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After two weeks of extraordinary anxiety,
a client awaiting the results of his HIV test
comes into our therapy session enormously
relieved at his HIV-negative result. In pass-
ing he says, “You know, I don’t even believe
in God anymore, but in the past week, I
found myself praying that he would make
sure I don’t die. I even went to a Catholic
church and lit a candle—and I was raised
Southern Baptist!” 

A female client with a history of drug
and alcohol use gets into recovery follow-
ing an HIV-positive test result. After
attending a couple 12-step meetings, she
is conflicted: “I don’t know about that
‘higher power’ stuff. I’m a very spiritual
person but I’m not religious.” 

A long-term survivor of HIV has a rela-
tionship with a community of people who
believe that following the prescribed
practices of their spiritual teacher can
cure AIDS, cancer, and diabetes. The client
is exploring the possibility of selling his
home, giving the proceeds to the commu-
nity, and moving to the community’s re-
treat center. “I’ve come to believe that I
can be cured by meditation and right
living. Miracles do happen.”

These vignettes share the common
theme of spirituality and religion, and for
some clinicians, the faith-related aspects
of a client’s life can sometimes be a source
of discomfort or confusion. Before the
advent of modern psychology, people fac-
ing the challenges of life and death sought
guidance from spiritual teachers within
their religious communities—priests, lamas,
imams, ministers, medicine women—and
the process of healing body, mind, and
spirit proceeded within the context of a
coherent religious practice. 

Today, professional counseling, with its
empirically-based techniques and theoreti-
cal models, makes little room for unverifi-
able or subjective phenomena such as reli-
gious beliefs or spiritual experience. Psy-
chotherapy—literally “soul healing”—is
now largely a secular enterprise, and
many otherwise highly competent profes-
sionals are ill-equipped to accommodate
explicitly religious language and spiritual
exploration. This article suggests ways of
thinking about and addressing religious
issues in order to enable counselors to
talk directly about the faith-based aspects
of their clients’ lives.

What Is Religion?
To begin, it is important to have work-

ing definitions for “religion” or “spiritual-
ity.” Those proposed by James Fowler, the
author of Stages of Faith, are clear and
useful.1 Fowler sees spirituality and reli-
gion as two sides of the same experience:
“spirituality” is the inward, individual
experience of the transcendent, and “reli-
gion” is any external, collective manifesta-
tion of that inner experience. 

Further, any inward spiritual experience,
for example, of the “Divine,” has an external
manifestation in a religious practice. That
ritual or action, however, may not always be
part of a larger community, group, or institu-
tion: it might be attending Mass or sitting
“zazen” (a Zen Buddhist meditative practice)
in the presence of others, or it might be sim-
ply retiring to a solitary place to welcome
the rising of the solstice moon. 

Bridging the false dichotomy between
religion and spirituality can help counselors
work more fully and comfortably with their
clients. When an inner spiritual experience
spontaneously presents itself in a session—
for example, prayers to a God the client pro-
fesses not to believe in or the transforma-
tive hope of being miraculously healed of
AIDS—being alert to an external religious
manifestation of this experience can lead to
a fuller exploration and affirmation of the
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client’s experience. Likewise, when a client
describes actions with outward religious
significance—anything from joining or
leaving a religious community or enduring
involuntary expulsion from the clergy to
lighting a candle—it may be appropriate to
concentrate on the inward spiritual experi-
ence in order to help make this subjective
part of the experience conscious.

Beneath the Myth of Secularism
Counselors may also be impeded from

approaching existential questions by the
myth of the “secular” society. As Diana 
Eck points out in her recent book, The 
New Religious America, the United States
contains a galaxy of churches, religious
denominations, and spiritual groups that
run the gamut from traditional to untradi-
tional.2 People in the United States are
among the most religious in the world,
with a vast majority of the population con-

sistently reporting a belief in God and
weekly attendance at religious services. 

Beneath the myth of secularism, there-
fore, the religious landscape of the United
States reflects what Carl Jung called the
“religious instinct” of the psyche, our natu-
ral search for something beyond ourselves
that has always been a part of the human
experience.3 For this reason alone, it makes
sense that a life-threatening illness would
bring up questions that are at the core of
the religious experience. What is the nature
of existence? Where did I come from and,
when I die, where am I going? What is my
purpose here on earth and how do I fulfill
it before the end of my life? 

Theologian Paul Tillich said that reli-
gious faith, our “god values,” are always
the expression of what each person holds to
be of “ultimate concern.”4 Because HIV dis-
ease forces a confrontation with mortality,
the question of what a person values most,

It is hard to imagine counseling
people with concerns about HIV,
many of whom are confronting fun-
damental issues of illness, death,
and sex, without being prepared to
address the role of religion and
spirituality in their lives. Yet, as
Robert Hopcke suggests in this
issue of FOCUS, explicit discussion
of religion and spirituality remains
difficult for many therapists. 

The overlaps are obvious: sex is
regulated more by religious insti-
tutions than legal ones, and laws
related to sex and sexuality have
evolved from religious doctrine.
Illness and death are inextricably
linked to conceptions of an after-
life. The faith that underlies reli-
gious practice often relates to a
higher power and the belief that
that power will influence events in
this life. As Hopcke implies, it is
inevitable that discussions of top-
ics ranging from condom use and
homosexuality to HIV treatment
will touch on religious or spiritual
convictions too deep to be tra-
versed only by inquiries such as
“How does that make you feel?”
and then set aside. 

Religious and spiritual concep-
tions are no different from any
other influence on a person’s
worldview, no different ultimately
from his or her psychological or
physical state. Faith, in particular,
which rarely can be altered by
“logic,” seems more akin to emo-
tion than to philosophy. A thera-
pist would never consider re-
sponding to a client’s emotion by
gingerly avoiding further discus-
sion of it. To the extent that reli-
gion enters therapy, client-cen-
tered counseling demands that it
be honored and explored, chal-
lenged to the extent that it contra-
dicts a client’s other stated needs
or desires and affirmed to the
extent that it does not. 

Existential-phenomenological
therapy, which, according to Mar-
tin Milton in this issue of FOCUS,
treats everything as an “inter-
preted reality,” may offer among
the most sensible of approaches
for exploring religion and spiri-
tuality. This is ironic, since in its
assertion of subjectivity, existen-
tial-phenomenological therapy
could be interpreted as counter-

ing any religious doctrine: indi-
vidual religions often conceive 
of themselves as absolute. But
the subjectivity of existential-
phenomenological therapy may
also free counselors from the
tyranny of their own beliefs, bet-
ter enabling them to accommo-
date and prioritize the client’s
beliefs over their own. 

Existentialism is at its essence
about meeting a person where
his or her reality is. This is not
to say that many psychothera-
peutic approaches are not about
meeting clients where they are.
But it does suggest that avoiding
a client’s religion or spirituality
is no different from avoiding any
other uncomfortable aspect of
that client’s reality: his or her
personality, behavior, demeanor,
political beliefs, sexual orienta-
tion, race, or gender. 

Client-centered counseling
skills, especially as they relate to
crossing cultures, are particularly
useful in this context. Another
way of thinking about it is that in
therapy, the client’s reality is the
only one that counts. The thera-
pist’s reality is a tool the client
uses to refine his or her own sub-
jective interpretation in order to
find affirmative ways of respond-
ing to his or her distress.

Editorial: The Only Reality that Counts
Robert Marks, Editor
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or to use religious language, the “heart of
our faith,” is a natural one to explore.

But the ultimate concerns raised by HIV
are not the only reason that religious and
spiritual questions come up within HIV-
related counseling. For the two populations
most affected by HIV in the United States,
counseling—secular as it might be—is often
the only safe, nonjudgmental place to begin

wondering what an
authentic spirituality or
personally meaningful
religious practice might
be. Gay and bisexual
men have often been
alienated by the explicit
homophobia of so many
traditional religious
institutions. Likewise,
people engaged in drug
and alcohol use are fre-
quently judged as
“immoral” or “sinful” by
religious standards and,
thus, may have to grap-
ple with what “God”
means to them, particu-
larly in the context of
12-step models of recov-
ery that emphasize a
relationship to a “higher
power.” The failure of
many religious institu-
tions to acknowledge
people in these popula-
tions has also added to
the reticence of so many
counselors working with

HIV to help clients confront religious and
spiritual dilemmas. 

If counselors can manage to be nonjudg-
mental about sexual practices, ethnic dif-
ferences, and class background, however,
surely we can remain neutral enough to
ask clients resembling the ones in the
vignettes at the beginning of this article
questions such as: “When you were pray-
ing to God, what image did you have?“
“What is the difference for you between
being spiritual and being religious?“ “Can
you tell me a little about how it feels to
think about making such an enormous
commitment to the ashram?“ 

Spiritual Development and Stages of Faith
Religious faith is not a binary phenome-

non: it is much more nuanced than merely
believing or not believing in God. Begin-
ning with the work of William James5 and
Carl Jung,5 and more recently with the
theories of Lawrence Kohlberg, Carol Gilli-
gan, and James Fowler, it has become clear

that an individual’s religious, spiritual,
and moral development proceeds in stages
over the course of a lifetime. Fowler pro-
poses a model of faith development that
progresses in distinct stages throughout
the life cycle.1 The first two stages range
roughly from age 3 to age 11. In Stage 1, 
a child has an “intuitive-projective” faith
in which God is projected from the child’s
imagination onto the world. A more
“mythic-literal” faith emerges during Stage
2, around age 7, during which religious
stories are usually understood literally
and offer a sense of comfort for knowing
who one is in the world and in the family. 

Stage 3, a “synthetic-conventional” faith,
begins most commonly in the teenage years
and reflects a teenager’s concern with social
acceptance and movement into a larger
group beyond the family of origin. The reli-
gious faith of individuals at this stage
largely relates to adherence to the moral,
religious, and practical rules as set forth by
selected authorities. Such individuals tend
to identify themselves and others in terms
of their religious group, applying an “in-
group versus out-group” paradigm. 

Fowler believes, however, that over
time, the conflicts and complexities of life
sometimes move individuals from “con-
ventional” faith into Stage 4, “individua-
tive-reflective faith.” As contradictions
emerge between ideal theological teach-
ings and real life and the practice of these
teachings, or as a person’s incapacity to
live up to such ideals becomes clear, peo-
ple begin to examine their own experi-
ence. In response, they sometimes break
away from previous religious commit-
ments and begin seeking what is true for
them as individuals independent of reli-
gious teachings or community regulations. 

After what may well be an extended
period of religious and spiritual “seeking,”
sometimes the “seeker” progresses out of
this intensive personal process of discern-
ment into a more integrated system, which
Fowler calls Stage 5, “conjunctive faith.”
The individual no longer insists on a sin-
gle fixed truth for him or herself, or for
others, and develops a profound appre-
ciation of the diversity of experience and
belief across traditions. The result is a sta-
ble but varied religious practice, derived
from a number of sources and based on
the evolution of the individual’s experi-
ences and beliefs. During Stage 5, people
begin to be compelled by broader and
more abstract religious issues, for exam-
ple, a concern for justice, compassion for
all sentient beings, peace, and inclusive-
ness across culture and tradition.
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Applying a Developmental Perspective
Fowler’s developmental perspective pro-

vides a cogent model for understanding 
at least two typical situations that consis-
tently arise in HIV-related counseling.
First, individuals who have not been
raised in specific faith traditions begin to
ask themselves, for the first time as they
confront HIV, urgent and unavoidably reli-
gious and spiritual questions. Fowler’s
model provides a shape for the process
that may unfold as such clients move for-
ward. Initially they might adhere to one
model, one group, or one tradition—for
example, the 12-step program’s Big Book
or Zen practice—as an unswerving path
toward transcending HIV. Then, in the
course of longer-term survival, these
clients might move from such initially
rigid adherence toward a more discrimi-
nating spirituality and even, over time,
toward a more inclusive set of attitudes
and religious practices. Recognizing the
broader outlines of such a process helps
keep the conversation about spirituality
and religion alive as it manifests in coun-
seling over time and in varied ways. 

Second, individuals facing HIV may seek
to return to a Stage 3, conventional faith, in
response to trauma, for example, the news
of seroconversion or a formal AIDS diagno-
sis. Such individuals may have been com-
fortable “seeking,” within a Stage 4 process
of “individuation and reflection,” but in the
context of anxiety, depression, or terror,
may take comfort by joining an “in-group”
and adhering to prescribed rituals or
actions. Fowler’s model suggests that such
reactive flights into “conventional faith”
may be a step backward; in response, coun-
selors might want to help these individuals
find a way to continue the natural vector of
their religious development forward.

On the other hand, an individual raised
in a specific religious tradition and with a

conventional spirituality may be catapulted
out of Stage 3 by the trauma of HIV. Given
this different starting point, what may ini-
tially look like the reactive adoption of spir-
itual practices or religious attitudes might
actually signify a progression into the seek-
ing of Stage 4. Counseling might support
the exploration of an individual who, raised
as a Southern Baptist or as a secular
humanist, may take a serious look into
what Roman Catholicism, Zen Buddhism, or
Narcotics Anonymous has to offer. 

Ultimately, Fowler’s developmental per-
spective leads a clinician to ask: are the
religious and spiritual crises engendered
by HIV a progression or a regression, a
movement forward or a movement back?
Rather than a binary or dichotomized view
of “belief” and “unbelief,” this model can
form a strong foundation for making such
judgments in ways that are both psycho-
logically astute and theologically neutral. 

Conclusion
It is difficult to imagine counseling peo-

ple with HIV-related concerns, many of
whom are confronting fundamental issues
of illness, death, and sexuality, without
being prepared to address the role of reli-
gion and spirituality in their lives. Remain-
ing aware of the extraordinary religious
diversity of the United States and appreci-
ating the complexities of faith develop-
ment enables clinicians to explore not
only the religious and spiritual dimension
of HIV in the lives of their clients but also
other aspects of the self that are influ-
enced by religion and spirituality. Comfort
in speaking in explicitly religious or spiri-
tual language within the psychotherapeu-
tic relationship provides a space for yet
another dimension of healing to take
place, the source of which is indeed
greater than the therapist or any psycho-
logical theory. 
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Existentialism, well known as a branch
of philosophy, can be applied as “existen-
tial-phenomenological” psychotherapy.
Since it directly engages with the struggles
of life as a way of facilitating personal val-
ues and self-empowerment,1 existential-
phenomenological psychotherapy has
promise for helping clients work through
the complications of living with HIV. 

Existentialism describes a distinctively
human mode of being and assists clients by
helping them clarify what it means to be
alive.1 One theme within existentialism is
to see the challenge of living as an attempt
to find a balance between what is possible
and what is necessary in a person’s life,
and, in the process, to experience both
authentic and inauthentic ways of being.

“Phenomenology” refers to the study of
phenomena—the appearance of things—as
they present to a person’s consciousness.2

The “reality” that each person experiences is
the result of an interaction between the raw
matter of the physical world—in the context
of HIV, everything from physical illness to
acts of prejudice or marginalization—and
that person’s consciousness of this raw mat-
ter. As such, “reality” is open to many mean-
ings, and each individual can achieve only
an “interpreted” reality.2 This may seem
overwhelming, but in fact, exploring and
understanding this individual reality can
assist each person in opening up to the
potential meanings of his or her experience. 

Central Concepts of Existentialism
One branch of existentialism finds its

roots in the work of the French philosopher,
Jean-Paul Sartre, who contends that humans
have no fixed essence: we exist first and, in

the process of existence, we have to create
ourselves.3 In order to escape from the anxi-
ety of this uncertainty, however, people mar-
shal a kind of self-deception that enables
them to act as if they were something defi-
nite and ”fixed.” Sartre terms this “bad faith.” 

For example, a person’s experience of life
and him or herself may change when he or
she becomes labeled as a “patient.” Some
will be dominated by this conception of
self, revert to “bad faith,” and adopt the life
of a patient, while others will incorporate
the fact of illness without letting it over-
whelm the broader experience of their lives. 

Sartre recognized that through their
actions, individuals choose what they will
become, and this choice, in turn, determines
a person’s possibilities for the future.3 It is
important to note that this choice refers to
development of the sense of self; there is no
Sartrean theory suggesting that if I decide 
I want to be president or clever or African
American that I will inevitably attain these
goals. Existential psychotherapists recognize
that circumstances may influence or limit an
individual’s possibilities. Once a person be-
comes HIV-positive, he or she has no choice
about being infected, but for some people,
seroconversion leads to depression, for oth-
ers, it provokes anxiety, and for still others,
it triggers a broad reflection on life, so much
so that some describe this process following
seroconversion as a blessing. 

Another philosopher whose work is of
great significance to existentialism is Mar-
tin Heidegger. One of his central concerns
is the nature of “Dasein,” roughly translated
from German as “being in the world.” This
concept suggests that the essence of being
human is to relate: to self, to others, and to
the wider world of things and values. 

Heidegger also introduces the notions of
“authenticity” and “inauthenticity,” which
many interpret as a dichotomous view of
good and bad, or healthy and unhealthy. In
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fact, Heidegger sees authenticity and inau-
thenticity as inevitable human responses.4

Authenticity includes a recognition of our
ultimate “being-towards-death” and other
limitations, for example, in terms of HIV, ill-
ness, embodiment, and stigma. Inauthentic-
ity, a response to the anxiety of these realiza-
tions, is marked by a resignation to conven-
tion, conformity, and duty to what a person
imagines other people expect of him or her.5

While Heidegger’s work implies that we
benefit from the authentic stance of knowing
our capacities, it also recognizes that this is
difficult. Inevitably, life leads to the failure to
be open to events and to ourselves; at those
times people revert to inauthenticity, to
something akin to Sartre’s bad faith. The
capacity for inauthenticity or bad faith, how-
ever, is simply an aspect of being. People nat-
urally find themselves being carried along by
consensus. In the context of HIV, for example,
many would not question the potential value
of taking medication, however, taking medi-
cation because everyone says you should
indicates inauthenticity. Taking medication
because it is personally meaningful is an indi-
cation of authenticity. 

Undertaking Psychotherapy 
Existential-phenomenological psy-

chotherapy is a philosophical approach to
therapy rather than a technique, per se. It
concerns itself with the ways an individual
negotiates, or fails to negotiate, the givens
of existence—death, anxiety, meaningless-
ness, isolation, choice, responsibility—and
how interpretations of these aspects shape
an individual’s sense of him or herself and
the world. As such, existential psychother-
apy conceives of all forms of human
dilemma and suffering as problems that are
fundamentally about “being in the world.” 

When people, life, and therapy are under-
stood from the perspective of the client’s
frame of reference, the therapeutic encounter
can be an invitation for the client to confront
and clarify the meanings of his or her anxi-
ety, rather than attempt to reduce or elimi-
nate them. Indeed, to attempt to “cure” peo-
ple of anxiety would involve curing them of
life itself.5 The existential-phenomenological
therapeutic process assists the client in mak-
ing explicit those beliefs and assumptions
that have remained implicit and unacknowl-
edged in the development and maintenance
of their difficulties.6,7

This, of course, means that therapy places
less stress on objective truth and more on the
client’s individual meanings. The approach is
skeptical of notions of disorder and pathol-
ogy, using terms such as “dilemma” and “diffi-
culty” in order to characterize the struggles

that people experience without ascribing a
psychiatric or psychological foundation or
diagnosis. Therapy attends to the struggle
within the client’s life and the ways in which
his or her sense of self or living has become
confusing, distressing, or fragmented. 

In order to facilitate the exploration of
existence, the existential-phenomenological
method derives from three basic principles
that are flexibly applied.2,8 “Epoche” refers 
to a setting aside of the therapist’s initial
assumptions about the therapeutic en-
counter. For example, the therapist accepts
that he or she does not know how a particu-
lar client understands health and may set
aside the process of correcting inaccurate
medical knowledge in favor, at least initially,
of understanding the ways in which the
client’s beliefs may facilitate a sense of self
or way of understanding the world.

Second, employing “description,” the
therapist prioritizes the direct relationship
clients have with their experiences by facili-
tating the client’s narrative of experiences
and beliefs. In doing so, the process focuses,
at least temporarily, on the raw experiential
data of the body and emotion to uncover
meaning. Third, “horizontalization” discour-
ages ranking the elements of a client’s story,
enabling therapists to perceive, at least ini-
tially, each element as having equal value.2

Conclusion
For many people, the dilemmas raised 

by living with HIV or avoiding infection cut
to the core of their beings. Existential-phe-
nomenological therapy offers a way of
approaching the therapeutic dialogue that
directly addresses the philosophical and psy-
chological questions of the meaning of being
alive and the subjectivity of experience. Exis-
tential therapy may not be right for every
client, but it is a particularly useful for those
who are uncomfortable with the labeling and
compartmentalizing of a medical approach
and who seek to understand themselves in
light of the social context that HIV creates.
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Spiritual Therapy for Substance Users
Marcotte D, Margolin A, Avants K. Addressing the
spiritual needs of a drug user living with human
immunodeficiency virus: A case study. Journal of
Alternative and Complementary Medicine. 2003;
9(1): 169–175. (Yale University.)

A structured spiritual component of
substance abuse treatment can increase 
a person’s feelings of hope and sense of
control over his or her life, according to a
case study detailing Spiritual Self-Schema
Therapy, a spiritual approach to recovery. 

The goal of Spiritual Self-Schema Ther-
apy (3-S) is to achieve a shift from a nega-
tive, defeated sense of self to one that is
positive and hopeful. This seven-treatment
therapy process focuses on acknowledging
the distinctions between the “addict” self—
characterized by despair, injection drug
use, and high-risk HIV-related behaviors—
and the “spiritual” self—characterized by
honesty, hope, responsibility, and self-
care. By identifying these two “selves,” the
subject can begin to empower him or her-
self by making conscious choices about
which “self” he or she wants to become.

Upon beginning 3-S therapy, subjects
assess the degree to which they thought,
felt, and behaved like the addict or the spiri-
tual self during the preceding week. They
then engage in techniques to activate the

spiritual self and deactivate the addict
self. For example, participants main-
tain a daily log in which they record
events, feelings, and thoughts that
have contributed to their current sense
of self. Subjects also use visualization
strategies to strengthen the spiritual
self and to manage drug cravings.

“Pauline,” a White, 37-year-old wo-
man, had an 18-year history of injec-
tion cocaine and heroin use. Upon the
beginning of treatment, Pauline des-
cribed herself as a disaffected, non-
practicing Catholic. Spirituality had
recently emerged as an important
factor in her life, but she was unclear
where to turn for spiritual guidance.

Pauline first listed attributes of
each “self,” then participated in ther-
apy sessions focused on strategies
to deactivate the addict self and to
activate the spiritual self. Pauline
engaged in a variety of spiritual

activities, including journal writing,
prayers of petition, and participation in
Roman Catholic traditions, thereby rein-
forcing a personal sense of spirituality.

These processes served to increase
Pauline’s desire to change and to realize the
shift from her addict self to her spiritual
self. Prior to treatment, Pauline viewed the
addict self as the inevitable outcome; fol-
lowing therapy, she felt a sense of control
over which self she chose to express. Upon
the end of treatment, Pauline had experi-
enced four weeks of sobriety and described
new feelings of hope and strength. Addi-
tionally, Pauline had increased her sense 
of self-awareness, had begun to resolve
past regrets, was more attentive to her
health, and was better able to focus on the
needs of others as well as herself.

Religion and Risk in African American Girls
McCree DH, Wingood GM, DiClemente R, et al.
Religiosity and risky sexual behavior in African-
American adolescent females. Journal of Adolescent
Health. 2003; 33(1): 2–8. (Emory University; and
University of Alabama.)

Female African American adolescents
with higher levels of religiosity report
engaging in fewer sexual risk behaviors
than less religious subjects, according to a
large study in the southern United States. 

Between December 1996 and April 1999,
researchers screened female adolescents
who attended medical clinics, health depart-
ment clinics, and school health classes to
determine eligibility for an STD/HIV preven-
tion trial. Subjects had to be between the
ages of 14 and 18, and had to have willingly
had vaginal intercourse with a male partner
at least once in the prior six months. Of the
1,130 subjects screened, 522 met eligibility
criteria and chose to participate in the study.
Subjects completed self-administered ques-
tionnaires and participated in structured
one-on-one interviews on sexual behaviors
led by a female African American facilitator.

Researchers determined level of religiosity
based on participants’ answers to questions
about how often they attended religious or
spiritual services, prayed or meditated, dis-
cussed religious or spiritual concerns with
others, and talked with religious or spiritual
leaders. Participants also reported informa-
tion about their sexual histories, including
the age they first willingly had sex, fre-
quency of sexual communication, condom
use, self-efficacy, attitudes about condoms,
and their ability to refuse unsafe sex.

Compared to subjects with lower religios-
ity scores, subjects with higher religiosity
scores were 2.3 times more likely to have
higher self-efficacy to communicate with new
partners about sex; 2.5 times more likely to
have communicated with their partners
about sexually transmitted disease, HIV, and
pregnancy prevention; and 2.1 times more
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likely to have higher self-efficacy to refuse 
an unsafe sexual encounter. Subjects with
greater religious involvement also had more
positive attitudes toward condom use, and
were 1.5 times more likely to have initiated
sex at a later age than less religious subjects.

Religiousness in Long-Term Survivors
Ironson G, Solomon G, Balbin EG, et al. The Ironson-
Woods spirituality/religiousness index is associated
with long survival, health behaviors, less distress, 
and low cortisol in people with HIV/AIDS. Annals of
Behavioral Medicine. 2002; 24(1): 34–48. (University
of Miami; University of California, Los Angeles; and
National Institute for Healthcare Research.)

Spirituality and religiousness are asso-
ciated with long-term survival among peo-
ple with AIDS, according to a Miami study.

Researchers compared 79 subjects clas-
sified as long-term survivors of AIDS with
200 subjects defined as the HIV-positive
comparison group. They used the Centers
for Disease Control and Prevention defini-
tion of long-term survival: surviving twice
the median survival time expected for peo-
ple with CDC-defined AIDS. Among the par-
ticipants in this group, those who used HIV
antiviral therapy had to have waited at
least four years past an opportunistic infec-
tion or neoplasm before starting treatment.
Subjects in the comparison group had to
have CD4+ counts between 150 and 500 at
the beginning of the study and could not
ever have had an opportunistic infection.

There were no significant differences bet-
ween the two samples in terms of gender or
ethnicity. The samples were approximately
75 percent male, 25 percent female, 33 per-
cent African American, and slightly less than
33 percent each White and Latino. The long-
term survivor group was significantly older:
the average long-term survivor subject was
40 years old, compared to 38 for compari-
son subjects. Long-term survivors also had
significantly more education, were more
likely to be on disability and less likely to 
be working full-time, and had lower income
than comparison subjects.

Among both samples, 50 percent of sub-
jects were infected through homosexual sex,
33 percent by heterosexual sex, and five per-
cent through injection drug use. Acquisition
by injection drug use was underrepresented
because the participation criteria excluded
subjects with present substance dependence
or use in the prior month.

Participants filled out questionnaires
about both public and private religious-
ness and spirituality, psychosocial issues
such as hopelessness and social support,
and behaviors such as safe sex, cigarette
use, alcohol consumption, and medication

adherence. Subjects also provided urine
samples to measure cortisol levels as an
indication of physiological distress.

Roughly 50 percent of the overall sample
identified as spiritual but not religious; 33
percent identified as both spiritual and reli-
gious; 8 percent identified as religious but
not spiritual; and 10 percent identified as
neither. Long-term survivors were signifi-
cantly more likely to have indicated a greater
sense of peace, faith in God, religious behav-
ior, and a compassionate view of others.
Long-term survival was positively associated
with frequency of prayer and negatively
associated with judgmental attitude. Higher
levels of religiousness and spirituality were
also significantly correlated with less dis-
tress, more hope, greater social support,
more health-related behaviors, more acts of
helping others, and lower cortisol levels.

Despite these associations, it is necessary
to question whether people who are more
spiritual or religious are more likely to be-
come long-term survivors or whether people
become more spiritual or religious when
they get sick. Twenty-two of the comparison
subjects—who initially had not had any past
opportunistic infections—developed an in-
fection over the course of the four-year
study. There was no significant change in
spirituality or religiousness in any of these
subjects from initial assessment to the final
assessment, indicating that it is unlikely
that higher levels of spirituality or religious-
ness among long-term subjects were due to
changes in participants after they got sick.

Next Issue
Over the past 10 years, several studies

have found a robust relationship between
sexual compulsivity and HIV-related risk.
In the July issue of FOCUS, Frederick
Muench, MA, former Project Director of
the Assessment and Psychopharmacolog-
ical Treatment of Sexual Compulsivity in
MSM study at Mount Sinai School of
Medicine, and  Jeffrey T. Parsons, PhD,
Associate Professor of Psychology at Hunter
College in New York and Co-Director of the
Center for HIV/AIDS Educational Studies
and Training (CHEST), define sexual com-
pulsivity, its assessment, and treatment,
and its relationship to HIV transmission. 

Also in the July issue, Lisa Loeb, MPH,
Research Manager at the UCSF AIDS Health
Project, reviews the literature on the cor-
relations between impotence medica-
tions such as Viagra and HIV-related risk.
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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!
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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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