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A letter I opened eight years ago pro-

foundly changed my life, transforming me
from professional journalist—an interview-
er—into media interviewee, from private
person to public activist. The letter, from a
health insurance company to which I had
applied for new medical coverage,
announced that I had been rejected because
of a “significant blood abnormality” revealed
in the routine test required by the company.
The “abnormality” turned out to be HIV. 

Today I am a 64-year-old advocate for the
cause of older people who are HIV-infected,
people who have been largely overlooked
by AIDS policy makers and researchers,
health care and social service providers,
community leaders, and educators. Isolated
and ignored, this senior population faces 
a double stigma: ageism and infection with
a disease that is transmitted sexually or
through injection drug use.

Adults age 50 and older account for
about 11 percent of AIDS cases in the
United States, and those numbers are
expected to increase as people of all ages
survive longer due to combination drug
therapy and other treatment advances.
Significantly, many more mid-life and
older people who are HIV-infected but who
have not developed AIDS-defining illness-
es are not included in available statistics.
Between 1991 and 1996, AIDS cases
among people age 50 and over increased
by 22 percent compared to an increase of
9 percent among people between the ages
of 13 and 49. In addition, while gay and
bisexual men remained the largest risk
group with AIDS among people age 50 
and over, AIDS cases in older women 
that resulted from heterosexual contact
more than doubled during this period.1

Adjusting to Life with HIV
After my HIV diagnosis in 1991, my

family and the few friends I told were as
shocked as I was because I didn’t fit an
AIDS stereotype: I was not a gay man, I
had never been an injection drug user, 
nor had I ever had a blood transfusion. 
I was, at the time of my diagnosis, a 55-
year-old career woman.

I had lived a conventional, traditional
life. I had been a virgin on my wedding
night in early 1959, and I remained
monogamous during 23 years of marriage.
But, in the early 1980s, I was divorced
and, for the first time in a quarter century,
I was dating again. I didn’t consider
myself to be promiscuous. I didn’t fre-
quent singles bars. I went out with men
my age, men I had known socially for
some years and who, like me, had been
married and were divorced.

In those days, I knew little about HIV, only
that a mysterious, fatal ailment was affect-
ing the gay community. It didn’t occur to me
that I would put myself at risk by engaging
in unprotected sex with an attractive, intelli-
gent, amusing man of many interests, who
had been a close friend my entire adult life.
But at the end of 1985, at age 50, I became
infected with HIV.

Following my diagnosis in 1991, I with-
drew. I did not have the courage to put
myself in situations that might be painful—
in which I might experience discrimination,
rejection, or prejudice. I lived as a semi-
recluse, spending time mostly with family
and friends, who were supportive, compas-
sionate, and non-judgmental. Four years
passed. I took antiviral drugs, and I was
blessed: I stayed well and free of oppor-
tunistic infections. Yet, I remained shamed
and humiliated, still hiding my infection
from all but my confidants. 

During this time, I researched HIV and
AIDS and read all I could find on the sub-
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ject, intent on learning how the disease
manifests in senior adults. I found little
information, but I kept in mind what my
physician, an HIV specialist, had warned
me about during our original consultation:
she expected that I might schedule an
appointment sometime in the future,
terrified that some symptom was evidence
of HIV progression when, in fact, it was
just a sign of aging. For example, is my
dry, thin, itchy skin the result of the virus
or of my years, especially my years in the
sun? Is my hair thinning because of HIV
medication or because of my age? I was
also desperate to network with other
people in my age group who were infect-
ed, women in particular, but I could find
no one with whom to share. Support
groups, often a mainstay of younger HIV-
infected adults, are not a tradition with
seniors of either gender, who tend to be
shy and uncomfortable in such settings. 

A recent study from the Medical College
of Wisconsin confirms my own experience.
During in-depth focus groups with 53
women and men 47 years of age or older,

participants reported elevated perceptions
of loneliness and isolation, denial of their
illness, difficulty in accessing medical and
mental health care, and illness-related
physical discomfort. The study also found
that major issues for HIV-infected women
included fear of the ways their illness or
possible death may affect their children,
dependence on religion or spirituality, and
lack of coping mechanisms, particularly
among those who abused substances in
the past. For infected older men, major
issues included negative side effects of
medications, difficulties in adhering to
rigorous treatment regimens, and fear of
disclosing their HIV status to partners.2

Coming Out as an Older Person with HIV
Discovering that my physician was

treating another four HIV-infected women
who are older, I asked her to give my name
and telephone number to each, hoping one
or more would contact me. Since then,
however, I’ve heard nothing, which may
confirm how difficult it is for elderly peo-
ple with HIV to disclose their infections to
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Last week I heard about an
article that defined “senior 
citizens” as anyone over 45
years old. Clearly, old age is 
not what it used to be. But, I’ve
always thought that age was
more about perception (and
perspective) than reality, and
this definition seems to confirm
my conclusion. 

This incident reminded me
that age has become a demo-
graphic ping-pong ball in the
world of HIV. If you trust sur-
veys of knowledge, attitudes and
behaviors about AIDS, then you
know that young people believe
HIV is a disease of the old, and
old people believe it is a condi-
tion of youth. Based on such
perceptions, no one should be
HIV-infected.

A Personal Revelation
But, despite notions to the

contrary, people continue to
have sex well into old age—a
fact lost on most of us. And

while age may not be associated
with the risk-taking of youth,
older people do take risks
involving sexual and drug-using
behaviors. As Jane Pecinovsky
Fowler points out in this issue of
FOCUS, 11 percent of AIDS cases
are among people past the age
of 50.

Fowler’s own story of learning
she was infected at age 52 and
living as a person with HIV at age
64 is a poignant reminder to
people working with HIV that
they will be seeing older clients
and that these clients will face
psychosocial challenges that will
differ from those of younger
clients. In their article, Sari
Kasper and Thomas Cavalieri add
to this understanding by describ-
ing how the medical manifesta-
tion of HIV disease may be
different for people over 50.

These distinctions are signifi-
cant, and working with older
people with HIV will require
shedding assumptions and

understanding some of the
forces at work as people age.
But, these differences may also
be amplified by perceptions
among both people with HIV and
providers who work with them.
So, it is important to also recog-
nize the similarities among all
people: people have sex, use
drugs, contract HIV, and respond
with fear, disbelief, anger, resig-
nation and a host of other indi-
vidualized responses. 

People with HIV Getting Older
As the epidemic continues and

the population ages, there may
be an increase in the number of
older people with HIV. With the
success of new treatments,
many with HIV who were young
when they were infected are
heading into middle age (even
“old age” if you judge according
to some definitions). Caring for
“senior citizens” may, in fact,
become increasingly common
among AIDS service providers
and preparing for this group’s
needs should be on the minds 
of health and mental health
providers alike.

Editorial: The Age of Reason
Robert Marks, Editor
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friends and even family and their reticence
to reach out for support. To disclose is, 
in effect, an admission of having engaged
in sex or drug use, practices that are not
normally associated with people who are
aging. For this reason, seniors as a group
remain far less visible than other HIV-
infected groups, fearing rejection by 
family, friends, or society in general.

Finally, in 1995, after four years of being
secretive about my HIV status, I had a
change of heart. Why not liberate myself 
by publicly revealing my predicament and,
perhaps, in this
manner, meet some
others living with
the virus and—
even more impor-
tantly—reach the
non-infected popu-
lation with a pre-
vention message?
Encouraged by my
only child, my son
Stephen, and my
friends, I decided
to stand up and
say, “Look at this
face, this old wrin-
kled face. This is
another face of HIV.
It’s not who you
are. It’s what you
do and don’t do,
regarding transmis-
sion of the virus.”

My first action
was to affiliate with Good Samaritan
Project, an AIDS service organization 
in Kansas City. Then, I helped found and
became co-chairperson of the National
Association on HIV Over Fifty (NAHOF), 
an organization that promotes a full range
of educational, prevention, service, and
health care programs for people over the
age of 50 who are infected with or affect-
ed by HIV disease.

It was the NAHOF co-chairperson,
Nathan Linsk, PhD, professor of social
work at the University of Illinois–Chicago,
who told me that older people infected
with HIV often think about death earlier
than do those who are uninfected. In
general, he said, as people advance in
years, they find various ways to make
peace with the idea of dying, particularly
if they have lived full lives. With HIV,
however, the presumption is that the life
course will be interrupted prematurely,
that the disease will abbreviate the period
between a person’s age at diagnosis and
when he or she believes life should end.

Preventing HIV among Older People
During these years of activism, my

NAHOF colleagues and I have learned that
behaviors of the aging population can put
them at the same risk for HIV infection 
as teenagers and young adults because,
despite myths and stereotypes, many
seniors are sexually active and some are
drug users. According to a 1998 survey
conducted by the National Council on 
the Aging, nearly half of 1,300 men and
women over the age of 60 responded that
they have sex at least once a month, and

39 percent indicated they
would like to engage in
sex more often.3

But, too often our elders
do not understand HIV
prevention. They do not
realize that they should
not engage in unprotected
sex unless they are in
mutually monogamous
relationships.

I have heard the com-
ment, “Until we can talk
about the ‘cause’ [how
HIV is transmitted], we
can’t talk about the dis-
ease.” Therefore, we must
acknowledge that seniors
remain sexual beings. I
often hear from audience
members after I give a
speech, especially from
students who have
assignments to write

thank-you notes and tell me what they
had learned from my presentation. My
favorite comment came from a 12-year-old
girl who wrote, “Dear Jane Fowler. Well, 
I sure never knew anybody over 50 had
sex.” That comment is three years old
now, but it is as telling today as it was
then. It is an idea widely embraced, not
only by pre-teens and teenagers, but 
also by young adults, who cringe at the
thought of their parents and grandparents
“doing it.”

We know that health care and service
providers often are reluctant to discuss or
question matters of sexuality or drug use
with their aging patients and do not nor-
mally check for sexually transmitted dis-
eases (STDs). I am reminded of a time,
about 1989, during my annual physical
examination, when I asked my family
practitioner if I should take an HIV test. 
I had begun to hear that the virus was
moving into the heterosexual community,
and, after all, I had enjoyed some intimate
relationships after my divorce. Her
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answer: “Oh, not you, Jane Fowler. 
You don’t need the test for AIDS.”

Recently, a meeting planner told me
about an exchange she had with a group
of physicians at a major university teach-
ing hospital, who were scheduling an
older women’s health conference. When
my friend proposed a
session on HIV preven-
tion, she was literally
laughed at. “These
women don’t need a
program like that,” the
doctors scoffed, and
she could not per-
suade them otherwise.

Because many HIV
symptoms are similar
to those associated
with aging—including
a weakened immune
system, fatigue,
weight loss, swollen
lymph nodes, vision
problems, depression,
and memory loss—the
infected older person often is misdiag-
nosed or not diagnosed until an AIDS-
defining opportunistic infection has
developed. As a result, the elderly often
die sooner from AIDS complications than
younger people do.

Conclusion
Try as one might to age with good

humor and grace, it’s not always easy to
accept the limitations of decreased physi-
cal and mental capabilities—the loss of
muscle strength, the lack of energy, and,
most discouraging, the forgetfulness.
Couple these frustrations with the variety

of feelings experienced by any HIV-infect-
ed person, and it is simple to conclude
that seniors, especially those with self-
image issues, may endure more emotional
and physical stresses than do others 
living with the disease. 

In a society that does not respect or
value the aging 
population, older HIV-
infected people may
confront social and
professional bias
regarding allocation 
of health care services
and resources avail-
able to the AIDS com-
munity (“The elderly
have lived their lives,
why waste money on
them?”). The prevail-
ing American attitude
about age was rein-
forced for me by a
smug teenage girl 
who commented, at
the conclusion of a

school presentation, “Look, we all know
we’re going to die someday. You’re old. 
So, what’s the big deal?”

The “big deal,” I answered, is that any
elder, even one who is HIV-infected, still
has a life, and I want and hope that my
life will continue for many years. I do not
seek sympathy or pity. I made a mistake
when I did not know the necessity of
having protected sex, and I live with HIV
as others live with cancer, congestive
heart failure, or any potentially terminal
disease. I do ask, however, that the exis-
tence of HIV in older adults be recognized
and addressed.
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Although HIV disease affects young and
middle-aged adults in the greatest num-
bers, its impact on older adults is signifi-
cant. The age of diagnosis for 11 percent
of AIDS cases is 50 years or older, and the
age of diagnosis for nearly 3 percent of
AIDS cases is 60 years or older.1 At the
same time, the literature suggests that
because of the common perception 
that HIV is not a risk for older people 
and because many HIV-related symptoms
mimic the effects of aging, health care
providers are slow to diagnose HIV 
disease in older people and fail to 
question their older patients about 
HIV-related risk behaviors.

Until the advent of safe screening mea-
sures in 1985, the majority of older peo-
ple with HIV became infected through
blood transfusions. Today, men who have
acquired HIV through homosexual activity
account for 36 percent of the people with
AIDS who are over 50 years old. Between
1991 and 1996, however, the number of
older men who became infected with HIV
through heterosexual contact nearly dou-
bled while the rate of homosexual trans-
mission in this population did not change
significantly, and heterosexual transmis-
sion among women over 50 years old
increased by 106 percent. In addition, 
43 percent of all new AIDS cases in 
people older than 50 occur among 
African Americans.2

Biological changes related to aging and
a general decreased immune function may
increase older people’s susceptibility to
HIV infection. In women, estrogen defi-
ciencies related to menopause can result
in decreased vaginal lubrication and 
thinning of the vaginal mucosa that can
enhance HIV transmission during sex.
This risk is compounded by the fact that
adults over the age of 50 years are, by
some estimates, one-sixth as likely to 
use condoms as people in their twenties.3

This may result from their lack of concern
about pregnancy, their decreased open-
ness about sexuality, and the lack of safer
sex messages targeting this age group.

Overlooking HIV in Older People
Misdiagnosis is common among HIV-

infected older people because symptoms
of HIV are often similar to other medical
conditions related to aging. Early HIV
infection may manifest as weight loss,
fatigue, and decreased cognitive or physi-
cal abilities,4 which may be mistaken for
depression, dementia, or thyroid or
metabolic problems. In many cases, symp-
toms of HIV infection in the elderly may
resemble unremarkable conditions such
as upper respiratory illness or general
itchiness, known as “pruritis.”5

Pneumocystis carinii pneumonia (PCP), 
a common opportunistic infection, has
often been misdiagnosed as congestive
heart failure or lung diseases in HIV-
infected older people.4

The most significant and perhaps 
confusing diagnostic challenge in HIV-
infected elderly involves neurological
symptoms. HIV-related cognitive impair-
ment (subacute encephalitis)—caused by
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direct HIV infection of the brain—is 
often the initial presentation of disease in
older patients, and it may be mistaken for
Alzheimer’s-like dementia (ALD).5 Because
of the variety of possible symptoms and
the lack of definitive laboratory tests, HIV-
related cognitive impairment is diagnosed
by excluding other potential causes of 
the symptoms. HIV-related opportunistic
infections such as cryptococcal meningitis
or toxoplasmosis may also cause cognitive
impairment and should be considered as
part of this differential diagnosis, but
they usually occur later in the course 
of HIV disease.

HIV-related cognitive impairment 
presents with behavioral changes, such 
as decreased attention span, apathy, 
and social withdrawal, and with motor
symptoms, which may include balance
problems (ataxia), leg tremors, peripheral
neuropathies, electric-like pain or numb-
ing of the extremities (parasthesias), 
and bladder and bowel incontinence.5

Significantly, these neurological signs are
absent in ALD. Also unlike ALD, HIV-relat-
ed cognitive impairment often improves
with antiviral therapy and increased viro-
logical control.6 ALD is also characterized
by an aphasia, or language disorder, which
is conspicuously absent in HIV-related
cognitive impairment.

To increase the likelihood of diagnosing
HIV disease at an early stage, it is impor-
tant to determine if older patients have
engaged in risk behaviors and to encour-
age HIV testing in appropriate patients.
This is especially true if the patient
exhibits symptoms of cognitive impair-
ment. Other indicators for HIV testing
include: a history of blood transfusion;
respiratory distress with signs of PCP;
thrombocytopenia—or low platelet count;
and a history of sexually transmitted
diseases (STDs).5 In one study, 11 out of
32 older people with HIV had a history of
STDs, and 19 out of 21 had been exposed
to hepatitis B.7

Prognosis and Treatment
Older adults generally have a shorter

than average interval between HIV infec-
tion and progression to AIDS and death.*
At a given viral load, younger people have
less CD4+ cell depletion and slower pro-
gression to AIDS than their older counter-
parts. Older patients are also more likely
to have an opportunistic infection at the
time of diagnosis with HIV disease, which
often emerges during hospitalization for
an infection of an initially unknown ori-
gin. It is notable, however, that older

people face the same types of opportunis-
tic infections as other adults with HIV
disease.6 In order of prevalence, these
include PCP, tuberculosis, mycobacterium
avium complex (MAC), herpes zoster, and
cytomegalovirus (CMV) infections. Across
all age groups of adults, progressive mul-
tifocal leukoencephalopathy (PML) is the
AIDS-defining illness in approximately 25
percent of patients.5

Drug treatment of older patients with
HIV follows the general principles for
geriatric pharmacology. Because multiple
diseases are common in older patients,
these patients are often taking more 
medications and have more drug-drug
interactions than younger patients. To
complicate matters, some studies have
suggested that up to 25 percent of medi-
cations prescribed for the elderly are
unnecessary,8 and age-related confusion
may confound adherence. In addition,
age-related metabolic changes can alter
the absorption, distribution, and
metabolism of HIV antiviral drugs, and
many of the newer HIV medications are
unproven in older people because clinical
drug trials typically do not include sub-
jects from this population.

Conclusion
With the advent of new HIV drug thera-

pies, many people who became infected
during middle age are living longer and
beginning to need geriatric care. People
who become infected later in life, mean-
while, are often diagnosed with HIV rela-
tively late, largely because health care
providers may not consider older clients
to be at risk for infection and because
they may misinterpret symptoms of HIV
disease as effects of aging. Because a
delayed diagnosis often leads to poor
prognosis, it is important for providers 
to more actively screen older patients 
for HIV infection. 
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prior to the advent 
of triple combination
therapy and that
newer medication
regimens may change
this prognosis.
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Effects of Older Age on Perceptions of HIV 
Siegel K, Raveis V, Karus D. Perceived advantages
and disadvantages of age among older HIV-infected
adults. Research on Aging. 1998; 20(6): 686-711.
(Columbia University.)

According to a series of interviews 
with HIV-infected adults age 50 and older,
attributes associated with older age result
in some advantages, including wisdom
and reduced expectations of health, and
some disadvantages, including attributes
that might lead to inferior care.

Researchers interviewed 63 HIV-infected
adults between the ages of 50 and 68 years
recruited from social organizations, support
groups, advocacy groups, and drug treat-

ment centers in New York City.
Seventy percent of the partici-
pants were male, 40 percent were
African American, 36 percent
were non-Hispanic White, and 
24 percent were Puerto Rican.
Fifty-seven percent had AIDS, 30
percent were asymptomatic, and
13 percent were symptomatic. 

The most prevalent belief
among participants was that 
they had acquired wisdom with
age and, as a result, had better
resourcefulness and problem-
solving skills. Because physical
problems are common among
older people, whether or not 
they are HIV-infected, partici-
pants also believed that health
complications tend to be less
traumatizing for older people
than they are for younger people.
Participants believed that they
were less psychologically threat-
ened by disability than younger
people because they did not feel

the need to “keep up” with healthy peers,
and they were less likely to feel cheated 
out of living a complete life because they
had accomplished many personal goals. 
But, they believed that they felt more 
socially isolated than younger people.

While participants believed that older
people tend to have more time to focus on
maintaining their health, they also believed
that physicians were likely to set higher
treatment goals for younger HIV-infected
patients than for older patients, and that
this might result in inferior care. In addi-
tion, although some participants perceived
the patience that develops with age as posi-
tively moderating emotional reactions to

disease-related problems, others considered
patience to be a disadvantage, because it led
them to be overly compliant and resulted in
inferior service from health care workers.

HIV Education and Older Adults
Strombeck R, Levy JA. Educational strategies and
interventions targeting adults age 50 and older for
HIV/AIDS prevention. Research on Aging. 1998;
20(6): 912-936. (HealthCare Education Associates;
and University of Illinois, Chicago.) 

Although adults age 50 and older repre-
sent about 10 percent of the annual AIDS
caseload, only seven of 100 directors of
senior centers surveyed in Illinois and
Southern California reported providing 
HIV information to their clients, according
to a study included in a review of the litera-
ture on HIV education for older people. Of
those who did not provide HIV education,
80 percent believed it to be inappropriate
and unlikely to interest older adults. 

In addition, not one of 30 HIV educators
interviewed reported providing any pri-
mary prevention intervention to the older
community. Among their reasons included
insufficient resources, antagonistic senior
center directors, and seeing adults age 50
and older as low priority.

Research indicates that 59 percent of
adults age 50 and older have not adopted
safer sex practices to prevent HIV infec-
tion. Compared to younger people, 
adults age 50 and older generally know
less about HIV transmission and disease, 
consider themselves to be at lower risk 
for HIV infection, and possess fewer of the
sexual communication skills they need to
avoid risk. Studies reveal that older adults
with HIV often feel isolated and guilty,
refrain from early treatment, and face
problems associated with taking more
than one prescribed medication. 

According to a study by the Centers for
Disease Control and Prevention (CDC), of 
94 percent of people age 50 and older who
had seen their doctors in the previous five
years, only 15 percent had discussed HIV
risks with their doctors, and 72 percent of
these discussions occurred at the patient’s
urging. The study also found that when
caring for adult patients, 49 percent of
primary care physicians asked about illicit
drug use, 31 percent asked about condom
use, 27 percent asked about sexual orienta-
tion, and 22 percent asked about sexual
partners. In comparison, 94 percent of
physicians asked about cigarette smoking,
and 84 percent asked about alcohol use.
Research suggests that providers’ reluctance
to address HIV-related risk factors is often
the result of discomfort with discussing

Recent Reports

In one study, of
people age 50
and older who
had seen their
physicians in
the previous

five years, only
15 percent had
discussed HIV

risks with their
physicians.
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sexuality and drug use, attitudes about HIV
disease or age, and resource constraints.

The Aging Immune System and HIV
Bender BS. HIV and aging as a model for
immunosenescence. Journal of Gerontology:
Medical Sciences. 1997; 52A(5): M261-M263.
(Department of Veterans Affairs Medical Center,
Gainesville, Florida; University of Florida.) 

A review of the literature on the medical
effects of HIV and aging reported that HIV-
infected people who are at least 50 years
old tend to experience a shorter interval
between HIV infection and progression to
AIDS, a shorter survival time after infec-
tion, and more HIV-related and non-HIV-
related symptoms. 

Previous research suggested that accel-
erated advancement of HIV disease com-
mon in older adults is the result of the
presence of other diseases and delayed
diagnosis. Recent research, however,
suggests that immunological mechanisms
play a prominent role in accelerated HIV
progression in older people. With aging,
more virus is produced, and as the virus
spreads, more CD4+ cells become infect-
ed, which leads to rapid destruction of
CD4+ cells. An aging immune system also
cannot produce new CD4+ cells quickly
enough to replace the destroyed cells, and
as it becomes less effective in resisting
HIV, viral burden increases. 

Even in the absence of other medical
conditions, HIV disease progresses more
rapidly as people age. After a 10-year fol-
low-up in a study of HIV-infected hemophil-
iacs, those who became infected at an older
age progressed to AIDS more quickly and
had a shorter survival time than did those
who were younger. Health care providers
face further challenges when treating older
patients infected with HIV because there
are no published studies about the effects
of antiviral therapy on older people, and
the Physicians’ Desk Reference contains no
specific recommendations.

HIV and Older Ethnic Minorities 
Brown DR, Sankar A. HIV/AIDS and aging minority
populations. Research on Aging. 1998; 20(6): 865-
884. (Wayne State University, Michigan.) 

As is true for the epidemiology of HIV in
all age groups in the United States, African
Americans and Hispanics are dispropor-
tionately represented among new AIDS
cases in people 50 years of age and older,
according to a review of studies. African
American men represent 31 percent of new
male AIDS cases in this age group, and
Hispanic men represented 15 percent.
Among older women newly diagnosed with

AIDS, 48 percent were African American, 19
percent were Hispanic, and 1 percent were
Asian American or American Indian. 

AIDS mortality rates are also dispropor-
tionately higher among African Americans
and Hispanics. In 1995, 36 percent of AIDS-
related deaths among men 55 years of age
and older were African American, and 17
percent were Hispanic, while 57 percent 
of deaths among women in the same age
group were African American, and 21 per-
cent were Hispanic. These outcomes may
be the result of overall poorer health status
of older African Americans and Hispanics
compared to Whites and the likelihood of
other chronic conditions. 

Finally, research indicates that older
members of communities of color have
relatively low rates of accessing health
care and social services. Barriers to
accessing services include distrust 
of health care providers, and, among
Hispanics, cultural barriers, particularly
the lack of bilingual providers, which
often forces older Hispanics to rely on
their children or other family members 
to serve as translators. Fear of disclosing
their infections to their family members,
however, may inhibit older Hispanics with
HIV from seeking treatment.

Next Month
The HIV epidemic has evolved dra-

matically during the 1990s, but to what
extent has this evolution affected the
issues of HIV seropositive clients who
seek psychotherapy? In the September
issue of FOCUS, Domenic Ali, LCSW,
Coordinator of the Brief Psychotherapy
Traineeship program of the UCSF AIDS
Health Project, presents findings from
a focus group in which psychothera-
pists described the most common
issues of HIV-infected clients seeking
treatment in 1999. The findings suggest
that some issues have changed, but oth-
ers have remained constant.

Also in the September issue, Susan
Thompson, MA, a Site Coordinator for
the UCSF AIDS Health Project’s HIV
Counseling and Testing program, dis-
cusses issues raised by people who
have recently seroconverted. Again,
while it seems that recent seroconvert-
ers might differ in their concerns from
people who have been infected for
longer periods of time, this does not
appear to be true.
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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.


