 

increase their risk of infection through impairing their 

judgement or by further impairing their immune systems. 

Again, it is the training programs that can serve to 

educate clinicians in these areas. Specific training in 

multicultural groups, including alternative lifestyles such 

as homosexuality and related issues, and training in 

chemical dependency, can provide the foundation for 

education for clinicians. 

Along with specific classes, personal exposure to 

individuals from specific populations may be an effective 

method of decreasing negative attitudes. For example, 

Damico and Sparks (1986) claimed that positive interracial 

attitudes are developed through experiencing positive 

sustained interracial contact. Barnard and Benn (1988) have 

also shown prejudice reduction in individuals who have 

personal contact with interracial groups. Jackman and 

Crane's (1986) research also supports the notion that 

increased interracial contacts are associated with lower 

negative racial attitudes. Similarly, Stephan (1985) 
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indicates a positive change in attitude between members of 

dominant and subordinate groups following personal contact. 

These data suggest that mere exposure to specific groups 

(i.e., interracial) is an effective method of prejudice 

reduction. Given this finding, we may be able to generalize 

to other populations. For example, providing students the 

opportunity to have personal contact with homosexuals, 

chemically dependent individuals, ethnic minorities etc., 

may help reduce possible biases towards these groups. Panel 

discussions or seminars and workshops could be organized to 

facilitate such contact. 

Clinicians may hold certain biases, prejudices, and 

fears not only about specific groups associated with AIDS, 

but also they may have certain fears associated with issues 

about sexuality, a contagious disease, terminal illness, and 

death and dying. All these issues need to be addressed in 

the education process in order to prepare clinicians to 

respond most effectively to the unique issues that may 

confront them. 

In summary, the first step for training is general 

education about the epidemiology, virology, and transmission 

of the HIV virus. Clinicians7 training should also 

emphasize the existing stigma surrounding AIDS and 

clinicians attitudes, biases, and prejudices. These 

include, but are not limited to, scientific issues such as 

sexuality, homophobia, ethnic minorities, terminal illness, 
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contagion, and risk. As clinicians gain the necessary 

knowledge and identify personal areas of their specific 

fears surrounding AIDS, they can begin to clear the pathway 

for unbiased client interactions and thereby be in a 

strategic position to assist at-risk individuals in making 

the necessary behavioral changes to reduce their risk of 

infection. 

General Behavior Change 

Can we change basic human instincts? Can we change 

human behavior? These are important and controversial 

questions for clinicians interested in developing behavior 

change programs. Many people} assume that human instincts 

cannot be changed, thus, considering the strength of human 

sexual needs and the strength of drug dependency among 

intravenous drug users, any efforts to change human 

instincts would not work (Lynch, 1989) . Lynch claimed, 

however, when the focus has been on transmission behaviors, 

that some changes have occurred. Lynch noted that new cases 

of reported AIDS among homosexual men have slowed somewhat. 

In light of this finding, Lynch concluded that in our 

society HIV transmitting behaviors can be changed. He 

claimed that, therefore, it is not necessary to change human 

instincts or human sexuality but to educate those persons 

who are willing to change. 

Research conducted by St^all, Coates, and Hoff (1988) 

appears to support the notion that behavior change is 
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possible. These researchers have identified correlates 

related to reduction of high-risk behaviors in the 

transmission of the AIDS virus. Similarly, Kelly, Lawrence, 

and Brasfield (1991) have also identified factors which 

correlated with reduction of high-risk behaviors. The 

findings of these studies are promising as they indicate 

possible factors for further investigation regarding 

behavior change. 

Changing Behavior 

Behavioral change is concerned with providing a 

scientific basis and theoretical foundation for 

understanding what motivates the persistence of unhealthy 

habits and what approaches are effective in establishing 

new, healthier alternatives (Petrow, Franks, & Wolfred, 

1990). Petrow, Franks, and Wolfred proposes five stages 

necessary in implementing behavior change. The first stage 

emphasizes information and education. The second stage 

focuses on individual attitudes and beliefs about health and 

how they impact new behaviors. The third stage consists of 

practical skills training for behavior changes necessary for 

a healthier lifestyle. The fourth stage focuses on 

reinforcement of skills and new behaviors and recognition of 

difficulties and relapse possibilities. The fifth stage 

takes into account external factors which may serve both as 

barriers and motivations for the introduction and 

maintenance of positive health behavior changes. 
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An outline of proposed stages for changes such as this 

can provide a rough guide for the training of clinicians in 

organizing AIDS issues and procedures for healthy behavior 

change in clients. 

Stage 1; Providing Information 

The first step in changing behavior is education or 

providing information. It is imperative that clinicians 

have complete and accurate information about AIDS to 

transfer to their clients. Most significant is the clients' 

awareness of what behaviors lead to the transmission of 

AIDS. Secondarily, but also important for clients, the 

understanding of disease transmission including a basic 

understanding of the virology, epidemiology, and contagious 

characteristics of AIDS is necessary. Complex scientific 

explanations may be confusing, thus information needs to be 

imparted in an easily comprehensible language for the 

client. Again, the main emphasis should focus on what 

specific behaviors are high risk. 

For those clients who have tested HIV positive, 

clinicians need to provide the same basic AIDS information 

as well as additional information about nutrition and 

exercise which are crucial concerns for those clients with 

HIV infection. This additional information is important 

because poor nutrition may contribute to further impairment 

of an already inadequate immune system in the HIV positive 

client. Research suggests that optimum nutrition could 



23 

positively influence the numbers and functions of cells and 

boost resistance to opportunist infections (Mofatt, Spiegel, 

Parish, & Helquist, 1987; Kaplan, Johnson, Bailey, & Simon, 

1987). Inactivity, as well as poor nutrition, can also 

contribute to deterioration of the body's immune system. 

Consequently, exercise is important for maintaining 

circulation, muscle mass and improving sense of well-being 

(Mofatt, Spiegel, Parish, & Helquist, 1987). It is 

important that both exercise and nutrition are given equal 

attention. 

In addition to poor nutrition and inactivity, stress is 

another major source of deterioration for the immune system. 

Researchers have shown the even commonplace or frequently 

experienced stressful events can significantly affect the 

immune system (Glaser, Rice, Speicher, Stout, & Kiecolt-

Glaser, 1986). Glaser et al. (1986) studied medical 

students taking blood samples before and after they took 

final exams. They found that in spite of subjects' 

familiarity with this stressor they still showed reliable 

immunological changes. These findings illustrate the 

importance of understanding even normal stress on the immune 

system. Much research on other possible stressors also 

exists. Interpersonal relationships, for example, have been 

shown to have health consequences (Myers, 1987). Evidence 

supporting this notion are those studies that show greater 

morbidity and mortality in people with fewer close 
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relationships (Cohen & Syme, 1985). This is particularly 

important knowledge as those associated with AIDS or HIV 

infection may often lose family and friends, thus 

experiencing a significant and sudden loss and disruption of 

their support system. Both the quality and disruption of 

relationships are important concerning the affect on the 

immune system (Bloom, Asher, & White, 1978). It is 

important that clinicians are aware of the high probability 

that the HIV infected client will experience disruption in 

relationships as well as losses (especially a loved one's 

death due to AIDS). Training needs to provide special 

emphasis to deal with grieving losses of relationships and 

death and dying issues. When the clinician gains knowledge 

and skills in dealing with these issues, he or she can then 

teach better coping skills and facilitate stress reduction 

for the HIV client. 

Another stress producing factor may be over-

introspection. Mechanic (1983) found that undue and 

frequent attention to inner feelings, bodily changes, and 

thoughts of self may have the effect of producing distress 

and its symptoms. Beyond a moderate level, with increasing 

introspection there is a corresponding greater intensity and 

magnitude of emotional and inner stress. 

Some researchers suggest several causation models 

between stress and AIDS susceptibility. They show that 

stress can directly result in immune suppression resulting 
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in a predisposition to opportunistic infection (Coates, 

Tenoshok, & Mandel, 1984). Additionally, indirect stress 

may increase depression, low self-esteem, and withdrawal 

which in turn may affect the immune system (Kaplan, 1985). 

The topic of over-introspection is important with 

regards to AIDS when considering strong associations of 

homosexuals with AIDS. Homosexuals, homosexual behaviors, 

gay identity, and the coming out process are frequently 

subjected to ostracism from family and society. The result 

may be increased self-absorption, low self-regard, and inner 

distress (Kiecolt-Glaser et al., 1985). It follows that the 

stress may result in further lowered resistance to infection 

(immunosuppression). 

With the evidence in support of detrimental 

consequences of stress, it is important for clinicians to 

develop stress reducing interventions with AIDS clients. 

An examination of stress reducing interventions which have 

already been shown to be effective for other populations may 

be helpful in developing those for HIV infected or AIDS 

clients. For example, in a study conducted with the 

elderly, the effect of relaxation on immune systems was 

studied. The results suggested that some enhancement of 

cellular immunity is associated with relaxation (Kiecolt et 

al., 1985). Another study showed that relaxation may serve 

in a protective role regarding the immune system. In a 

study with medical students, Kiecolt-Glaser et al. (1986) 
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found significant declines in immune systems during 

examinations. Half the students were randomly assigned to a 

hypnotic/relaxation group and practiced this technique 

before final examinations. The hypnosis/relaxation group 

was shown to have a greater increase in the strength of 

their immune system (i.e., more T-helper cells) than the 

control group. These data indicate that it may useful for 

clinicians to be knowledgeable in relaxation techniques and 

perhaps hypnosis and be able to teach these to clients in 

order to facilitate stress reduction. 

In summary, the first stage of behavior change is 

information and education. This stage requires the 

clinician to be knowledgeable in pertinent areas and be able 

to transfer this to their clients. 

Stage 2: Motivation and Persuasion 

Motivation has always been of great significance in the 

development and maintenance of good health practices 

(Minkler, 1989). Research has shown that what motivates 

peoples' behavior is their general attitudes and beliefs 

(Myers, 1987). Consequently, this finding has resulted in 

the development of many health change models (Miller & 

Weiss, 1983). For example, the Health Belief Model was 

originally developed by the United States Public Health 

Service to explain why some people seek preventative health 

care services while others do not. 
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It should be noted, however, that some researchers have 

questioned the applicability of the Health Belief Model for 

all populations (Brown, Diclemente, & Reynolds, 1991). For 

example, regarding adolescents, these researchers site such 

limitations of the Health Belief Model as difficulty 

accounting for change of habitual behaviors, relative 

exclusion of emotional reactions and peer group influence 

and lack of maturational constructs. They claim that in 

regards to HIV and predicting adolescent's behavior, more 

socially complex interactions than those specified by the 

Health Belief Model may be operating. They purport that 

"the Health Belief Model more closely resembles a loosely 

constructed framework for examining behavior than a well-

defined model for prediction of behavior change" (Brown, 

Diclemente, & Reynolds, 1991, p.53). 

Although there may exist some controversy among 

researchers as to the Health Belief Model's usefulness for 

all populations, there is a large body of research in which 

the model has been successfully extended to a wide range of 

health promotion effects (Green, 1985). This model may be 

beneficial for use in training clinicians to understand an 

individual's motivation and also in determining the 

effectiveness of techniques developed to implement 

motivations for behavior change. The model claims that the 

likelihood of an individual engaging in a specific health 

behavior is related to four beliefs about: (l) personal 
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vulnerability to illness; (2) perceived seriousness of 

illness if not prevented; (3) perceived efficacy of the 

recommended behaviors in reducing vulnerability; and (4) 

perceived costs or barriers associated with behavior change 

(Green, 1985). 

If clinicians adopt these four belief domains as 

significant perceptions for their clients, each particular 

belief can be a guide to what specific information will be 

helpful for a client. For example, let us consider belief 

number one, personal vulnerability. A person's belief about 

their vulnerability or susceptibility to AIDS can determine 

whether health information is acted upon. Thus, the goal 

for clinicians is to personalize the risk of AIDS. Again, 

it is necessary to emphasize to the client high-risk 

behaviors versus high-risk groups. Personalization is 

especially important in those groups which have not 

previously shown a large number of AIDS cases but are 

beginning to grow significantly (e.g., woman, heterosexuals, 

and adolescents). Research on adolescents attitudes about 

AIDS, for example, has shown that they often initiate and 

continue to engage in high—risk or unhealthy behaviors due 

to their belief that their behaviors will not have any 

adverse affect on their actual health (Jessor, 1985). This 

fact may be why many adolescents, even after receiving 

accurate information about AIDS transmission, reported few 
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changes in most sexual behaviors that actually transmit the 

AIDS virus (Struinin & Hingson, 1987). 

One study even found that the use of condoms by 

adolescents actually diminished after exposure to AIDS-

related material (Kegeles, Adler, & Irwin, 1988). Similar 

to adolescents, college students who were at higher risk for 

contracting AIDS did not engage in more risk reduction 

behavior (Bruce, Shrum, Trefethen, Slovik, 1990). Research 

supports the notion that adolescents and college students do 

not personalize the risk of AIDS enough to change behaviors. 

This fact is particularly disturbing as it is likely that 

AIDS transmission will increase among these groups. College 

students and adolescents are commonly experimental, 

especially with regards to drugs and sex, and may exercise 

inconsistent judgement. For these reasons, it is important 

for clinicians to be aware that education alone may not be a 

sufficient method of reducing high-risk behaviors with these 

populations. 

The next belief domain in the Health Belief Model is 

the perceived seriousness of the unprevented illness. For 

this domain, AIDS provides a relatively direct consequence. 

Although the incubation period may be as long as 8 to 10 

years for the virus, without any cure or vaccine, the 

implications for death are quite clear (Petrow, Franks, & 

Wolfred, 1990). 
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It is the clinician's role to provide accurate 

information so that clients will perceive the seriousness as 

real for them. This particular domain may be more relevant 

for those who are asymptomatic. That is to say, if clients 

do not see physical signs of illness it may become difficult 

for them to see behavior change as necessary to prevent 

death. 

The third belief in the Health Belief Model is the 

clients perceived efficacy of the recommended behaviors in 

reducing their vulnerability. Again, clinicians can be 

instrumental in providing an authoritative knowledgeable 

role-model in which clients are more likely to believe the 

information than accept inaccurate information often 

available in the media and general public domain (Myers, 

1987). Clinicians need to be aware of factors that may 

increase their ability to be an effective and persuasive 

facilitator to convince clients of benefits of behavior 

change. 

The last, and perhaps one of the most important 

components of an individual's decision to change, is 

perceived costs and benefits. A decision making model 

proposed by Ajzen and Fishbein (1980) argues that 

individuals make choices and decisions about behavior change 

by weighing costs and benefits, but there are also costs 

involved in initiating and maintaining new behaviors. 

Adolescents for example, may have the knowledge about high-
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risk behaviors associated with contracting AIDS, yet they 

may still engage in high risk behaviors because they fear 

rejection from peers or sexual partners. This fear of 

rejection for the adolescent may far outweigh the possible 

benefits gained in terms of reduced risk (Petrow, Franks, & 

Wolfred, 1990). In order to be effective, clinicians must 

identify and address factors that play a role in 

behavior change decision making. 

Stage 3: Teaching Specific Skills 

In addition to providing individuals with information 

and convincing them of the positive cost-benefit ratio 

involved in the recommended behavior change, it is also 

necessary for clinicians to be trained in the specific 

skills required to carry out that action. (Warne, 1985). 

The importance of specific skills training has been 

demonstrated in the health promotion and behavioral 

literature. For example, programs with skills components 

have included those designed to reduce alcohol abuse, to 

prevent accidents and injury to children, to promote weight 

reduction and management, and to promote oral health 

(Gorden, & McAlister, 1982; Rivara, 1985; Wadden & Brownell, 

1985; Kegeles & Lind, 1985). Specifically, in regards to 

AIDS, clinicians need to teach skills involving practicing 

safe sex and communicating with others (e.g., sexual 

partners) whose cooperation is imperative to carry out risk 

reduction. 
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Stage 4: Increasing Self-Efficacv 

Perceived self-efficacy is concerned with people's 

belief about their ability to carry out a particular health 

behavior and how much effort they will invest in the face of 

difficulties or resistance (Bandura, 1990). The degree of 

self-efficacy has been shown to be an essential variable in 

the adoption and maintenance of new behaviors. For example, 

one study revealed that even though they were knowledgeable 

about the importance of safe-sex behaviors for preventing 

HIV transmission, if individuals did not believe they could 

successfully implement such practices in their 

relationships, they did not act on their knowledge (Morin, 

Coates, & McKusick, 1987). In this study, questionnaires 

were used to examine the relationship between self-efficacy 

and high risk behaviors. Self-efficacy and a measure of 

response efficacy related specifically to safe-sex 

practices, were the two factors most strongly related to 

high risk behaviors. These findings indicate that the 

leading determinant of low risk behaviors was the 

individuals' belief in their ability to perform these 

behaviors. Therefore, behavior change recommendations need 

to go beyond conveying knowledge, skills, and vulnerability 

to risk. For effective behavior change, clinicians need to 

enhance their clients' perceptions of self-efficacy. 
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Stage 5; Maintaining Changed Behavior 

Maintenance of behavior change is one of the most 

difficult challenges confronted by health promotion and 

behavioral medicine practitioners. The literature 

overwhelmingly indicates that behavior change with regards 

to illness prevention and health promotion decline with time 

(Hunt, Barnett, & Branch, 1971; Marlatt & Gordon, 1985). 

These disappointing results in terms of relapse indicate the 

need for more in depth studies to develop programs in 

relapse prevention and maintenance of good health behaviors. 

For example, in a study of recidivism in former smokers, 

researchers have found life stress and negative mood states 

have an effect on relapse rates and also may be different 

for males and females (Lichtenstein & Mermelstein, 1985). 

Relapse from safe sex has been less prevalent among gay-

identified men in San Francisco than some other examples of 

relapse in health (Ryan, 1990). 

Stall, Coates and Hoff (1988) have conducted a study 

examining correlates of change associated with risk 

reduction for HIV infection among gay and bisexual men. 

These researchers' findings were summarized into the 

following four categories: 

1) Knowledge of Health Education Guidelines 

2) Use of Drugs & Alcohol During Sexual Contact 

3) Health Beliefs 

4) Personal Efficacy 



34 

In the first category, Knowledge of Health Education 

Guidelines, the researchers concluded that health education 

may not be an efficient cause of behavioral risk reduction, 

but that it is clearly necessary. Regarding the second 

category, Drugs and Alcohol Use During Sexual Contact, the 

researchers found evidence showing that men who combined 

drugs or alcohol with sexual activity were more likely to 

engage in high-risk sexual activity than men who did not. 

Regarding the third category, Health Beliefs, the 

researchers' findings suggested that the perception of 

difficulty in modifying sexual behavior was a significant 

discriminator between groups of high-risk and low-risk gay 

men. Lastly, the researchers examined personal efficacy as 

it relates to AIDS. Personal efficacy emerged as the 

strongest correlate of patterns of sexual risk for HIV 

infection. That is to say, one's belief that he or she is 

capable of making necessary behavioral changes to reduce 

risk is a strong implication of risk reduction behavior. 

Stall, Coates, and Hoffs' (1988) identification of 

correlates of HIV-related risk taking behavior may help 

guide further examination of motivation and maintenance of 

behavior change in regards to risk reduction. Similar to 

Stall, Coates and Hoff, other researchers have studied 

variables in predicting vulnerability to AIDS risk behavior 

relapse. For example, Kelly, Lawrence, and Brasfield (1991) 
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found that resumption of high-risk sexual practices may be 

associated with the following variables: 

- history of frequent unprotected receptive anal 

intercourse with multiple partners, 

- greater numbers of past sex partners, 

- reinforcement value levels of high risk 

practices and condom use, 

- intoxication preceding sex, 

- lower scores on a depression measure, 

- greater belief that HIV infection is 

largely determined by chance or luck, 

- and self-acceptance of homosexuality 

(p. 163). 

Unlike consequences of relapse from many other positive 

health changes, consequences of relapse from safe sex 

practices may be possibly fatal and, thus, should be a great 

concern and an impetus for prevention efforts by the 

clinician. Clinicians need to be cognizant of factors that 

influence relapse in order to ward against them. Current 

relapse prevention literature may be useful in providing 

clinicians with guidelines in relapse prevention 

specifically related to AIDS related behaviors. 

Guidelines for Developing Prevention Methods 

With regard to HIV prevention, five stages have been 

proposed as guidelines for clinicians in developing the best 

prevention efforts: 
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(1) provide the most current information about HIV 

transmission; (2) communicate to various population 

groups their personal susceptibility to this 

devastating disease, point out the benefits of 

performing recommended behaviors and effectively 

address the fact that these same behaviors might 

involve personal costs; (3) teach the specific skills 

necessary to successfully implement the new behaviors 

that reduce risk of HIV infection ; (4) enhance 

perceived self-efficacy in the implementation of these 

new behaviors despite difficulties; and (5) develop a 

cultural and social environment that is conducive to 

the initiation, establishment, and maintenance of HIV 

risk reducing behavior. (Petrow, Franks, & Wolfred, 

1990, p. 61-62) 

Implementing behavior change is an area in which 

clinicians have the potential to be of great influence. The 

lessons learned in recent decades about health promotion and 

behavior change must be applied to help modify and change 

individual behaviors if we are to be successful in 

effectively containing the HIV epidemic. 

Implementing AIDS Training 

There is still a public and even a professional 

perception that AIDS primarily affects gay men in large 

urban areas. We know however that the incidence of HIV 

infection is increasing among heterosexuals, the urban poor, 
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Black and Hispanic groups, and infants born in inner cities 

(Allen & Curran, 1988). Because the manifestation of 

illness lags at least several years behind the time of 

initial infection with HIV, the growing prevalence of 

currently asymptomatic HIV infections indicates an eventual 

health crisis on an enormous scale. Within a few years, 

practicing psychologists in all areas of the country will 

increasingly treat adults, adolescents, and children with 

HIV infection, persons at behavioral risk for AIDS, and 

those with concerns about AIDS (Campos, Brasfield, & Kelly, 

1989). Therefore, the issue is not whether clinicians will 

deal with individuals with AIDS concerns, but rather how 

prepared will they be to do it effectively. Campos et al. 

(1989) conducted a survey of graduate school curricula 

indicating that 75% of graduate programs provide no training 

in AIDS and that there are broad training gaps in other 

areas pertinent to populations at risk for AIDS. These 

disturbing findings indicated the inadequacy of training for 

clinicians and the need for required AIDS training within 

doctoral programs. Although a more current extension of 

this research has found that doctoral programs have expanded 

AIDS-related education and activities, they continue to fall 

short in terms of training preparation in several areas 

(Pingitore & Morrison, 1993) 

Although major attention needs to be given to AIDS 

training within graduate programs, it may not be necessary 
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to completely re-vamp existing graduate school curricula. 

Training in areas related to AIDS does not necessarily 

require new psychological models, but rather the tailoring 

of existing intervention models to a new problem. For 

example, specific courses such as human sexuality, chemical 

dependency, and mental health issues among the urban poor 

and ethnic minority are all general topic areas which could 

be required in graduate curricula and also would be relevant 

to AIDS issues. Community level principles that have proven 

effective in other areas of health promotion could be 

utilized in graduate training for developing interventions 

and prevention strategies. 

Ryan (1990) developed a one-day course on AIDS 

training. A model such as his may be tailored for graduate 

programs as one element of educative technique. Ryan's 

inclusive one-day training program for mental health 

professionals covers the following informational topics: 

MEDICAL OVERVIEW 

Discussion of HIV infection 

Transmission 
Infection Control 
Prevention and risk reduction 

Use of HIV-antibodv test 

Counseling seronegative and seropositive 
patients 

Discussion - concept of risk behaviors vs. risk groups 



39 

Special populations 

Women, children, minorities, gay and 
bisexual men, IV drug users, hemophiliacs 

PSYCHOSOCIAL OVERVIEW 

Patient responses to stages of HIV infection 

At risk seropositive, AIDS Related 
Complex (ARC), AIDS 

Ethnic, racial, and cultural issues 

Practical concerns (housing, benefits, 
etc) . 

Counseling issues 

Differences and similarities with traditional practice 
Psychopharmacology 
Individual, couple, and family issues 

AIDS dementia 

Loss and bereavement 

Death and dving 

Confidentiality and discrimination 

Safer sex 

Issues in working with chemically dependent patients 

Psychodynamics of chemically dependent patients 
Treatment issues 
Staff issues and concerns 
- Myths and misconceptions 
- Fears and feelings 
- Life-style issues of patients -
personal belief systems and values 

- Support 

Legal and ethical issues 

Federal and state antidiscrimination laws 
Patients and employees' rights 
Advocacy 
Ethical dilemmas and responsibilities 
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Community resources 

Support services and home care 
Mental health services 
Legal services 
Spiritual counseling 
Community organizations 

Panel of Persons with AIDS fPWAs) and HIV-infected 
individuals, including family members and significant 
others 

Group discussion, (p. 366-367) 

A format like Ryan's may be an effective brief 

overview training for clinicians to provide at least a 

superficial knowledge of a comprehensive list of AIDS 

issues. The brevity may be an appealing characteristic as it 

would require less resources than perhaps a full semester 

class. The one day format may also be extended to a week or 

several weeks depending upon the depth of issues. Again, 

specific courses already required within graduate curricula 

may be relevant and information may overlap with AIDS 

information. Ideally, more extensive training could be 

provided specifically in the area of behavior as well as 

other areas such as chemical dependency, legal and ethical 

issues, human sexuality, and multicultural issues. 

Specialty tracks could be provided for interested students 

to pursue specific areas further. 

Required courses encompassing AIDS relevant issues can 

provide the foundation and knowledge base for training in 

graduate school curricula. Workshops, seminars, practicum 

sites, and internships may also serve as useful avenues in 
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which AIDS training can be integrated in clinical training 

programs. 

Graduate programs may be able to collaborate with 

community provided workshops or seminars so that students 

could glean the training benefits from established community 

education models. These programs would offer a valuable 

resource to graduate programs while eliminating the time and 

human resources needed to develop and teach their own 

seminars within their department. Also, students' exposure 

to AIDS training within the practical setting of community 

can help provide relevant, updated information. 

In order for students to gain experience in clinical 

services for people with AIDS related conditions, it may be 

necessary to establish innovative clinical practicum 

arrangements. For example, most cities have community based 

AIDS prevention programs that could serve as potential 

training sites for students' practicum or internships. 

Campos et al. (1989) suggested that practicum sites and 

internships could be developed in conjunction with existing 

HIV medical clinics in hospitals, urban health clinics 

serving disadvantaged populations, AIDS service 

organizations in the gay community, local health departments 

and other similar settings. 

Research is another area of graduate school training in 

which AIDS can be integrated. However, certain 

methodological issues need to be considered with AIDS 
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research. Turner, Miller, & Moses (1989) make a general 

point about significant methodological considerations: 

...the accuracy of any given set of estimates is 

open to question, as most studies employ different 

assessment methodologies with unknown psychiatric 

properties, different time frames, and different types 

of samples. Although it is accurate to conclude that 

particular associations and trends have been 

replicated, the actual population parameters (e.g., 

means, covariances, standard errors) have not been 

replicated across studies; therefore they are not known 

with any degree of certainty at this time. (p. 147) 

While this statement can perhaps apply to any research to 

some degree, it may be especially noteworthy for AIDS 

related research due to the sensitive issues involved with 

AIDS. 

One issue is the problem of self-reported behavior. 

With self-reported behavior in general there is the concern 

about accuracy and validity of responses. This issue is 

especially important regarding such sensitive issues as 

sexual behavior and intravenous drug use. Also, the 

validation of such behaviors is difficult. Turner et al. 

(1989) suggested that sexual and drug-related behaviors are 

certainly subject to many of the same sampling errors that 

are well known in other areas of measurement and, 
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consequently, other models may be useful for application 

here. 

Another problem researchers may face is in sampling 

certain populations. For example, by using gay communities 

as sampling sites, areas with the highest level of HIV 

infection may have been located but other populations may 

have been missed. Little research has ventured outside of 

urban communities. As a result, understanding AIDS may 

often be restricted to a few contexts (White, 1980). Also, 

many samples are typically drawn from clinics or private 

practices which have higher rates of physical disorders, as 

well as biological and behavioral risk factors associated 

with illness (McKusick, Horstman, & Coates, 1985). 

A refinement of methodologies is needed especially in 

the face of the AIDS epidemic. Students need to be trained 

to assess the limitation of studies conducted so as to 

facilitate more sound scientific efforts for future 

research. 

Unfortunately, it seems that many students are not 

encouraged to pursue AIDS-related research issues for thesis 

and dissertation topics. In their 1989 study, Campos et al. 

note that only 2% of clinical and counseling psychology 

graduate program faculty conduct research related to AIDS. 

This fact often discourages students to seek AIDS as a topic 

for research as they perceive no guidance for thesis or 

dissertation from professors. It is understandable that 
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most faculty and supervisors are reluctant to train students 

in topic areas in which they themselves feel inexperienced. 

It would thus seem beneficial to increase and intensify 

opportunities for psychology faculty and supervisors for 

continuing professional education concerning AIDS. As 

psychologists learn more about prevention, clinical, and 

research issues related to AIDS, teaching and training 

experiences for students should also increase. One 

promising indicator of a shift in this direction is a 

current study indicating that research in the area of AIDS 

has, in fact, been increasing in the past several years 

(Pingitore & Morrison, 1993). 

Summary 

The introduction for this study has focused mainly on 

the clinician's role as a catalyst for behavior change in 

the AIDS epidemic. Some guidelines were proposed for 

training clinicians in the primary prevention of AIDS. 

Identification of clinicians' biases, basic education about 

the HIV virus, education in specific stages necessary to 

implement behavior change, and suggestions for AIDS training 

integration into clinical training were all addressed. A 

single study conducted by Campos et al. (1989) reported that 

a small number of doctoral psychology programs offered a 

narrow range of AIDS-related education and clinical 

experiences to doctoral students. Prior to 1993, this was 

the only existing study on the subject of adequate 
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preparation of psychologists for AIDS-related service 

provision. Pingitore and Morrison (1993) extended this 

research and found that although doctoral programs have 

expanded AIDS-related education and activities, they 

continue to fall short in terms of training preparation in 

several areas. These researchers concluded that "... despite 

the arguments of psychologists regarding the alleviation of 

public health crises, doctoral programs have not responded 

with services when the epidemiological evidence warrants it" 

(Pingitore & Morrison, 1993, p. 112). Pingitore suggests 

that further inquiry into whether sufficient training is 

being provided for practitioners to adequately respond to 

the AIDS epidemic is needed. It is in response to the need 

for further research in this area that this project is 

proposed. 

In this introduction of this project, many facts and 

guidelines are presented in regards to helping implement 

AIDS training. However, there may be some basic and 

practical questions that need to be examined before 

implementation can occur. For example, among the many 

factors involved in the adequacy of training is how well 

prepared practitioners are in terms of meeting the needs of 

HIV-positive clients. This study was designed to explore 

this question and is intended to provide a foundation for 

the formulation of other related questions that need to be 

asked. This study is also intended as a basis for theories 
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that need to be developed, and research that needs to be 

conducted to facilitate in the training of clinicians in 

order that they will respond in the most effective way to 

the AIDS crisis. 

Rationale 

The rationale for this study was to investigate and 

examine the attitudes of therapists who treat HIV-positive 

(HIV+) clients. Specifically, therapists' perceptions of 

their own preparedness in dealing with specific issues and 

emotions of HIV+ clients was examined. Also, therapists' 

evaluation of their own efficacy of specific therapeutic 

approaches with HIV+ clients was examined. These 

therapists' perceptions and evaluations of all their clients 

in general were compared to their HIV+ clients. Comparisons 

were also made within the two groups. 

In comparing the attitudes of therapists about the two 

groups, it was hypothesized that we would gain information 

about possible training inadequacies as well as possible 

misconceptions in dealing with HIV+ clients. It was 

hypothesized that therapists who serve HIV+ clients would 

report that their training did not adequately prepare them 

to deal with the issues and emotions involved in counseling 

HIV+ clients. Also, the therapists' perceptions of the 

efficacy of various therapeutic models and their frequency 

of use was compared. Our analysis of these variables would 

provide valuable information for the future direction and 
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emphasis of training for therapists dealing with HIV+ 

clients. 



CHAPTER II 

METHOD 

Subjects 

Subjects were 117 mental health therapists providing 

counseling services. All subjects held at least a 

bachelor's degree and were regularly employed as counselors. 

All subjects had to have at least one HIV+ client within 

their caseloads. A total of 250 potential subjects were 

located by telephone searches of clinics identified as 

providing services for HIV+ clients. Geographical areas 

surveyed were Dallas and Fort Worth, Texas, and Denver, 

Colorado. Of all potential respondents, we received 117 

usable questionnaires for a very satisfactory response rate 

of 46.8%. 

Instrument 

The instrument was a written questionnaire of 30 scaled 

items (some questions were later re-scaled to a Likert-type 

scale.) (See Appendices A and B for copies of both the 

original and the re-scaled survey.) 

The rationale for development of questions was based on 

current AIDS literature as well as information from five 

consultants. One consultant had a Ph.D. in health science, 

and the other four had clinical psychology degrees. All had 
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experience in survey research. One consultant taught 

workshops on survey design and research, and another had 

conducted extensive AIDS-related research. Finally, the 

questionnaire was reviewed by a master's level therapist 

whose client caseload consisted entirely of HIV+ clients. 

On the basis of discussions, suggestions, and the advice of 

these individuals, the final questionnaire was generated. 

Design 

All questions were rated equally ranging on a zero to 

six Likert-type scale; zero being "not at all", to six being 

"often". The questionnaire was divided into five separate 

sections. Section I was intended as a multiple regression 

survey. The 20 variables and their names are listed below: 

(1) DEG = Highest academic degree (therapist) 

(2) LIC = Licensure of therapist 

(3) ETH = Ethnic background of therapist 

(4) REL = Religious affiliation of therapist 

(5) INV - Involvement of therapist in religion 

(6) ORI = Sexual orientation of therapist 

(7) LON = Long-term relationship of therapist 

with significant other 

(8) HIV = Knowledge of therapist's HIV status 

(9) RIS = Therapist's perceived risk of HIV 

(10) FAC = Therapist's type of employment 

facility 

(11) YRT = Therapist's years of employment 
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(12) YRH = Therapist's years of employment with 

HIV+ clients 

(13) NOH = Number of HIV+ clients worked with 

(14) PEH = Current percentage of HIV clients 

on caseload 

(15) RAH = Ethnic background of HIV+ clients 

(16) H18 = Number of HIV+ clients under age 18 

(17) PRE = Type of preparation by therapist 

for dealing with HIV+ clients 

(18) D&D = Perceived preparation of therapist 

to deal with death and dying issues 

(19) STR = Therapist's perceived stress of job 

(20) STH = Therapist's perceived stress 

due to HIV+ related issues 

The primary dependent variable was Question 18 

referring to therapist preparation on issues of Death and 

Dying (D&D). Also, there were several other possible 

dependent variable questions; including those of Perceived 

Stress (Question 20), therapist Sexual Orientation (Question 

6), and therapists' own HIV+ status (Question 8). 

Section II was constructed as a 2 x 11, completely 

within-subjects design. The first independent variable was 

Utility with two levels; (Preparation vs. Frequency). The 

second independent variable was the Issue (II levels) likely 

to be encountered by both clients and therapists. The 11 

Issues were as follows: 
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(1) INS = Insurance concerns 

(2) FIN = Financial concerns 

(3) DIS = Fear of discrimination at work 

(4) TES = Decisions about HIV testing 

(5) SEX = Sexuality issues 

(6) SUI = Suicide issues 

(7) ETH = Ethical issues 

(8) REL = Relationship issues 

(9) D&D = Death and dying issues (also used 

as Question 18 on Section I) 

(10) OST = Fear of ostracism from friends, 

family, and others 

(11) CON = Confidentiality concerns 

The dependent variable was the six point Likert-type rating 

scale, ranging from "not at all", to "often" or "well-

prepared" . 

Section III was constructed in three separate sections 

but actually analyzed in two separate analyses of variance. 

The limitation for dividing the third section of Section III 

into two separate sections was that we could not compare two 

levels of frequency directly with only one level of 

preparation. 

Section Ilia was constructed as a 2 x 7, within-

subjects design, with two levels, Frequency (Client vs. 

Self) of emotions experienced, and seven Emotions likely to 
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be encountered. The seven Emotions encountered are listed 

as follows: 

FEA = Fear 

DEP = Depression 

HAP = Happiness 

DES = Despair 

LON = Loneliness 

ANG = Anger 

GUI = Shame/Guilt 

Section IIlb was constructed as a 1 x 7 simple 

comparison of the Frequency with which the therapist felt he 

or she was prepared to encounter the seven Emotions (see the 

Emotions listed above for Section Ilia.) 

The dependent variable used for Section Ilia was a six 

point Likert-type scale ranging from "not at all" to 

"often." The dependent variable used for Section Illb was 

the same six point scale ranging from "not at all prepared" 

to "well prepared." 

Section IV was constructed to be analyzed as two 

separate questionnaires. Section IVa was designed to be 

answered by therapists who dealt with all clients, 

regardless of HIV+ issues. Section IVb was designed to be 

answered by therapists only insofar as they dealt with HIV+ 

clients. Because of the overlap of clients treated in IVa 

and IVb, the two sections were confounded and could not be 

directly compared. 
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Finally, Section IV was constructed as a 2 x 9 within-

subjects design. The first independent variable was again 

Utility (Frequency v. Effectiveness). The second 

independent variable was the 9 therapy Models likely to be 

used by therapists with their clients. The various Models 

are listed as follows: 

EXI = Existential 

DYN = Psychodynamic 

CLI = Client-centered/interpersonal 

COG = Cognitive-behavioral 

RET = Rational emotive therapy 

ROG = Rogerian 

ADL = Adlerian 

SYS = Systems 

ECL = Eclectic 

Section V consisted of a single question, "How did you 

become involved in counseling HIV-positive individuals," and 

was intended only to be analyzed descriptively. 

Procedure 

Questionnaires were either mailed or hand-delivered to 

community agencies specializing in AIDS-related services. 

All questionnaires were given to therapists between March 

and July of 1993. Respondents were asked to maintain 

anonymity. The rationale for the survey was explained in 

detail to all respondents and conformed to ethical standards 
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outlined by the American Psychological Association (see 

Appendix C for the cover letter). 



CHAPTER III 

RESULTS 

Because of the length of the questionnaire, results 

were analyzed as if they were four independent 

questionnaires. Section I was analyzed with step wise 

multiple regression predicting four separate dependent 

variables. Sections II through IV were analyzed utilizing 

analysis of variance. 

Section I 

Section I results were first analyzed with a 

correlation matrix; Table 2 (Appendix D) making all possible 

pair-wise comparisons of the 20 variables. Owing to both 

the exploratory nature of this study and the relatively 

small sample size, I elected to note only those responses 

significant at the jo < .01. There were negative 

correlations between: STRESS vs. DEGREE (r = -.29), YEARS AS 

A THERAPIST VS. STRESS (r = .29), and YEARS AS AN HIV 

THERAPIST vs. STRESS (r = -.36). Noteworthy positive 

correlations existed between DEGREE vs. LICENSE (r = .28), 

INVOLVEMENT IN RELIGION VS. FACILITY (r = .28), ORIENTATION 

VS. RISK (r = .28), ORIENTATION vs. STRESS RELATED TO HIV (r 

= .30), HIV vs. RISK (r = .30), YEARS AS A THERAPIST VS. 

YEARS AS AN HIV THERAPIST (r = .47), NUMBER OF HIV CLIENTS 
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VS. PERCENT OF HIV CLIENTS (r = .35), NUMBER OF HIV CLIENTS 

VS. HIV CLIENTS UNDER 18 (r = .57), STRESS RELATED TO HIV 

VS. PERCENT OF HIV CLIENTS (r = .35), and PREPARATION VS. 

DEATH & DYING (r = .32). To summarize these correlations, 

it appears that the more advanced one's degree, the longer 

an individual has worked as a therapist, and the longer 

number of years an individual has worked specifically with 

HIV+ clients, all correlate significantly with the 

therapists' perception that their job is less stressful. 

Another finding suggests that those therapists of 

homosexual orientation view themselves to be at higher risk 

of HIV infection and perceive the majority of their job 

stress to be related to AIDS issues. The higher percentage 

of HIV+ clients a therapist had in their caseload, the more 

they perceived their job stress to be related to AIDS 

issues. Also, therapists who had more "hands-on" workshop 

type preparation for HIV+ clients viewed themselves as more 

prepared to deal with death and dying issues than those 

therapists who had alternate types of training. 

Results of step wise the multiple regression analysis 

utilizing Questions 18, 19, 8, and 9 successively as the 

dependent variables are shown in summary Tables 3, 4, 5, and 

6 (Appendix E). The results regressing question 17 "Prior 

to seeing your first HIV-positive client, which of the 

following preparations(s) did you have?" against all 

remaining variables are shown in Table 3 (Appendix E). 
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Question 18 "How well did you feel your training prepared 

you to deal with Death and Dying [D&D] issues?" was the most 

reliable predictor [9% of total variance] followed by 

question 3 "What is your ethnic [ETH] background?"; [4.6% 

additional variance]. There were no additional significant 

predictors. 

Thus, the results indicate that therapists seemed to 

feel that their best preparation was "hands-on" workshop 

experience. Interestingly, the second most effective 

"preparation" was the ethnic background of the therapist. In 

this instance, if the therapist was from a non-black ethnic 

background he or she felt more prepared to deal with HIV+ 

clients. 

Table 4 summarizes the data regarding therapists' 

perceived stress of their job, question 19; "How stressful 

do you perceive your job to be?11. The table shows that 25.7 

percent of the predicted variance was explained by the fact 

that therapists saw HIV+ clients (see Appendix E). Thus, 

having HIV+ clients is, indeed, perceived as stressful. 

Another significant predictor of stress which accounted for 

an additional 9.3 percent of the variance was inexperience 

(i.e. lack of years) in dealing with HIV+ clients. A third 

predictor of job stress accounting for a final 4.2% of the 

variance was the lack of HIV+ clients in the therapists' 

caseloads. 
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In analysis number four, regarding the therapists' 

knowledge of their own HIV+ status, it can be seen that HIV+ 

therapists themselves tend to have significant numbers of 

HIV+ clients, Table 5 (Appendix E). As might be expected for 

this therapist population, they also felt themselves to be 

more at risk for acquiring HIV+ infection. In this sample, 

the largest source of therapists for the HIV+ client 

population comes from HIV+ therapists themselves. 

Section II: HIV+ Client Issues 

The results of Section II are shown in Figure 1 

(Appendix F) and Table 7 (Appendix E). There is a main 

effect for Utility, (Preparation, Frequency), F(l, 2121) = 

129.07, e < .001. A main effect for HIV+ Client issues was 

also found (FIN [financial concerns] ... ETH [ethical 

issues]), F (10, 2121) = 37.43, E < .001. There was also a 

significant interaction for Utility by Issues, F (10, 2121) 

= 13.338, e < .001. The complete analysis of variance 

summary table is presented in Table 7 (Appendix E). 

These results clearly show that the preparation these 

therapists felt that they had received to deal with HIV+ 

related issues was in excess of the frequency with which 

these issues arose. For example, insurance and financial 

concerns were the least frequent issues addressed in 

therapy, while issues concerned with death and dying, 

relationships, ethics, ostracism, and confidentiality were 

addressed more frequently. 
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There was also a significant interaction effect of 

Utility by Concerns, indicating that not all issues received 

the same general emphasis. Clearly, therapists felt overly 

prepared to deal with issues such as insurance, and 

financial matters, and discrimination concerns, while they 

also felt under prepared to deal with HIV+ testing, 

suicidal, and ethical issues. 

There were significant post-hoc differences between 

means of preparation versus Frequency for the following 

issues as determined by the Fisher's LSD (multiple t test): 

Insurance Concerns (INS), F(l, 101) = 34.772, p < .001; 

Financial Concerns (FIN), F(l, 101) = 74.825, p < .001; Fear 

of discrimination at work (DIS) , F(l, 101) = 14.634, p < 

.001; Relationship issues (REL), F(l, 101) = 35.566, p < 

.001; Death and dying issues (D & D), F(l, 101) = 26.248, p 

< .001 Fear of ostracism from friends and family (OST), F(l, 

101) = 18.205, p < .001. 

Section III: Emotions Experienced 

Results of Section Ilia of the questionnaire are shown 

in Figure 2 (Appendix F). The analysis of variance summary 

table is Table 8 (Appendix E). There was a significant main 

effect for differences in frequency of emotions by clients 

versus therapists, F(l, 630) = 349.883, p < .001. There was 

also a main effect for the emotions expressed by both 

therapists and clients, F(6, 630) = 35.541, p < .001. And 

there was a significant interaction effect for frequency of 
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emotions by emotions experienced, F(6, 630) .= 61.193, p < 

.001. 

These results indicate considerable differences in 

emotions expressed by the client as opposed to those of the 

therapist. The only overlapping emotion experienced at 

about the same level by both the therapist and client was 

happiness. It appears that clients experience relatively 

more loneliness, fear, and depression than they do guilt, 

happiness, and despair. These findings suggest that 

therapists are able to keep their emotions separate from 

those of their clients. 

Post-hoc Fisher's LSD tests yielded further 

clarifications. Relative to therapists, clients were rated 

as experiencing the following emotions significantly more 

frequently: Guilt (GUI), F(l, 105) = 208.57, p < .001; 

Despair (DES), F(l, 105) = 104.083, p < .001; Loneliness 

(LON), F(1, 105) = 393.871, p < .001; Anger (ANG), F(l, 105) 

= 46.072, p < .001 Fear (FEA), F(l, 105) = 188.873, p < 

.001; Depression (DEP), F(l, 105) = 240.693, p < .001. 

Results from Section Illb, Figure 3 (Appendix F) and 

Table 9 (Appendix E) of the questionnaire show that there 

were significant differences in the preparedness therapists 

reported for dealing with the emotions of HIV+ clients, F(6, 

630) = 6.621, p < .001. Therapists felt themselves better 

prepared to deal with feelings of happiness, and they felt 

least prepared to deal with feelings of guilt and fear. 
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Although the differences reported are statistically 

significant, it is not clear whether they were meaningful. 

Generally, therapists reported feeling relatively prepared 

to adequately deal with all HIV+ clients' emotions. 

Section IV: All Clients 

Results from Section IV of the questionnaire showed no 

significant difference between the Effectiveness of the 

separate models of therapy and their Frequency of usage. 

However, there was a significant difference in the therapy 

models used by the therapist, F(8, 704) = 26.148, p < .001 

(See Figure 4 in Appendix F and Table 10 in Appendix E.) 

Client-centered/interpersonal therapy appeared to be the 

most frequently used model, whereas the Adlerian model was 

the least frequently used model. 

There was also a significant interaction between the 

therapy models used and their perceived utility, F(8, 704) = 

4.458, p < .001. It appears that this interaction was 

solely due to the fact that psychodynamic therapy is used 

rather frequently by therapists, even though they did not 

believe it to be very effective! Conversely, although it 

appeared that even though therapists believed that Rational 

Emotive Therapy was effective, they did not use it 

frequently. 

There was a significant post-hoc difference between 

frequency and effectiveness with all clients in general for 

the following therapy models determined by the Fisher's LSD 
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(multiple t test): Psychodynamic (DYN), F (1, 88) = 17.860, 

g < .001. 

Section V: HIV+ Clients Only 

The results of Section V showed no significant main 

effect, F(1, 672) = 1.863, ns, for the frequency of therapy 

models used and their perceived effectiveness with HIV+ 

clients only (see Figure 5 in Appendix F and Table 11 in 

Appendix E). Significant differences remained between the 

types of therapy models used by the therapists, F(8, 672) = 

25.455, p < .001. Again, client-centered/interpersonal 

appeared to be the most frequently used approach with 

Adlerian being the least frequently used. In direct 

contrast to Table 10 (Appendix E), there was no interaction 

between for effectiveness and frequency. The lack of an 

interaction may have reflected the opinion that therapists 

felt that psychodynamic therapy was inappropriate for use 

with HIV+ clients. 



CHAPTER IV 

DISCUSSION 

The introduction of this study addressed primary 

prevention concerning AIDS and important aspects regarding 

the training necessary to develop the most effective 

prevention techniques, strategies, and programs. The survey 

conducted assessed how well prepared therapists felt for 

addressing concerns related to HIV/AIDS. This study is a 

step towards evaluating, designing and implementing training 

efforts. 

The main hypothesis of this study was that therapists 

who serve HIV+ clients would report that their training did 

not adequately prepare them to deal with the issues and 

emotions involved in counseling HIV+ clients. This 

hypothesis, however, was not corroborated by this study. On 

the contrary, the results indicated that therapists felt 

adequately prepared to deal with the issues of HIV+ clients. 

One of the possible implications of these findings is that 

the most important or most frequently encountered issues in 

dealing with HIV+ clients may not be different enough from 

those issues encountered in counseling all clients in 

general. Therapists reported that concerns about death and 

dying, relationships, confidentiality, and ostracism from 
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friends and family were all issues that were encountered 

frequently with HIV+ clients and that these therapists felt 

adequately prepared to deal with these issues. This 

suggests that for these particular areas, the content of 

current training programs may be adequately preparing 

therapists for counseling HIV+ clients. Therefore, extreme 

modifications of graduate school curricula may not be 

necessary. Further research would be helpful to clarify 

those aspects of training that therapists reported as most 

frequently relevant to their practice. If, in fact, the 

methods of preparation for these areas are assessed to be a 

strength of training programs, they can be further analyzed 

and used as models for pinpointing weaker areas within 

training programs. 

Type of Preparation 

Another important finding of this study was that the 

majority of therapists reported that their preparation prior 

to seeing their first HIV+ client consisted mostly of 

"hands-on" type training, (i.e., related volunteer work) 

versus books, journals, and course work. The message here, 

as Campos et al. (1989) suggested, is that it may be 

beneficial for practicum sites and internships to be 

developed in conjunction with existing HIV medical clinics 

in hospitals, urban health clinics serving disadvantaged 

populations, AIDS service organizations in the gay 

community, local health departments and other similar 
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settings. In this way, graduate programs could address 

students' education regarding HIV/AIDS in one of the most 

effective teaching modes; "hands-on" experience, (as 

reported by therapists.) 

HIV+ Client Caseload 

Results of this study suggest that those therapists who 

have a heavier caseload of HIV+ clients felt more prepared 

than those therapists who had fewer HIV+ clients. This 

finding may simply reflect the fact that therapists with a 

specific interest in counseling HIV+ client may seek out 

more training in this area, thus feeling more prepared. 

Also, the greater contact with HIV+ clients may give 

therapists a feeling of increased experience and thus a 

perception of preparedness in dealing with this population. 

Therapists' HIV Status 

This study also revealed that therapists who are HIV+ 

themselves have a significant number of HIV+ clients. This 

finding is especially significant as it may indicate that an 

excellent source of therapists for the HIV+ client 

population may, come from HIV+ therapists themselves. 

HIV Testing. Ethical, and Suicidal Issues 

Although not statistically significant, therapists 

reported feeling less prepared to deal with issues of HIV 

testing, suicide and ethical concerns. It appears 

particularly interesting that suicide and ethical concerns 

were two areas in which they felt the least prepared. This 
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is somewhat disturbing as these areas would seem to be a 

significant core in the training foundation for a therapist. 

Considering the implication that therapists may be 

inadequately prepared to deal with these issues not only 

with HIV+ clients, but with all clients in general, further 

investigation of these areas and their emphasis in graduate 

training is warranted. 

Emotions 

Therapists reported experiencing emotions such as 

guilt, despair, loneliness, anger, fear, and depression with 

significantly less frequency than their clients. This 

finding may imply that as part of their preparation they 

have learned to keep their own feelings separate from their 

clients and thus perhaps be more objective and effective in 

their interventions. Research exploring what aspects of 

therapist training specifically were helpful in keeping a 

therapeutic distance from clients' emotions may be 

beneficial. The emotion of happiness was reported to be 

experienced equally by clients and therapists. Perhaps this 

particular emotion (or positive emotion in general) is 

viewed by therapists differently in a therapeutic setting. 

Therapists may feel that an equally shared positive emotion 

would not hinder objectivity or be non therapeutic for the 

client, whereas the opposite may be true regarding a 

negative emotion. 
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In general, therapists seemed to feel adequately 

prepared to deal with HIV+ clients' emotions. Again, as 

with previously discussed issues, HIV+ clients' emotions may 

not reflect a difference from all clients emotions in 

general. These findings also suggest that in the area of 

emotions, our training programs seem to be meeting the needs 

of therapists. A closer examination of this specific aspect 

of training may be useful. Perhaps the supervisory 

experience which often accompanies hands-on experience may 

be an important element in adequate preparation dealing with 

emotions. If this is the case, special attention may be 

necessary to examine good supervisory experiences and expand 

on those so as to continue and improve the quality of these 

experiences for the training therapist. 

Therapy Models 

Another area that this study examined was therapists' 

frequency of use and their evaluation of the efficacy of 

some therapeutic approaches with HIV+ clients and all 

clients in general. With all clients in general, therapists 

reported no difference between a therapy model's 

effectiveness and the frequency with which they used that 

model (except for psychodynamic theory). That is to say, if 

a therapist felt a therapeutic model was effective, they 

tended to use it more. The only model for which this was 

not true was psychodynamic theory. One possible explanation 

may be that psychodynamic theory may have such a strong 
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foundation in therapists' training that it may be one of the 

more familiar theory models. This emphasis in training and 

thus the familiarity with the psychodynamic model may be the 

factors influencing therapists' choice more than their 

actual experience of its lack of effectiveness. 

Interestingly, this discrepancy was not shown with HIV+ 

clients only. Perhaps therapists feel less "loyal" to 

psychodynamic theory and they may perceive AIDS issues as 

different, and thus give themselves permission to venture 

from the familiarity of an older therapy model. This survey 

may be limiting as it provides nine specific therapy models 

to choose from. Further research might explore whether or 

not therapists used a therapy model different from these 

choices. 

Additional interesting findings concerning therapy 

models revealed that client-centered/interpersonal therapy 

was reported to be the most frequently used and most 

effective with both HIV+ clients and all clients in general. 

Adlerian therapy however was reported as the least 

frequently used model for both groups. This finding 

suggests at least two possible explanations. It may be a 

geographical artifact, in other words, that these therapy 

models are currently in vogue in Texas and Colorado. 

Otherwise, the differences may reflect the existing overall 

dominance of client-centered/interpersonal therapy with 

clients who are concerned with life and death issues. Lack 
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of familiarity with Adlerian therapy may account for its 

relatively infrequent use. 

Conclusion 

This study provided provocative information regarding 

therapists' attitudes in dealing with HIV+ clients and their 

issues. Information revealed from this study will be 

helpful in facilitating refinement and enhancement of 

strengths as well as the identification of weaknesses in 

current training programs. Knowledge gleaned from this 

study also pointed toward possible strategies that would be 

most useful in preparing therapists in dealing with HIV and 

AIDS issues. The exploration of emotions in therapy is 

helpful in providing the therapist with what to expect when 

dealing with emotions in HIV+ clients' sessions. Exploring 

therapy models also helps the therapist choose which 

approach has been most effective with HIV+ clients in the 

past. 

As health professionals it is our responsibility to 

engage in and utilize scientifically well-founded studies to 

confront the epidemic of AIDS. Along with the salient 

findings of this study is also provided a foundation for the 

formulation of additional questions that need to be asked, 

as well as theories that need to be developed, and continued 

research that needs to be conducted to facilitate the 

training of clinicians so that they can respond in the most 

effective way to the AIDS crisis. 
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THERAPISTS AND HIV\AIDS ISSUES: A SURVEY 

1. What is your degree? 
B.A. or B.S. (in what area?) 
M.A. or M.S. (in what area?) 
Psy. D. 
Ph.D. (in what area?). 
Other (please explain). 

Check the following type(s) of program(s) in 
which you have received or are currently receiving 
training? 
Also check any license you hold. 
Terminal Masters program 
Psy.D. 
Ph.D. program. 
Licensed Professional Counselor 
Psychological Associate 
Other 

3. What is your ethnic background? 
Am.Indian or Alaskan Native Black Hispanic 
Asian or Pacific Islander White Other 

4. To which religious affiliation would you most closely 
associate yourself? 

Catholic Protestant Jewish Islamic/Muslim 
Other (explain) 
I do not hold any religious affiliation 

5. To what extent are you currently involved in this 
religion? 

0 1 2 3 4 5 6 
not at all somewhat extremely 

involved involved 

6. What is your sexual orientation? 
Heterosexual Homosexual/Lesbian Bisexual 

7. What is your relationship status? 
Married (how many years?) Divorced, 
Committed gay/lesbian relationship 
(How many years?) 
Widowed Separated. 
Currently in serious relationship length of time. 
Not currently in serious relationship 

8. Do you know your HIV status? 
Positive Negative Do not know 
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9. What do you perceive your risk of HIV infection to be? 
0 1 2 3 4 5 6 

not at all somewhat high risk 
at risk at risk 

10. In what type of facilities have you worked? (check all 
that apply) 
Out-patient community-based setting 
Out-patient private facility 
In/out-patient medical setting 
University counseling center Veterans hospital 
Homeless shelter Other (please explain) 

11. Please circle the type of facility in question #10 at 
which you currently work. 

12. How many years have you worked as a therapist? 

13. How may years have you worked as a therapist with HIV-
positive individuals? 

14. During your work as a therapist, approximately how many 
HIV-positive indiviudals have you worked with? 

15. Approximately what percentage of you current client 
caseload are HIV-positiive? 

16. What percentage of your HIV-positive clients make 
up the following ethnic backgrounds? 
Am.Indian or Alaskan Native Black Hispanic 
Asian or Pacific Islander White Other 

17. Approximately how many of your HIV-positive clients 
have been under the age of 18? 

18. Prior to seeing your first HIV-positive client, which of 
the following preparation(s) did you have? 
No preparation Educational video 
Supervision; 1 session 1 or more sessions 
Educational books/readings Related volunteer work_ 
Course work (how many classes?) 
Workshops; 1/2 day 1 day 2 or more days 
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19. How well did you feel your training prepared you to deal 
with the following issues? 

Not at all somewhat well 
prepared prepared prepared 

Decisions about HIV testing 

Financial concerns 0 1 2 3 4 5 6 

Insurance concerns 0 1 2 3 4 5 6 

Fear of discrimination at work 0 1 2 3 4 5 6 

Confidentiality Concerns 0 1 2 3 4 5 6 

Fear of ostracism from 
friends, family, and others 

0 1 2 3 4 5 6 

Sexuality issues 0 1 2 3 4 5 6 

Death and dying issues 0 1 2 3 4 5 6 

Relationship issues 0 1 2 3 4 5 6 

Suicide issues 0 1 2 3 4 5 6 

Ethical issues 0 1 2 3 4 5 6 

20. With HIV-positive clients, how frequently have you 
dealt with the following issues? 

not at all occasionally often 

Decisions about HIV testing 0 1 2 3 4 5 6 

Financial concerns 0 1 2 3 4 5 6 

Insurance concerns 0 1 2 3 4 5 6 

Fear of discrimination at work 0 1 2 3 4 5 6 

Confidentiality Concerns 0 1 2 3 4 5 6 

Fear of ostracism from 
friends, family, and others 

0 1 2 3 4 5 6 

Sexuality issues 0 1 2 3 4 5 6 

Death and dying issues 0 1 2 3 4 5 6 
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Relationship issues 

not at all occasionally often 

0 1 2 3 4 5 6 

Suicide issues 0 1 2 3 4 5 6 

Ethical issues 0 1 2 3 4 5 6 

21. With what frequency have the following emotions been 
experienced by your HIV-positive clients? 

not at all occasionally often 

Fear 0 1 2 3 4 5 6 

Depression 0 1 2 3 . 4 5 6 

Loneliness 0 1 2 3 4 5 6 

Happiness 0 1 2 3 4 5 6 

Despair 0 1 2 3 4 5 6 

Anger 0 1 2 3 4 5 6 

Shame/guilt 0 1 2 3 4 5 6 

22. With what frequency have the following emotions been 
experienced by vou when working with HIV-positive 
clients? 

not at all occasionally often 
Fear 0 1 2 3 4 5 6 

Depression 0 1 2 3 4 5 6 

Loneliness 0 1 2 3 4 5 6 

Happiness 0 1 2 3 4 5 6 

Despair 0 1 2 3 4 5 6 

Anger 0 1 2 3 4 5 6 

Shame/guilt 0 1 2 3 4 5 6 
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23. How prepared did you feel to handle each of the 
following emotions experienced by your HIV-positive 
clients? 

not at all somewhat well 
prepared prepared prepared 

Fear 0 1 2 3 4 5 6 

Depression 0 1 2 3 4 5 6 

Loneliness 0 1 2 3 4 5 6 

Happiness 0 1 2 3 4 5 6 

Despair 0 1 2 3 4 5 6 

Anger 0 1 2 3 4 5 6 

Shame/guilt 0 1 2 3 4 5 6 

24. How often have you used the following approach(es) in 
therapy with HIV-positive clients? 

not at all occasionally often 

Existential 0 1 2 3 4 5 6 

Psychodynamic 0 1 2 3 4 5 6 

CIient-centered/interpersonal 0 1 2 3 4 5 6 

Cognitive-behavioral 0 1 2 3 4 5 6 

Rational Emotive Therapy 0 1 2 3 4 5 6 

Rogerian 0 1 2 3 4 5 6 

Adlerian 0 1 2 3 4 5 6 

Systems 0 1 2 3 4 5 6 

Eclectic 0 1 2 3 4 5 6 
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25. How effective do you feel the following approach(es) 
have been HIV-positive clients? 

not at all somewhat very 
effective effective effective 

Existential 0 1 2 3 4 5 6 

Psychodynamic 0 1 2 3 4 5 6 

Client-centered/interpersonal 0 1 2 3 4 5 6 

Cognitive-behavioral 0 1 2 3 4 5 6 

Rational Emotive Therapy 0 1 2 3 4 5 6 

Rogerian 0 1 2 3 4 5 6 

Adlerian 0 1 2 3 4 5 6 

Systems 0 1 2 3 4 5 6 

Eclectic 0 1 2 3 4 5 6 

26. How often have you used the following approach(es) with 
all clients in general? 

not at all occasionally often 

Existential 0 1 2 3 4 5 6 

Psychodynamic 0 1 2 3 4 5 6 

CIient-centered/interpersonal 0 1 2 3 4 5 6 

Cognitive-behavioral. 0 1 2 3 4 5 6 

Rational Emotive Therapy 0 1 2 3 4 5 6 

Rogerian 0 1 2 3 4 5 6 

Adlerian 0 1 2 3 4 5 6 

Systems 0 1 2 3 4 5 6 

Eclectic 0 1 2 3 4 5 6 
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27. How effective do you feel the following approach(es) 
have been with all clients in general? 

not at all somewhat very 
effective effective effective 

Existential 0 1 2 3 4 5 6 

Psychodynamic 0 1 2 3 4 5 6 

Client-centered/interpersonal 0 1 2 3 4 5 6 

Cognitive-behavioral 0 1 2 3 4 5 6 

Rational Emotive Therapy 0 1 2 3 4 5 6 

Rogerian 0 1 2 3 4 5 6 

Adlerian 0 1 2 3 4 5 6 

Systems 0 1 2 3 4 5 6 

Eclectic 0 1 2 3 4 5 6 

28. How stressful do you perceive your job to be? 

2 3 4 5 0 1 
not at all 
stressful 

3 4 
moderately 
stressful 

6 
extremely 
stressful 

29. To what extent do you perceive your job stress to be 
related to AIDS issues? 

0 1 2 3 4 5 6 
not at all moderately extremely 
related related related 

30. How did you become involved in counseling HIV-positive 
individuals? 
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AMMENDED LIKERT-TYPE SCALED SURVEY: 

THERAPISTS AND HIV\AIDS ISSUES: A SURVEY 

1. What is your degree? 

<B.A. B.A. or B.S. M.A. or M.S. PSY.D or Ph.D. 

2. Check the following type(s) of program(s) in 
which you have received or are currently receiving 
training? 
Also check any license you hold. 

LICENSED 
no yes 

1 2 

3. What is your ethnic background? 

Black White or Other 
1 2 

4. To which religious affiliation would you most closely 
associate yourself? 

Protestant Other 
1 2 

5. To what extent are you currently involved in this 
religion? 

not at all somewhat extremely 
involved involved involved 
0 1 2 3 4 5 6 

6. What is your sexual orientation? 

Heterosexual Bisexual Homosexual/Lesbian 
1 2 3 
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7. What is your relationship status? 

In a long-term relationship with a significant other; 
married or not. 

yes no 
1 2 

8. Do you know your HIV status? 

Negative Don't Know Positive 
1 2 3 

9. What do you perceive your risk of HIV infection to be? 

not at all somewhat high risk 
at risk at risk 

0 1 2 3 4 5 6 

10. In what type of facilities have you worked? 

Inpatient Both Outpatient 
1 2 3 

11. How many years have you worked as a therapist? 

12. How may years have you worked as a therapist with HIV-
positive individuals? 

13. During your work as a therapist, approximately how many 
HIV-positive individuals have you worked with? 

14. Approximately what percentage of your current client 
caseload are HIV-positive? 

15. What percentage of your HIV-positive clients make 
up the following ethnic backgrounds? 

Black White or Other 
1 2 

16. Approximately how many of your HIV-positive clients have 
been under the age of 18? 
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17. Prior to seeing your first HIV-positive client, which 
of the following preparation(s) did you have? 

Readings, Videos, Course-work Both Hands-on experience, 
workshops 

1 Z 3 

18. How well did you feel your training prepared you to 
deal with death and dying issues? 

not at all somewhat well 
prepared prepared 

0 1 2 3 4 5 6 

19. How stressful do you perceive your job to be? 

not at all moderately extremely 
stressful stressful stressful 
0 1 2 3 4 5 6 

20. To what extent do you perceive your job stress to be 
related to AIDS issues? 

not at all moderately extremely 
related related related 
0 1 2 3 4 5 6 
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Dear Colleague: 

I would like to invite you to participate in a research 
project dealing with practitioners and their sense of 
preparedness in dealing with HIV clients. The AIDS epidemic 
has made it imperative that we begin to respond responsibly 
and effectively to the needs of HIV-positive individuals. A 
step in this direction is an evaluation of the preparation 
that practitioners have in terms of issues addressed in 
counseling HIV-positive clients and individuals whose lives 
have been affected by AIDS. 

If you choose to participate, it would require you to 
complete a brief (10 minute), anonymous questionnaire 
exploring the experience of counseling HIV-positive clients. 

This project is part of a doctoral dissertation at the 
University of North Texas and it represents an attempt to 
bridge the gap between research and clinical service. 
Needless to say, your participation would be greatly 
appreciated and would make an important contribution to that 
bridging effort. 

I will be contacting you within the next few days to 
inquire about you willingness to participate in this 
project. Meanwhile, if you have any question, pleas feel 
free to call myself, Christina Rowe (817) 387-8029 or Dr. 
Michael Mahoney (817) 565-3289. 

Sincerely, 

Christina J. Rowe, M.S. 

Michael J. Mahoney, Ph.D. 
Professor 
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Table 2 

Correlation Matrix (r = 117) 

DEG LIC ETH REL INV ORI LON HIV RIS 

(1) DEG 1.00 
(2) LIC .28* 1.00 
(3) ETH -.06 -.01 1.00 
(4) REL -.11 -.05 -.01 1.00 
(5) INV -.18 -.11 -.21 .23 1.00 
(6) ORI -.08 .10 .08 .11 -.25 1.00 
(7) LON -.11 -.09 -.15 .02 .12 .09 1.00 

1.00 (8) HIV -.19 .09 -.12 -.02 -.03 .04 -.01 1.00 
1.00 (9) RIS -.06 .01 -.004 -.01 -.08 -.28* .24 .30* 1.00 

(10) FAC -.07 -.21 -.20 -.04 .28* -.08 -.01 .14 -.02 

(ll)YRT .30 .07 .13 -.13 -.06 .13 -.02 .04 -.10 

(12)YRH .25 .17 .07 -.06 .05 .20 .03 .13 -.001 

(13)NOH -.23 -.003 .03 -.09 -.005 .17 .12 .14 .16 

(14)PEH -.35 -.14 -.18 .05 -.02 .05 .23 .30* .16 

(15)RAH .001 -.08 .11 -.07 -.09 .17 .10 .08 - .03 

(16)H18 -.15 -.07 .02 -.14 .07 -.06 .02 -.10 .02 

(17)PRE -.18 -.16 -.04 -.06 -.06 .26* .15 .05 .18 
(18)D&D -.09 -.04 .20 .02 .14 .01 .19 .01 .11 
(19)STR -.29* -.01 .17 .23 .07 .17 -.01 -.18 .04 
(20)STH -.23 .02 -.005 .15 -.02 .26* .12 .02 .25 

FAC YRT YRH NOH PEH RAH H18 PRE D&D 

(10)FAC 1.00 
(11)YRT .07 1.00 
(12)YRH .01 .47* 1.00 
(13)NOH .11 .04 .23 1.00 
(14)PEH .08 -.05 -.04 .35* 1.00 
(15)RAH -.05 .10 .16 .15 .16 1.00 
(16)H18 -.01 -.05 .05 .57* .07 .03 1.00 
(17)PRE .09 -.08 -.13 .03 .06 .18 -.09 1.00 
(18)D&D .13 .08 .08 .05 -.07 -.002 .01 .30* 1.00 
(19)STR .05 .29* -.36 .03 -.02 -.07 -.03 .09 -.03 
(20)STH .09 -.20 -.11 .31* .35* .08 .13 .20 .03 

STR STH 

(19)STR 1.00 
(20)STH .51* 1.00 

* E <. .01 
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Table 3 

How Well Did Your Training Prepare You to Deal with Death 

and Dying? 

SOURCE DF SS MS 

REGR 

RES ID 

TOTAL 

3 73.90 24.63 

102 264.74 2.60 

105 338.64 

F (3, 102) = 9.491 £ = <.001 

MULTIPLE CORRELATION = .47 

R-SQUARED = .22 (.10) 

STANDARD ERROR = 1. 62 

VARIABLE COEFFICIENT T S.E. E 

PRE 
ETH 
INV 
CONSTANT 

.73 
2.06 
.18 

-1.48 

3.91 
3.00 
2.35 

.19 

.70 

.08 

<•001 
. 004 
.019 

F (ENTER) = 4 
F (REMOVE) =3.9 

STEP ACTION £ B OVERALL F R R~ 

1 ADD PRE 
2 ADD ETH 
3 ADD INV 

11.50 
5.80 
5.61 

.001 

.017 

.019 

11.50 
8.92 
8.08 

.316 

.384 

.438 

.010 

.148 

.192 
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Table 4 

Hov Stressful Do You Perceive Your Job to Be? 

SOURCE DF SS MS 

REGR 

RES ID 

TOTAL 

4 83.18 20.79 

101 104.95 1.04 

105 188.12 

F (4, 101) = 20.01 E = <.001 

MULTIPLE CORRELATION = .66 

R-SQUARED = .44 (.42) 

STANDARD ERROR = 1.02 

VARIABLE COEFFICIENT S.E. 

STH 
YRH 
PEH 
DEG 
CONSTANT 

.38 
-.12 
-.01 
.46 

4.52 

6.57 
•3.40 
-3.34 
•2.38 

.06 

.04 

.004 

. 19 

<.001 
.001 
.001 
.018 

F (ENTER) = 4 
F (REMOVE) =3.9 

STEP ACTION OVERALL F R R~ 

1 
2 
3 
4 

ADD STH 35.92 <.001 
ADD YRH 14.83 <.001 
ADD PEH 7.11 .008 
ADD DEG 5.52 .020 

35.92 
27.76 
21.97 
18.59 

.507 

.592 

.627 

.651 

.257 

.350 

.393 

.424 
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Table 5 

Do You Know Your HIV Status? 

SOURCE DF SS MS 

REGR 

RES ID 

TOTAL 

3 

102 

105 

6.25 

23.37 

29.62 

2 . 0 8 

.23 

F (3, 102) = 9.10 E = <-001 

MULTIPLE CORRELATION = .46 

R-SQUARED = .21 (.19) 

STANDARD ERROR = .48 

VARIABLE COEFFICIENT T S.E. E 

PEH 
RIS 
STR 
CONSTANT 

.004 

.10 
-.07 
1.28 

2.88 
2.93 

-2.09 

.002 

.33 

.04 

.005 

.004 

.037 

F (ENTER) = 4 
F (REMOVE) =3.9 

STEP ACTION F E OVERALL F R R~ 

1 ADD PEH 
2 ADD RIS 
3 ADD STR 

10.49 
7.72 
4.27 

.002 

.006 

.039 

10.49 
9.45 
7.92 

. 303 

.394 

.435 

.092 

.155 

. 189 
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Table 6 

What is Your Sexual Orientation? 

SOURCE DF SS MS 

REGR 

RES ID 

TOTAL 

5 33.24 6.65 

100 68.76 .69 

105 102.00 

F (5, 100) = 9.670 £ = <.001 

MULTIPLE CORRELATION » .57 

R-SQUARED = .326 (.27) 

STANDARD ERROR = .83 

VARIABLE COEFFICIEINT S.E. 

RIS 
INV 
YRH 
STR 
PRE 
CONSTANT 

.14 
-.12 
.12 
.21 
.27 
.53 

2.46 
-3.11 
3.93 
3.20 
2.76 

06 
04 
03 
07 
10 

.015 

.002 
<.001 
.002 
.006 

F (ENTER) = 4 
F (REMOVE) =3.9 

STEP ACTION F E OVERALL F R R~ 

1 ADD RIS 8.93 .003 8.93 .281 .079 
2 ADD INV 6.33 .013 7.86 .364 .154 
3 ADD YRH 5.71 .018 8.38 .422 .178 
4 ADD STR 9.79 .002 8.46 .501 .251 
5 ADD PRE 7.46 .007 8.69 .550 .303 
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Table 7 

HIV and Client Issues 

SOURCE SS DF MS F E 

BLOCKS/SUBJECTS 2767.75 101 

TREATMENTS 1193.29 21 56.82 3.16 

UTILITY 241.72 1 241.72 129.07 < .001 

ISSUES 701.09 10 70.11 37.43 < .001 

UTILITY X ISSUES 250.48 10 25.05 13.38 < .001 

RESIDUAL 3977.05 2121 18.87 

TOTAL 7933.09 2243 



Table 8 

Emotions Experienced Bv 

92 

SOURCE SS DF MS £ E 

BLOCKS/SUBJECTS 1327.26 105 

FRQ 1480.00 1 1480.00 349.88 <. 001 

ERROR 444.14 105 4.23 

EMOTIONS 350.25 6 58.38 34.54 < • 001 

ERROR 1064.75 630 1.69 

FRQ X EMOTIONS 407.91 6 67.99 61.19 < • 001 

ERROR 699.95 630 1.11 

TOTAL 5774.26 1483 

(RESIDUAL) 2208.84 1365 
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Table 9 

How Well Prepared Were You to Handle These Emotions bv 

HIV Clients? 

SOURCE SS DF MS F i 

BLOCKS/SUBJECTS 953.13 105 

EMOTIONS 41.88 6 6.98 6.62 <.001 

ERROR 663.84 630 1.05 

TOTAL 1658.85 741 



Table 10 

Therapy Models Used For All Clients 

94 

SOURCE SS DF MS F E 

BLOCKS/SUBJECTS 971.55 88 

UTILITY 4.40 1 4.40 2.16 .141 

ERROR 179.70 88 2.04 

MODELS 911.00 8 113.88 26.15 <.001 

ERROR 3066.11 704 4.36 

UTILITY X MODELS 47.97 8 6.00 4.46 <•001 

ERROR 946.92 704 1.35 

TOTAL 6127.66 1601 

(RESIDUAL) 4192.74 1496 



Table 11 

Therapy Models Used For HIV+ Clients Only 

95 

SOURCE SS DF MS 

BLOCKS/SUBJECTS 1459, .46 84 

UTILITY 2, .76 1 2, .76 1, .86 .172 

ERROR 124. .52 84 1, .48 

MODELS 1032, .47 8 129. .06 25. .46 <.001 

ERROR 3407, .31 672 5. .07 

UTILITY X MODELS 8. .44 8 1. .06 1. ,76 <•001 

ERROR 403. .78 672 4 ,60 

TOTAL 6438. .73 1529 

(RESIDUAL) 3935. .60 1428 
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