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Psychotherapists have treated HIV-

positive gay men over the past two
decades and, based on this work, have
developed effective treatment goals and
compassionate interventions to help these
clients.1-3 As a result of these efforts,
providers have contributed to the creation
of mental health programs that assist
those infected and people in their support
networks to better manage the emotional
impact of HIV infection. These programs
continue to provide effective and mean-
ingful services, suggesting that mental
health providers have developed a reason-
ably accurate sense of the psychosocial
issues facing HIV-positive gay men.

In recent years, however, there has been
a resurgence of unsafe sexual behaviors,
increasing difficulties with sustaining
adherence to antiviral medication regi-
mens, complex emotional reactions to
issues of disability and returning to work,
a growing generation gap among HIV-
positive gay men, and a decrease in com-
munity support. What is perhaps most
striking about these issues is that many
mental health providers had not anticipat-
ed how significant these concerns would
become in the lives of gay men. It is,
therefore, worth reexamining our under-
standing of the psychosocial needs of HIV-
positive gay men today and how these
changing needs appear in psychotherapy.

The Evolution of Presenting Issues
In a 1984 article discussing the psycho-

logical impact of AIDS on gay men, receiv-
ing an AIDS diagnosis was described as
“catastrophic,” leaving many people to
cope with an “overriding sense of gloom

and helplessness.”4 During this time, many
HIV-infected gay men presented for mental
health services with acute anxiety and
depression, hypochondriasis, brief reactive
psychoses, and suicidal crises.5 Since HIV
disease was poorly understood and no
antiviral treatments were available, many
of these men were left feeling that their
illness was to be endured and that death
was imminent. Mental health practitioners
responded to these presenting issues by
providing information, counseling during
periods of acute distress, and offering
support groups and pharmacotherapy 
as needed.

By the late 1980s, the first antiviral
medications became available and health
care providers became better able to
understand and manage opportunistic
diseases. These advances transformed 
the experience of having HIV for many 
gay men from one of emotional terror and
rapid physical decline to one of learning
to live with a life-threatening illness over
a period of years. It also became clear that
the gay community was confronting a
crisis of unknown duration. Common
presenting concerns expanded to include
anxiety-ridden thoughts about illness and
disability, isolation and loneliness, and a
shrinking social life resulting from dis-
ability. As gay men struggled to integrate
the HIV experience into their lives, it also
became apparent that those with mental
health and substance use histories often
had a more difficult time coping with HIV-
related psychosocial stressors.

Through the early and mid-1990s, many
gay men who had been living with HIV for
10 years or more continued in good health
with few or no symptoms, while others
had varying degrees of disability and
illness. HIV began to be compared to other
chronic illnesses such as diabetes, and as
with other chronic illnesses, adherence to
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medications and behavioral change was an
ongoing challenge. One of the more trou-
bling realizations during this time was
that common sense dissemination of safer
sex information was proving too simplis-
tic an approach to bring about long-term
behavior change.

The introduction in the mid-1990s of
triple combination therapies, including
protease inhibitors, is widely recognized as
the most significant advance in HIV treat-
ment to date. While initial optimism about
combination therapy has since been tem-
pered by the fact that these regimens do
not work for everyone, their use, nonethe-
less, has provided an objective basis for
hope that HIV can be a truly manageable
illness. Many of those who responded well
to these medications became concerned
with issues of returning to work and reviv-
ing aspects of social and sexual lives that
they had once abandoned.

This admittedly simplified historical
overview reveals two points worth under-
scoring. First is the fact that the epidemic
has clearly not been static: through the
evolution of HIV infection, gay men have
repeatedly faced new HIV-related psy-
chosocial problems. A second, not so
obvious point is that the passage of time
has played an important role in under-

standing the epidemic’s impact. HIV
declared itself rather suddenly in the gay
community. As the epidemic took shape,
gay men came to psychotherapy with
concerns reflecting not only the personal
aftershocks of a life-threatening illness
but also a pervasive, multi-layered, com-
munity-based crisis. As stressful as the
early years of the epidemic were, there
was a relative simplicity to them—the
focus was on short-term stabilization and
survival. Over time, however, differences
within the gay community—differences 
of race and culture and differences in
psychosocial and psychiatric history—
became critical to fully understanding 
the repercussions of HIV disease.

A Current Perspective on Presenting Issues
Until HIV can be eliminated, we can

expect the epidemic to continue its psy-
chosocial maturation and to see evidence of
this change in the issues HIV-positive men
bring to therapy. A review of psychotherapy
services provided by the UCSF AIDS Health
Project (AHP) offers some insight into the
continuing evolution of these issues.

In 1998, AHP provided psychotherapy to
approximately 200 HIV-positive gay men,
most between ages 30 and 50. A chart
review of a sample of 60 of these clients
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New technologies for HIV
treatment and methods of testing
have brought important changes
to the way HIV is managed.
Treatment advances, in particu-
lar, have raised new issues such
as medication adherence, treat-
ment failure, and tough decisions
about returning to work. 

But, according to this month’s
issue of FOCUS, these concerns
often aren’t the predominate
ones of clients seeking
psychotherapy. In many
respects, clients enter
psychotherapy with similar
presenting issues that have been
raised throughout the epidemic:
concerns about depression,
relationship conflicts, and sub-
stance use. While relying on an
admittedly small sample of
psychotherapists working with

HIV-infected gay men, Domenic
Ali writes about experiences that
are useful for providers and
program planners. 

Beyond reporting on similari-
ties across time, Mr. Ali also looks
at the ways in which the epidemic
has experienced a psychosocial
evolution and maturation. In part,
this has meant that in some cases,
HIV-related issues play a less
noticeable role in therapy now
compared to several years ago.
Many clients today are concerned
with broader life issues that are
not unique to HIV infection or
other life-threatening illnesses,
for instance, a general lack of
meaningful relationships in life,
mid-life transition issues, and
sexual dysfunction.

In another article, Susan
Thompson considers the ways in

which advances in testing tech-
nology, specifically the develop-
ment of the detuned ELISA, a test
that can tell if a person’s HIV
infection occurred in the past six
months, have brought changes.
While some providers have hoped
that detuned assay technology
would enhance the notification 
of partners, given that the short-
ened time period makes it more
possible for clients to identify
those with whom they’ve been
sexual, this fact alone may not be
sufficient and, as with the case of
changing risk behaviors, psycho-
logical readiness is important to
bring about an action.

For providers, these articles
suggest that changes in the HIV
epidemic may not necessarily
change an individual’s response
to being infected in the way
providers might expect, and 
we cannot rely on assumptions
about current "hot issues" to
determine what an individual’s
concerns may be.

Editorial: Integrated Care
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reveals the most common presenting con-
cerns (in order of frequency): recent diag-
nosis (29 percent), depression (29 percent),
relationship conflicts (14 percent), alcohol
and other drug use (16 percent), declining
health (14 percent), improving health and
returning to work (10 percent), medication
compliance (10 percent), grief and loss (10
percent), lack of social support (5 percent),
and safer sex (5 percent).

With the exception of medication com-
pliance, improving health, and returning to
work—all of which are largely a
consequence of
combination treat-
ment—these con-
cerns seem to be
the same as those
seropositive gay
men have presented
since almost the
beginning of the
epidemic. The
immutability of
these presenting
issues across time,
however, is less
stable than first
appears. In a focus
group with 10 AIDS
Health Project
psychotherapists—
some of whom have
been working with
HIV-infected gay
men for more than
a decade—nearly all
noted that HIV-
related issues play a less noticeable role in
therapy now than they did several years
ago. According to these psychotherapists,
more clients today are concerned with a
general lack of meaningful relationships in
their lives, mid-life transition issues, sexual
dysfunction, and adjusting to living on
disability income than the immediate and
direct consequences of being HIV-positive.

AHP psychotherapists as well as some
other San Francisco-based practitioners
have also observed the emergence of a
generation gap related to psychosocial
concerns within the HIV-infected gay
community. Younger HIV-infected gay
men seeking therapy tend to feel more
comfortable than older gay men with
their gay identities. Younger gay men
with HIV also tend to have more hopeful
attitudes regarding the manageability of
HIV disease. At times, this hopeful atti-
tude can become distorted into a denial
about the severity of HIV disease. By
comparison, older gay men tend to have

greater feelings of alienation, and a long
history of HIV-related grief and loss that
has not marked the experiences of men
only a few years younger. In addition,
many older HIV-infected gay men who
had not anticipated living so long are
also confronting issues of “generativi-
ty”— the need to establish and guide the
next generation within one’s community.6

Silent Issues
Issues of treatment adherence and return-

ing to unsafe sex, two issues that receive
substantial attention
in the media and in
research literature,
are notable for their
absence from the list
of common present-
ing concerns.
Literature suggests
that many HIV-posi-
tive gay men are
having difficulty
sustaining adherence
to antiviral
regimens.7 People
miss doses for a
variety of reasons—
forgetting, sleeping
through a dose, being
away from home, or
being busy. One
client poignantly
admitted to being
tired of “the burden
of perfection”
required by antiviral

treatment and noted this is a more common
feeling among his friends than they often
like to admit. Many clients, particularly
those who are informed about the impor-
tance of adherence, may feel ashamed about
raising this issue in psychotherapy because
they “know it is wrong” to not take medica-
tions on schedule.

Similarly, concern about unsafe sex is a
surprisingly uncommon current present-
ing issue for gay men seeking psychother-
apy. A study conducted by the Centers for
Disease Control and Prevention found that
unprotected anal intercourse among gay
men in San Francisco increased nearly 30
percent from 1994 to 1997. One journalist
identified silence as a frequent compo-
nent of unsafe sexual behaviors. In a news
article, the journalist stated, “Call it burn
out, denial, or false hopes, but many gay
men are tired of AIDS taking center stage
in their lives. They don’t want to hear any
more about HIV prevention.”8 This silence
may have carried over to psychotherapy,
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where the infrequent appearance of safer
sex concerns by clients appears inconsis-
tent with behavioral trends.*

Implications for Psychotherapy
The current presenting concerns of

HIV-positive gay men bring attention to
three broad issues. First, the psychoso-
cial impact of having HIV is, for many
gay men, less well-defined than it once
was. While it is possible that HIV is less
relevant in the lives of gay men now than
it was in the past, it is more likely that
HIV has grown more subtle and pervasive
in its effects and, hence, more difficult to
fully articulate. Psychotherapists need to
listen with extra care to these clients,
particularly those who have been diag-
nosed for many years, to understand how
the impact of HIV is affecting their lives.
With this in mind, it is often helpful to
encourage gay clients to explore what
HIV status means to them in the context
of the history of the epidemic and in
terms of their participation (or lack
thereof) in the gay community. 

Second, adult development is becoming
increasingly relevant in the context of HIV-
related therapeutic issues. In retrospect,
this seems obvious; as both the epidemic
and the gay community undergo an
inevitable maturation from their early years,
gay men with HIV disease will most certain-
ly face a different set of issues.
Psychotherapists should consider how a gay
client’s HIV status has influenced his adult
development and, conversely, how the
client’s maturational stage is affecting how
he perceives the meaning of HIV in his life.

Third, there appears to be a long-term
emotional exhaustion for many HIV-infect-
ed gay men as well as for the community
as a whole. This exhaustion may make it

difficult for many to fully acknowledge
the continuing presence of HIV in their
lives. This may, in part, help HIV mental
health providers  better understand the
daily struggle of many people to sustain
health-promoting behaviors such as safer
sex and medication adherence. Psycho-
therapists should explicitly discuss medi-
cation adherence and safer sex issues with
gay clients and work towards normalizing
the difficulties clients may have sustain-
ing these behaviors. While therapists
should not use these situations as oppor-
tunities to infuse the therapy with their
own personal or political agenda, it is
critical that they assist clients in openly
and honestly discussing some of the most
emotionally charged issues HIV-positive
gay men face today.

Conclusion 
Recent years have seen the emergence

of what some describe as the “AIDS is
over” dilemma—the perception some
people have that HIV is on the decline.
While the HIV-related death rate in the
United States has decreased, the incidence
rate remains constant at about 40,000 new
infections per year. The psychosocial
impact of the epidemic will likely contin-
ue to evolve in subtle and pervasive ways.
If the survey of presenting issues dis-
cussed here is an indication of where to
focus psychotherapeutic efforts, it sug-
gests that mental health clinicians should
work to better understand how HIV is
affecting adult gay development, learn to
more effectively help HIV-infected gay
men explore the issues of sustained safer
sex practices and medication adherence,
and listen more attentively to the hard-to-
express emotions of what it means to be
HIV-positive 20 years into the epidemic.
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New HIV antibody testing technology—
the “detuned assay”—has enabled HIV coun-
selors to identify clients who were probably
infected within six months of testing, distin-
guishing “recent seroconverters” from peo-
ple who have been infected for longer than
six months. The UCSF AIDS Health Project’s
HIV Counseling and Testing Program is one
of a small number of sites that is piloting
the detuned assay. The project’s brief expe-
rience with the assay offers some insight
into the limitations of the test and the range
of concerns for people who have recently
seroconverted. This article reviews this
experience and suggests that recent sero-
converters in San Francisco share similar
concerns with people who have been infect-
ed longer than six months.

Between September 1998 and May 1999,
107 clients tested HIV-positive at the
project’s HIV Counseling and Testing
program (HCAT).1 Of the 89 seropositive
clients who received results of the
detuned assay, 88 were male, and 24 had
probable infection within the last six
months. Twenty of the 24 recent serocon-
verters were gay men, two were bisexual
men, one was a heterosexual man, and
one was a man of unknown sexual orienta-
tion. In reviewing the detuned pilot expe-
rience, it is important to keep three
factors in mind. First, many HCAT clients
test regularly, so they may already know if
an infection is recent: of the 24 recent
seroconverters, more than half had tested
within the last year.3 Second, AIDS educa-
tion about the “window period” of infec-
tion has discouraged people from testing
within six months of a possible exposure.

Third, the detuned assay sets up an arbi-
trary distinction: six months is “recent,”
seven months becomes “long-standing.”

All clients who test seropositive through
HCAT are referred immediately to linkage
counselors who  facilitate a process where-
by clients can begin to move from the
visceral experience of testing HIV-posi-
tive—an experience of emotional crisis—
to a more active and practical state of
decision making. This is a critical period
for clients as they make choices, conscious-
ly or not, about disclosing their serostatus,
potentially infecting others, and pursuing
medical or mental health treatment. 

Partner Notification
When the detuned assay detects a recent

infection in a client who was otherwise
unaware of this possibility, it is the emo-
tional functioning of the client that deter-
mines whether that client notifies past
partners. Emotionally high-functioning
clients can often move from a position of
concern for themselves to concern for oth-
ers, even when they are overwhelmed by the
devastating confirmation of HIV infection.
So, as in many other areas, knowledge of
recent infection is not enough; there must
also be a psychological readiness.

Two examples demonstrate the range of
outcomes. One client with a recent infection
informed his new partner whose own
detuned assay indicated a long-standing
infection. In this case, the detuned assay
helped locate the source of infection—rather
than people to whom it might have spread.1

Another client, emotionally lower-function-
ing and in early recovery, had a long-stand-
ing infection. He was angry and bereft
because “no one had ever taken care” of
him. Rather than notify partners, he
expressed a desire to “go out and infect
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people.” His linkage counselor validated his
sadness and anger, and contracted with the
client not to “infect” anyone until their next
appointment several days later. At the sec-
ond appointment, the client was no longer
so emotionally reactive, and the linkage
counselor was able to both normalize and
contain the client’s angry feelings.

Early Treatment
One of the projected

benefits of the detuned
assay was that it might
increase the likelihood 
of clients pursuing early
treatment for HIV. One
linkage counselor con-
firmed that some HIV-
positive clients—whether
recent or long-standing
seroconverters—test
both because they
assume they are seropos-
itive and because they
are at the “ready for
action” stage of behavior
change; being ready for
action in this context
may include the pursuit
of medical treatment.

However, the coun-
selor added that many
clients are not making
treatment decisions
based on their detuned

assay results. He pointed out that psycho-
logically integrating an HIV-positive result
is a process, and initially clients deal with
emotional rather than practical concerns.
Another linkage counselor described a
client with a recent infection, who felt he
had plenty of time to educate himself
about treatments. In this case, the confir-
mation of a recent infection led to
reduced pressure or urgency for immedi-
ate medical treatment. 

Clients who have not already decided 
to pursue medical treatment face a com-
plicated decision-making process and a
range of medical opinion on the impor-
tance of early treatment. It is important to
note that the detuned assay was not avail-
able until the brightest hopes for combi-
nation therapies had begun to fade. As
with partner notification, a client’s pursuit
of early treatment appears to be less
about the knowledge of recent infection,
and more about the degree to which he or
she emotionally integrates the reality of
being HIV-positive, the belief that medical
treatment is valuable and available, and a
readiness for action.

Seroconversion and Emotional Crisis
Throughout the epidemic, HIV diagnosis

has remained a complex psychological,
social, and medical challenge for clients.
In a culture that values individualism,
strength, and control, and distrusts sensu-
ality and sexuality, it can be profoundly
upsetting to test seropositive for a sexual-
ly transmitted and life-threatening dis-
ease. It is a vertiginous moment when the
ground falls away for the client. One coun-
selor described clients moving into an
unconscious space where the deep fears
they express are part catastrophic expecta-
tion, part existential truth. This complexity
is reflected in statements such as: “My life
is over.” “I will never be in a relationship.”
“This is going to kill my mother.” “I just
want to know how much time I have.”

The expressions of fear, loss, shame, and
identity confusion are the same expressions
antibody test counselors have heard
throughout the epidemic, as gay men wres-
tle with mortality, vulnerability, meaning,
and worth. In 1999, when a linkage coun-
selor asks a client about his or her primary
concern, there is a good chance the client
might respond: “Telling my family.” The
emotional and existential crisis of HIV diag-
nosis pulls such clients toward primitive
concerns of connection and separateness.

Conclusion
Anecdotally, it appears that the detuned

assay and early treatment have less bearing
than might be expected on the immediate
experience of gay men who test HIV-posi-
tive; this experience is still characterized 
by emotional crisis. However, when clients
begin to integrate the fact of HIV infection,
confirmation of early infection—if not 
otherwise known—and the availability 
of treatment are significant developments 
in the current HIV testing landscape.
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Psychiatric Treatment and HIV
Lyketsos CG, Fishman M, Hutton H, et al. The
effectiveness of psychiatric treatment for HIV-
infected patients. Psychosomatics. 1997; 38(5):
423-432. (The Johns Hopkins University.)

In a study assessing the effectiveness 
of psychiatric treatment for HIV-infected
clients, 49 percent of participants showed
an improvement in mental health as a
result of individualized treatment. The
study also found that poorer treatment
outcomes were associated with injection
drug use and other
substance use disor-
ders, history of
psychiatric inpatient
admissions, and
poor compliance
with treatment. Soc-
iodemographic
variables, however,
had no impact on
treatment results. 

The study consist-
ed of 126 partici-
pants who were
referred for psychi-
atric evaluation to
the outpatient HIV
clinic at the Johns
Hopkins Hospital.
Seventy percent of
subjects were male,
65 percent were
African American or
Hispanic, 60 percent were heterosexual, and
14 percent were employed. In addition, 53
percent had current substance use disor-
ders, and 49 percent reported prior psychi-
atric treatment.

Each participant completed an 
individualized treatment plan that 
targeted his or her specific mental 
disorders and lasted an average of 15
months. Subjects also attended follow-up
meetings roughly every other week for 
an average of 14 months after treatment.
Clinicians assessed substance use and 
risk behavior as well as missed visits 
and failure to comply with prescribed
medication regimens.

Based on a scale assessing symptom
relief, functioning, and change in HIV-risk
behaviors, study researchers rated 30
percent of participants as being “better”
after treatment, 19 percent were rated
“almost well,” and 51 percent were rated
as showing “no change” or being “worse.”

The study also assessed compliance with
treatment by looking at the number of
meetings a subject missed and the sub-
ject’s estimated adherence to prescribed
medication. In the assessment of compli-
ance, 28 percent of participants were
rated “good,” 24 percent “fair,” and 48
percent “poor.” Of those whose compli-
ance was good, 95 percent showed at 
least small improvement, while 85 
percent of poorly compliant subjects were
rated as showing “no change” or becoming
“worse.” In addition, patients who were
considered to have poor compliance
achieved complete abstinence from 

substance use only 
32 percent of the 
time, while “good” 
compliers achieved
complete abstinence 
68 percent of the time. 

HIV-Related Stress 
Farber EW, Schwartz JA.
Changing conceptions of 
self and world through the
spectrum of HIV disease:
Implications for psychothera-
py. Journal of Psychotherapy
Practice and Research. 1997;
6(1): 36-44. (Emory
University.) 

According to a review
of literature, the use of
two complementary
psychotherapy models
that focus on stress
response is effective for
treating people living

with HIV. The Horowitz model outlines
five phases of stress responses common
among clients who face events that threat-
en their core personal beliefs. The Janoff-
Bulman “assumptive world” model
organizes these core beliefs into three
categories. Together with an assessment
of the severity of stress response that
acknowledges the continuum of emotional
reactions to HIV-related events, these
models can help in developing interven-
tion strategies for HIV-infected clients
who have difficulty coping with stress.

According to the Horowitz model, HIV-
related stress often leads to a progression
of psychological responses ranging in
severity from normative to those that
warrant clinical diagnosis. This continuum
of stress responses often begins with a
powerful emotional response, in which
the client may experience a combination
of shock, fear, agitation, and sadness.
Clients typically alternate between deny-

According to one
model, HIV-related

stress often leads to a
progression of psy-

chological responses
ranging in severity
from normative to
those that warrant
clinical diagnosis. 
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ing the stressful event and feeling over-
whelmed by it. To help clients achieve
psychological equilibrium during these
alternating phases, therapists can selec-
tively combine techniques that facilitate
direct confrontation with the stressful
event with techniques that buffer its psy-
chological impact. For example, an inter-
vention for a client who denies the
necessity of HIV-related medical care may
include encouraging the client to assume
more active involvement with his or her
health care while considering the degree
to which denial may serve as an adaptive
psychological buffer.

In the Janoff-Bulman model, much of the
psychological distress arises from discrep-
ancies between the facts of HIV-related
events and three categories of preexisting,
core personal beliefs. Severely stressful
events can challenge a category of core
beliefs associated with the benevolence of
the world, including perceptions of safety,
goodness, and security. Manifestations of
such concerns include heightened feelings
of anxiety, vulnerability, anger, and sad-
ness. Another category of core beliefs
includes assumptions about the justice
and meaning of negative life events. For
example, HIV-infected clients may ask
“Why me?” or may feel unable to control
their own destiny. The third category
relates to self-esteem, such as when peo-
ple perceive themselves to be tarnished,
damaged, or defective as a result of HIV-
related physical deterioration.

Depression Treatment for People with HIV
Markowitz JC, Kocsis JH, Fishman B, et al.
Treatment of depressive symptoms in human
immunodeficiency virus-positive patients. Archives
of General Psychiatry. 1998; 55(5): 452-457.
(Cornell University.) 

A comparative study of four psychiatric
treatments found interpersonal
psychotherapy to be an effective alterna-
tive to pharmacotherapy in alleviating
depression among HIV-infected partici-
pants. The study sample consisted of 101
subjects recruited through advertising
and referrals. Eighty-five percent of sub-
jects were male, 80 percent were gay or
bisexual, and 58 percent were White. The
mean age of the sample was 37 years old.
All participants needed to have known
their serostatus for at least six months,
exhibit clinically significant signs of
depression, and appear sufficiently
healthy to attend outpatient treatment.

Subjects were randomly assigned to
receive one of four treatment interven-
tions within a 17-week period.

Interpersonal psychotherapy sessions
focused on the ways mood changes relate
to events and changes in a subject’s life
while pragmatically encouraging subjects
to develop strategies to address problem
areas, find new life goals, and make
adjustments to help achieve these 
goals. Cognitive behavioral therapy
helped participants to identify irrational,
negative thoughts associated with 
depression and to challenge the validity
of these thoughts.

The supportive psychotherapy inter-
vention, which served as a control group,
included client-centered therapy and
education about depression and HIV. The
fourth group combined the antidepres-
sant medication imipramine with support-
ive psychotherapy. There were no
significant differences in demographics
or severity of depression among treat-
ment groups.

Analyzed by a variety of methods to
determine outcomes, researchers found
that subjects receiving interpersonal
psychotherapy had greater improvement
with depression than those receiving
imipramine, those receiving cognitive
behavioral therapy, or those receiving
supportive psychotherapy.

Next Month
In the age of triple combination

drug therapies, researchers, service
providers, and activists must often
remind people that the AIDS epidemic
is not over. In October’s annual con-
ference issue of FOCUS, Pamela
DeCarlo and Olga Grinstead, PhD,
MPH, of the UCSF Center for AIDS
Prevention Studies (CAPS), discuss the
impact of HIV treatment advances as
presented at the 4th International
Conference on the Biopsychosocial
Aspects of HIV Infection (also known
as the AIDS Impact Conference), in
Ottawa, Canada. 

One of the emphases of the AIDS
Impact Conference is the connection
between medical research and its psy-
chosocial implications. In the second
article of the October issue, Pamela
DeCarlo and Ellen Goldstein, MA,
also of CAPS, write about an AIDS
Impact Conference satellite meeting
in Ottawa that sought to strengthen
and promote HIV-related community
based research.
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DID YOU KNOW?
FREE searchable archive

You can access a FREE searchable archive of  
back issues of this publication online! Visit  
http://www.ucsf-ahp.org/HTML2/archivesearch.html.

You can also receive this and other AHP journals  
FREE, at the moment of publication, by becoming  
an e-subscriber. Visit http://ucsf-ahp.org/epubs_
registration.php for more information and to register!

ABOUT UCSF AIDS HeAlTH PrOjeCT PUBlICATIOnS

The AIDS Health Project produces periodicals and books 
that blend research and practice to help front-line mental 

health and health care providers deliver the highest quality 
HIV-related counseling and mental health care. For more 

information about this program, visit http://ucsf-ahp.org/
HTML2/services_providers_publications.html.
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