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Over the past few years the picture of
HIV has changed considerably as people
have gained access to effective HIV combi-
nation treatment. The advent of these new
medications has led to the perception that
HIV is a chronic, containable, and easily
managed condition. This picture, however,
is not completely accurate: there are
formidable hurdles to adhering to HIV
antiviral therapy and ongoing problems
for those who succeed. 

Although some people with HIV experi-
ence a rapid recovery to health, many also
experience considerable anxiety about an
expanding future, uncertainty about con-
tinuing health, and guilt about surviving.
For some individuals, the schedule of
medications is daunting and the side
effects are intolerable. For others, either
hoped-for recovery does not materialize
or an assortment of less threatening prob-
lems continues to undermine the quality
of their lives. One of the most significant
of these complaints is medication side
effects that have a visible effect on an
individual’s body image. This article dis-
cusses the relatively under-explored area
of HIV-related body image, focusing on the
impact of medication side effects, specifi-
cally, lipodystrophy syndrome. 

Defining Body Image 
Body image is what we believe to be true

about our bodies, the way that we perceive
our bodies, and the way we feel about them.
It consists of two components: attitude and
perception. The attitudinal or evaluative
component relates to feelings or beliefs
individuals have about their bodies or cer-
tain areas of their bodies, in contrast to a
purely perceptual focus that is related more

to information about the actual shape or
size of the body. Body image is dynamic. It
changes over the course of time, and in the
case of HIV, as health progresses to illness,
and as illness progresses through recovery.
It also varies in the context of social and
representational forces. For instance, in
Western cultures the representation of over-
weight female bodies is rarely a positive
one. Larger women influenced by this rep-
resentation may feel more negative about
their bodies than they otherwise would. 

Peter Slade describes body image as a
loose mental representation influenced by
factors such as weight change; biology;
cultural and social norms; individual atti-
tudes toward weight and shape; cognitive
and affective variables; individual psy-
chopathology; and an individual’s lifelong
experience of physical contact.1 These var-
ious influences can be collapsed into three
components. First, there is the objective
way the body appears and performs. Sec-
ond, there are the external views of society
that incorporate social ideals and social
forces, that is, the socially constructed
nature of our lives. Third, there are the
individual feelings and the psychological
resources a person has, which can either
modify or amplify the impact of both
physical and representational influences. 

For example, HIV impacts the body not
only through the physical aspects of
immune system depletion, visible signs of
illness, and the unpredictable course of
disease, but also through symbolic aspects.
There are crucial elements specific to HIV
such as the notions of contamination and
pollution that may also lead to stigma and
internalized stigma.2 However, the social
context of HIV (and therefore the impact 
of these representations) has altered over
recent years. More recent archetypes of
people with HIV that dominate the news
include the “AIDS survivor,” a representation
that portrays the person in a largely hopeful
light. This representation nonetheless con-
tinues to compete with the “AIDS carrier,”
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who is portrayed as lacking in self control
and having a dangerous body.3

Even when treatment dramatically im-
proves health, it can be hard to forget that
HIV is inside the body, and this affects body
image. The very acts of swallowing pills and
submitting to regular medical monitoring
are constant reminders of the presence of
the virus. People with HIV may be aware of
the virus actively coursing through their
veins, and they live with the knowledge that
other people fear contact with them. Any
actual or perceived negative interactions
can leave individuals feeling stigmatized. 

To summarize, body image is influenced
by physical changes within the body and
the manifestation of those changes on the
surface of the body. Changing representa-
tions of HIV in society can affect the way
people feel about their bodies, however, an
individual’s response to these representa-
tions, and the support he or she receives
from others, can mitigate the negative
psychological impact of both physical and
representational aspects of body image. 

Lipodystrophy 
In addition to the physical problems

associated with HIV and the psychological

problems of feeling infected or contami-
nated, it is increasingly apparent that
certain medications can also cause body
image problems. The protease inhibitors,
in particular, and some nucleoside reverse
transcriptase inhibitors (NRTIs) affect
body fat distribution causing lipodystro-
phy syndrome. Lipodystrophy is associ-
ated with the growth of atypical fat-like
tissues in the stomach, upper back, and
neck area, fat accumulation around the
neck and jaw, and breast enlargement.
Lipodystrophy may also include lipoa-
trophy: wasting, especially in the cheeks
and the buttocks, and loss of subcuta-
neous fat in the face and limbs that leads
to sunken cheeks and prominent bones,
musculature, and veins. Lipodystrophy
syndrome manifests in four ways: fat loss
only; fat accumulation only; a combination
of fat loss and fat accumulation; or meta-
bolic changes—such as increases in tri-
glyceride levels, changes in cholesterol
levels, diabetes or insulin resistance, or
elevated blood pressure—with or without
changes in body fat accumulation. 

Not all individuals are susceptible to
body fat changes, and there are different
patterns of body fat redistribution
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The paradox of HIV treatment
is that sometimes the cure feels
worse than the disease, especially
when treatment begins before
symptoms arise. Sometimes the
cure also looks worse than the
disease. “Fat redistribution,” a
side effect of antiviral treatment,
can appear at a time when a per-
son’s HIV disease might otherwise
be invisible—both to others and
to him or herself. 

The effects of HIV on body
image are not new. They existed
before triple combination treat-
ment and protease inhibitors.
People with HIV became experts
in hiding or at least adjusting to
the lesions of Kaposi’s sarcoma,
the impaired gait of toxoplasmo-
sis or PML, the gauntness of HIV-
related wasting, and the message
that their bodies might be dan-
gerous to others. 

But the challenges to body
image that occurred in the old
days coincided with disease pro-
gression; now they also coincide
with disease control. As Eliza-
beth Chapman and Paul Kuns-
berg point out in their articles in
this issue of FOCUS, these chal-
lenges steal from people with
HIV, who might otherwise begin
to regain some sense of nor-
malcy in their lives, the visible
manifestation of wellness. As
Kunsberg puts it, “HIV was liter-
ally being written across my
face, and every bit of internal-
ized shame that I had ever felt
about being gay and having HIV
came rushing in.” The cure dis-
closes the disease.

A Perfect World
In a perfect world, being iden-

tifiable as ill would be nothing

worse than being identifiable as
a doctor or an athlete, a size 7
shoe or an 8. But in our imper-
fect society, HIV disease—
indeed, illness in general—is tied
up in stigma and shame, and
people with HIV are put at risk,
emotionally and physically, by
the uncontrolled disclosure of
their condition. 

Chapman and Kunsberg out-
line the full range of challenges
brought on by HIV-related
changes to the body. The poten-
tial effects are severe, but what
comes through in both articles,
and particularly in Kunsberg’s
first-person account, is that psy-
chological support can increase a
person’s capacity to handle this
assault on self-esteem. 

Kunsberg came to terms, even
transcended, his condition. His
words, and Chapman’s analysis,
make it clear that while “body
image” is a condition rooted in a
physical reality, it is ultimately
tied to the much more fluid envi-
ronment of the mind.

Editorial: Out of Body
Robert Marks, Editor
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depending on the medications taken,
whether an individual was over- or under-
weight before the regimen, the stage of

HIV infection at
initiation of treat-
ment, and racial
background. Men
and women tend
to be affected dif-
ferently. Women
are more likely to
experience upper
body fat accumu-
lation, including
the enlargement
of the breasts. 

Research has
largely focused
on identifying
lipodystrophy,
defining its preva-
lence, and under-
standing the
associated meta-

bolic changes and physical manifestations.
There is little research on the effects of
the syndrome on emotional health or qual-
ity of life. One major problem is that the
longer a person takes HIV antiviral treat-
ment, the more likely it is that he or she
will experience changes in appearance,
and this has raised debate about when
treatment should be instigated. For exam-
ple, Keith Henry notes that delaying ther-
apy may reduce the chances of side effects
as well as reduce the risk of antiviral resis-
tance.4 Current estimates, however, sug-
gest that facial wasting often occurs
rapidly—within three months of treatment
initiation—and may be seen in approxi-
mately 30 to 40 percent of people taking
HIV combination treatments. 

Furthermore, instigating HIV antiviral
treatment early in the course of disease
can lead to the occurrence of treatment-
related body changes before signs and
symptoms of HIV itself, perhaps making
these side effects even less acceptable.
Individuals who have experienced the
impact of opportunistic infections and
perceive their lives to have been saved by
antiviral medications may be more com-
fortable with body changes. Anecdotal
reports, however, suggest that even in the
face of improved health, quality of life and
self-esteem may be compromised by visi-
ble side effects. As side effects become
more intolerable, some individuals are no
longer able to perceive medication as giv-
ing life, instead feeling that it has turned
against them. As resentment builds, it can
compromise medication adherence.

Some studies suggest that changing
medication regimens or diet and exercise
habits may improve body shape and
reverse lipodystrophic abnormalities.
These reversions of metabolic distur-
bances, however, do not always occur.5,6

In addition, the fat deposits associated
with lipodystrophy are not soft like the
ones associated with aging. They are more
solid, harder to disperse, and more likely
to surround the internal structures of the
body than to lie just under the skin. These
differences may relate to the way HIV
antiviral drugs change the body’s process-
ing of fats and sugars. 

Since changing HIV treatment or 
stopping it entirely may not be effective
or medically realistic, researchers are
investigating a number of treatments that
reverse or conceal the signs of lipo-
dystrophy. Most medications, except 
for recombinant growth hormone, have
not been found to be successful. In
response, many patients are turning to
cosmetic surgeons. 

Among the treatments these providers
offer are polylactic acid (New Fill), poly-
methyl methylcrylate (PMMA), polyvinyl/
polyacramide gel (Evolution), and fat trans-
fer injections. Polylactic acid, injected into
the hollow of the cheek, stimulates the
growth of collagen and the development of
a thicker layer of skin that fills out wasted
areas. PMMA and Evolution are gel sub-
stances that plump the facial wrinkles
when injected into the cheek hollows, and
fat transfer involves removing body fat
from one part of the body and injecting it
into the hollows of the face. To be effec-
tive, these treatments may need to be
repeated and researchers have not clarified
the longer-term consequences for any of
them. Furthermore, access to such treat-
ments through clinical trials is limited and
private treatment can be expensive. 

The Severity of Body Image Concerns
As noted above, one of the key factors

in the severity of the emotional response
to body image changes is whether there
are visible signs of a condition that allow
someone to be labeled and stigmatized.
Visible side effects of anti-HIV medications
fall into this category. They exert their
impact partly by revealing to others that a
person is taking HIV medications and
partly by imitating the facial gauntness of
wasting that occurs in latter stages of HIV
disease. Even if there are no actual signs
of rejection from others, individuals may
experience internalized stigmatization. 

The representational forces influencing
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whether there are visible
signs of a condition that
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body image have always been significant
and are considered to be partly responsi-
ble for recent increases in anorexia and
bulimia. Similarly, facial wasting, which
alters the naso-labial folds around the
mouth, can make a person appear much
older, a challenge in a culture obsessed
with youth and fitness. For others, who
experience wasting in different areas of
the body, feeling “too skinny,” sensing the
discomfort of those around them, and
being ridiculed may lead to despair. Some
individuals tolerate bodily changes, for
instance, weight loss or gain, better than
others, but it may be particularly difficult
to look sick when one feels well, or to look
“askew” when facial weight loss strikes
asymmetrically.

The psychological responses to body
changes vary among different groups, and
when people fail to live up to the ideal
body image of the particular group with
which they identify, they may feel stigma-
tized. Although body image has preoccu-
pied women for some time, in the last
three decades, men have become increas-
ingly concerned with body image. Men and
women tend to have different concerns
about their bodies. Women often worry
more about reducing the size of their
thighs, hips, and buttocks, while men may
focus more on increasing the size of their
legs, shoulders, and arms. 

Negative reactions may not only under-
mine HIV medical treatment, they may
also lead to increased anxiety and depres-
sion, significant problems in social func-
tioning, and reduced self-esteem. Some
individuals may develop more serious
psychiatric problems such as body
dysmorphic disorder. People with body
dysmorphic disorder obsess about their
appearance, for example, excessively wor-
rying that their skin is marked, their hair
is too thin, or their legs are too short. It

can be difficult to reassure people with
body dysmorphic disorder that the flaw is
not as extreme as they perceive it to be,
and the condition may lead to suicide
attempts.7 One’s psychological profile
before the onset of body image changes
will be influential when dealing with the
problem; whether one is depressed or anx-
ious, whether one has high self-esteem or
not, whether one is in a stable relationship
or searching for a partner. All these fac-
tors influence coping patterns and adjust-
ment to body image change. 

Conclusion 
Although one response to HIV-related

body image changes is to propose that
they are an unfortunate but justifiable side
effect of battling HIV, preliminary research
suggests that they may have serious
effects on behavior and mental health.* To
enable people to cope with a changed
body image, mental health and medical
providers must acknowledge the potential
effects, and offer access to cognitive-
behavioral therapies and cosmetic surgery.
Cognitive-behavioral therapy can prompt
better coping with body image changes
through the analysis of cognitive thought
patterns and by teaching more adaptive
ways of thinking about body image. 

The cognitive aspect of therapy con-
cerns ways of thinking: ideas, attitudes,
assumptions, mental imagery, and ways of
directing attention. The behavioral aspect
is about helping someone meet the chal-
lenges and opportunities of their life with
a calm mind and enabling them to take
actions that have desirable results. Ulti-
mately, however, decisions about whether
to undertake psychotherapy or surgery
will rest with an individual and his or her
clinician as a joint decision and will be
dependent on the availability of treatment
centers and personal resources. 
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It happened gradually at first. I began to
notice subtle changes in my face and body.
I ignored them initially, thinking they were
my imagination, but over time they
became more pronounced. Body fat had
fallen off beyond my efforts
at the gym. My stomach
became hard and distended
and my pants fit differently.
Most troubling to me was the
gradual disappearance of
most of the fat from my face.
At the same time, my choles-
terol and triglyceride counts
had risen to alarming levels. 

I looked in the mirror one
day and I no longer saw the
person that I had been.
When one of my dates
picked up a photograph and
asked, “Who’s the cute guy
in the suit,” I was daunted.
The guy was me—only a few
years earlier.

Ugly Words
Medical reports of unforeseen treatment

side effects began to corroborate what was
happening to me. The media described a
spectrum of new conditions and added ugly
words like “lipodystrophy,” “protease
paunch,” and “buffalo hump” to my AIDS
vocabulary. For the first time in what was
then my 10-year history with HIV, not only
was I experiencing a serious assault on my
health, I was also displaying visible evi-
dence of my HIV status. My option to dis-
close—or not to disclose—had been

removed by the obvious: a “look” that dis-
closed it for me. HIV was literally being writ-
ten across my face, and every bit of internal-
ized shame that I had ever felt about being
gay and having HIV came rushing in.

Accompanying my awareness of these
physical changes were anxiety, depres-
sion, and emotionally charged issues that I
thought I had resolved. I felt exposed and
strangely confused about why I cared so
much about feeling exposed. I was blind-
sided by how much of my sense of self

was tied up in
appearance. I
thought I was
more “evolved”
than this
response
implied, that my
sense of self was
stronger. I also
thought I had
come to terms
with having HIV.
As I lost my
choice to dis-
close, I was con-
fronted by my
status in a way
that made me
feel I had to

come out of the HIV closet again. In the
past, my strategy for disclosure both per-
sonally and professionally had been to
establish connections with people I
trusted, and trust that those I chose to tell
would not really care. Something that had
been part of my private life suddenly felt
available to the public, and I had no choice
about it.

As I began to sort out my own internal
responses to what was happening to my
face and body, I also began to cope with
the obvious scrutiny of others. My condi-
tion became more evident to those around
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me, and I felt subject to the same stigma
that comes with the recognition of any
disease. This stigma was compounded by
the fact that HIV is transmitted sexually. I
had difficulty separating my own emotion-
ally charged perception of what was hap-
pening from responses that ran the gamut
from rejection to concern. I realized
several things were going on. 

My Mirror Image
Beyond the feeling of exposure every

time I looked in the mirror, I faced a new
image that to me, was unattractive. I real-
ized how much I was a victim of society’s
“looks” consciousness, and as a single gay
man I felt uncomfortably aware of the
changes in my appearance. The media
warned that cosmetic changes might be
one of the prices to be paid for extended
life. I agreed, and that made me feel even
worse. I felt guilty for complaining to my
doctor about what was happening to my
face and body, aware of the fact that
without the drugs causing these changes, 
I would most likely not be having the
conversation at all.

My looks were definitely changing, and 
I was internalizing as absolute judgments
my own perceptions about my appear-
ance. Beyond that, the response of others
towards me—towards my appearance—
was different now and that was troubling.
Whether it was friends and family who
knew me before or men cruising me on
the street and turning away, I felt rejec-
tion. What was happening seemed similar
to the aging process. Unlike the gradual
appearance of lines around the eyes and a
few gray hairs, however, the velocity of
my experience made it feel out of control.
The physical changes happened so fast
that I could not keep up with my emo-
tional responses to them. 

I grappled with the fact that I was in
turmoil over what seemed to be a superfi-
cial issue—my appearance—especially in
light of my relative health. I lost sight of
my gratitude for feeling pretty well while
many people around me were suffering
from more serious concerns. It became
apparent that if I left this confusion of
feelings unresolved, I would risk the qual-
ity of my life. I recognized that this was
another challenge in the experience of liv-
ing with HIV, and that if I did not address
my rejection of myself, I would become
further isolated and depressed. 

I mounted an attack on two fronts: physi-
cal and emotional. My doctor and I reviewed
my HIV medications and made changes. I
added steroids, new vitamins, and Chinese

herbs to my regimen. I adjusted my work-
outs at the gym, started acupuncture, and
began practicing Yoga. I consulted a nutri-
tionist and changed my diet. As I began to
feel better physically my cholesterol and
triglyceride levels improved. 

At the same time, I briefly joined a sup-
port group, restarted therapy, and began
doing volunteer work. I talked honestly
with family and friends about what was
happening. Processing my feelings helped
me deflate the magnitude of the challenges
I was facing. I had turned too far inward
and had given more power to these
physical changes than they deserved. It
felt as if my projection of fear, embarrass-
ment, and shame undermined how I was
being perceived by others, and it defi-
nitely had a negative impact on my self-
perception.

It was cathartic to share with others
what was happening to me. Beyond the
release of pent-up feelings, I realized by
their responses to my comments that what
I had projected on the rest of the world
was not always what the rest of the world
saw. I also realized it was okay for me to
feel bad about the shift in my appearance.
As my panic subsided, I was able to see
that much of my life was the same; despite
the changes in the mirror, I was still me.
Most importantly, I came to understand
that what I bring to the world from the
inside matters most to both myself and to
others. As I regained this more broadly
defined sense of self, I began to feel better.

Conclusion
The challenge continues and finding

balance is an ongoing goal. The reality is
that my looks are different now and some-
times that is difficult, but I feel a renewed
sense of what it means to be a long-term
survivor and an obligation to engage in
my life. There are things that have hap-
pened that I cannot change. I am grateful
to be here—learning to live with them. 
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Weight Loss and Body Image in Gay Men
Tate H, George R. The effect of weight loss in HIV-
positive gay men. AIDS Care. 2001; 13(2):
163–169. (St. Pancras Hospital; and Camden and
Islington Community NHS Trust, London)

A small qualitative study of HIV-positive
gay men found that HIV-related weight
loss increases self-consciousness in social
interactions, particularly when meeting
new people or visiting with family. Partici-
pants who had disclosed their HIV status
voiced concerns that their emaciated
appearance might cause anxiety about
their disease progression, and partici-
pants who had not revealed their status
feared that their appearance disclosed
their status for them.

Researchers sent eight gay men, ages 
26 to 43, a 13-item questionnaire asking
them to rate their concerns about and
behaviors related to body image issues.
Participants demonstrated “size percep-
tion accuracy” by choosing the silhouette
that best reflected their appearance.
Researchers then conducted semi-struc-
tured interviews with participants. All of
the participants were HIV-infected White
gay men who had lost 10 percent to 19
percent of their usual body weight.

Seven of the eight men
interviewed said they had
avoided social interactions
within the last two months
because of their weight. All
but one of the participants
chose the same silhouette
that the researcher had cho-
sen for them to reflect their
appearance, suggesting that
these men did not have a dis-
torted perception of their
size. Only two of the partici-
pants discussed pressures
within the gay community to
conform to a physical ideal.
Half of the participants made
statements that suggested a
sense of loss of control over

their bodies due to HIV, and three of the
eight connected their weight loss to disease
progression and eventually dying.

The Effect of Ethnicity on Body Image
Clark RA, Niccolai L, Kissinger PJ, et al. Ethnic differ-
ences in body perceptions among women infected
with human immunodeficiency virus. Journal of the
American Dietetic Association. 1999; 99(6): 735–737.
(Medical Center of Louisiana at New Orleans.)

A New Orleans study of women with HIV
reveals that ethnicity is significantly linked
to preferred body image. African American
women were more likely than other women
to be satisfied with their body size.

Researchers surveyed 103 HIV-infected
women: 70.9 percent were African Ameri-
can, 22.3 percent were White, and 2.9
percent were Hispanic. The average age 
of the African American women was 32
years old, and the average age of the non-
African-American women was 35 years
old. Participants responded to a two-page
questionnaire concerning preferred body
size and dietary history and then chose
from among a set of silhouettes the one
that best reflected their perceived body
size, preferred body size, and the body
size the subject believed her partner
would prefer. 

Only one percent of African American
women, compared to 19 percent of other
women, chose an underweight image as
their ideal body size. Eighteen percent of
the African American women, compared to
4 percent of other women, had tried to gain
weight in the last year, and only 6 percent
of the African American women, compared
to 23 percent of other women, had tried to
lose weight in the last year. These results
are consistent with research done with
women not infected with HIV, which found
that African American women were more
likely to prefer a heavier body size and less
likely to perceive themselves as overweight. 

Thirty-seven percent of underweight
women perceived themselves as normal
weight, including 42 percent of under-
weight African American women and 27
percent of underweight other women. 
Of the overweight women, 74 percent
thought of themselves as normal weight,
including 81 percent of the African Ameri-
cans women and 50 percent of other
women. None of the normal-weight
women perceived themselves as over-
weight, but 13 percent believed that they
were underweight. There were no signifi-
cant links between the progression of the
illness (as reflected by the CD4+ cell count
or history of opportunistic infections) and
body image perceptions.

Managing Fat Distribution Disorders
Currier J, Carpenter C, Daar E, et al. Identifying and
managing morphologic complications of HIV and
HAART. AIDS Reader. 2002; 12(3): 114–125. (Uni-
versity of California Los Angeles; Brown University;
Columbia University; and Tufts University.)

A comprehensive review of recently
published studies concerning causes and
treatments of HIV-associated body
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changes found that recombinant human
growth hormone (R-hGH) is particularly
successful in reducing common HIV-
related fat redistribution disorders. 

The two common fat redistribution
disorders, thought to be caused primarily
by treatment with protease inhibitors and
nucleoside reverse transcriptase inhibitors,
are lipohypertrophy (fat accumulation) and
adipose lipoatrophy (loss of subcutaneous
fat). Fat accumulation is associated with an
increase in visceral tissue in the abdominal
region and upper back (buffalo hump).
Loss of fat is typically from the extremi-
ties, face, and buttocks. There is a high
prevalence of fat redistribution syndromes
among HIV-infected individuals. 

One study reported that 49 percent of
people with HIV had one or more signs of
fat redistribution. Of the 1,077 patients sur-
veyed from eight clinics in seven U.S. cities,
13 percent had signs of fat loss, 13 percent
had fat accumulation, and 23 percent had a
combination of the two. Predicting factors
of these changes included older age, use of
stavudine (d4T; Zerit), use of indinavir
(Crixivan) for two years or more, and a
more advanced stage of HIV infection.

There are a variety of treatment options
with varying results and side effects: the
two most effective are R-hGH and met-
formin. There is little evidence that switch-
ing antiviral medications significantly
reduces fat redistribution side effects.

R-hGH is successful not only in reducing
abdominal girth and buffalo hump in peo-
ple taking protease inhibitors—that is,
decreasing visceral adipose tissue—but also
in doing so without significantly decreasing
subcutaneous adipose tissue. R-hGH treat-
ment did not significantly affect the weight,
CD4+ cell count, or viral load. Metformin,
used to increase glucose tolerance in peo-
ple with type II diabetes, is successful in
decreasing insulin levels and increasing the
ratio of subcutaneous adipose tissue to vis-
ceral adipose tissue in HIV-positive nondia-
betic subjects with fat redistribution and
abnormal glucose tolerance levels. 

Stigma and Body Image 
Fife BL, Wright ER. The dimensionality of stigma: A
comparison of its impact on the self of persons with
HIV/AIDS and Cancer. Journal of Health and Social
Behaviour. 2000; 41(1): 50–67. (Indiana University.)

A Midwestern study found that people
with HIV disease had lower rates of self-
esteem than people with cancer, that the
primary cause of reduced self-esteem
were feelings of stigma, and that social
isolation and poor health status were
found to have significant negative effects

upon body image of both people with HIV
and people with cancer.

Researchers surveyed 130 people with
HIV and 76 people with cancer. The sample
consisted of HIV-positive individuals at var-
ious stages of disease (including 127 men
and three women, whose mean age was 37)
and people with cancer currently receiving
treatment (including 45 women and 31
men, whose mean age was 52). Researchers
designed a questionnaire asking partici-
pants about their stigma-related experi-
ences within the previous four weeks. They
classified responses into four categories:
social rejection, financial insecurity, inter-
nalized shame, and social isolation. They
also evaluated responses in terms of con-
ceptions of self, including self-esteem, per-
sonal control, and body image. They ana-
lyzed these experiences, along with data on
symptom severity, to determine a person’s
level of stigmatization, the role of stigmati-
zation on conceptions of self, and the rela-
tionship of stigma to disease severity.

HIV infection was associated with signifi-
cantly greater feelings of stigma than can-
cer, and disease type was found to be the
most consistent predictor of the level of
stigmatization. Individuals with HIV felt
more social rejection, financial insecurity,
internalized shame, and social isolation
than people with cancer. Despite these dif-
ferences, type of illness was not a signifi-
cant predictor of negative body image.
Women, however, consistently reported
poorer body image than men, and older age
was associated with improved body image.

Next Month
The complexity of HIV treatment reg-

imens has raised concerns about what
can be done to facilitate antiviral treat-
ment for multidiagnosed clients, peo-
ple facing the combination of HIV dis-
ease, substance use, and a psychiatric
disorders. In the August issue of FOCUS,
UCSF AIDS Health Project clinicians Saul
Laird, MSW and Ellen Krouss, MSW
offer an overview of the challenges these
clients face and the ways in which the
HIV treatment team can make the best
decisions about offering and sustain-
ing treatment.

Also in the August issue, Dan Kara-
sic, MD, a psychiatrist with the AIDS
Health Project, looks specifically at the
the relationship between depression
and HIV antiviral treatment.
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