
More than half the people living with 
HIV in the United States are men who have 
sex with men. While the general consensus 
is that most people who know they are HIV-
positive are careful to avoid transmitting 
the virus, some seropositive individuals 
continue to report unprotected anal sex 
with partners of unknown serostatus.1,2 

Narrative therapy provides an alterna-
tive framework from which to explore new 
approaches to HIV prevention for HIV-posi-
tive people.3,4 Narrative therapy is based in 
the constructivist perspective that people’s 
lives are shaped by the meanings they 
ascribe to their experiences—not by the 
experiences themselves. According to narra-
tive therapy practitioners, reality is created 
as an individual tells and retells his or her 
story or “narrative.”4 In counseling, through 
a process described as “re-authoring,” cli-
ents actively revise the meaning of previous 
events in their lives, suggesting a relation-
ship between the rewriting of the narrative 
and the process of behavior change. 

Narrative therapy is the basis for the 
Seroconversion Narratives for AIDS Preven-
tion (SNAP) study, a qualitative investigation 
of HIV-positive participants’ understandings 
of their seroconversion events. This article 
describes SNAP’s most compelling findings.

An HIV-positive individual’s understand-
ing of how and why he or she was infected 
could have an impact on how that person 
chooses to protect or not to protect sexual 
and needle sharing partners. This link bet-
ween an individual’s personal theory about 
HIV infection and subsequent behavior is 
supported by several studies in which 
researchers found that attributions of 
blame for infection,5 and attributions of 
responsibility for protection,6 were both 

associated with HIV transmission risk 
behavior among men living with HIV. 

Given this connection, the modification 
of a seroconversion narrative (a person’s 
story about how he or she believes that he 
or she was infected with HIV) through spe-
cific counseling approaches may help reduce 
behavior that risks HIV transmission. A 
counseling intervention based on narrative 
therapy might involve collaborating with 
a client to author and then review and “re-
author” his or her narrative toward a more 
empowered perspective and to develop a 
more balanced and self-affirming set of attri-
butions to explain the seroconversion event. 

The SNAP Study 
The purpose of the SNAP study was to elicit 

seropositive gay and bisexual men’s stories 
about how they believed they came to be 
HIV-infected. This pilot study sought to learn 
if respondents could produce a detailed and 
coherent narrative even if this event occurred 
years before, if there were identifiable themes 
across the narratives, and if the individual, 
interpersonal, and structural attributions in 
these narratives were related to an individu-
al’s current HIV transmission risk. The goal 
was both to contribute to the development 
of innovative counseling interventions and 
to provide information about the contexts in 
which HIV infections are currently occurring. 

To be eligible for the study, participants 
had to be male, identify as gay or bisexual, 
be over 18 years of age, and be interviewed 
in English. The average age of study partici-
pants was 34 years, with a range of 19 to 44 
years. Of the 28 men, 39 percent described 
themselves as White, 36 percent as African 
American, 14 percent as Latino, 7 percent as 
Native American, and 4 percent as Asian or 
Pacific Islander. 

To minimize differences among interviews 
based on memory loss and on changes in 
the HIV treatment and prevention environ-
ment over time, researchers recruited men 
who believed they had been infected with 
HIV during the prior two years, acknowl-
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edging that some of these men would have 
been tested and diagnosed very recently. In 
the final sample, 60 percent reported being 
infected for less than two years, and 82 per-
cent for less than three years. 

The SNAP interview focused on two major 
areas: the seroconversion narrative and 
current prevention practices. Every inter-
view began with the question, “Tell me the 
story about how it happened that you were 
infected with HIV.” After the respondent had 
the opportunity to recount the story of his 
seroconversion without interruption, the 
interviewer probed, as necessary, for details 
about work, relationships, drug use, and 
other contextual factors that existed at the 
time the respondent believed he was infected. 
Further interview questions addressed the 
participant’s life after seroconversion, includ-
ing current attitudes and behaviors related 
to preventing HIV transmission. Interviews 
lasted up to two hours and researchers 
gave participants a $50.00 cash incentive. 

Data analysis involved three steps. First, 
to understand the overall content of the 
interviews, the research team identified 
themes that emerged across the interviews. 
Second, the team focused specifically on the 
seroconversion narratives and labeled each 
one with a narrative type that described the 
nature of each story. These types emerged 
over repeated readings and discussions 
about each narrative. Third, the team iden-
tified post-seroconversion prevention prac-
tices across the interviews and noted the 
presence or absence of a pledge to protect 
others from HIV infection. Final analyses 
focused on the relationship among narra-
tive types, prevention practices, and vari-
ous demographic and contextual variables. 

The Seroconversion Narratives
The team found first that a diverse group 

of gay and bisexual men recently infected 
with HIV were willing to participate in in-
depth interviews regarding seroconversion 
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Perhaps the most basic instru-
ment in the therapy toolbox is a 
client’s story. All clients tell sto-
ries, but counselors use these nar-
ratives in different ways depend-
ing on their therapeutic approach.

One sure approach, narrative 
therapy, emphasizes the way a 
person describes his or her feel-
ings and experiences, because, 
as Olga Grinstead states in this 
issue of FOCUS, “people’s lives 
are shaped by the meanings they 
ascribe to their experiences, not 
by the experiences themselves.” 
Both articles in this issue discuss 
applications of narrative therapy 
theory to HIV counseling. 

Grinstead examines “serocon-
version narratives,” the words 
an HIV-positive person uses to 
describe the incident during which 
he or she might have contracted 
HIV, to help understand the fac-
tors that most influence trans-
mission and the ways in which 
people think about these factors. 
While Grinstead’s article focuses 
primarily on the use of narratives 

to conduct research, she believes 
that understanding the process of 
narratives may lead to counseling 
approaches that could increase 
a person’s capacity to prevent 
transmission. Further, Grinstead 
believes that the presentation of 
narratives at public forums can 
promote a healthy discussion of 
HIV prevention challenges.

Allan Peterkin describes another 
application of narrative therapy: 
a therapeutic writing group for 
people with HIV. He, too, suggests 
that writing may bring out a deeper 
truth about the way a person con-
structs his or her reality, but he 
emphasizes the interactive and cre-
ative process of expressing a narra-
tive when it unfolds in a therapeu-
tic writing group and the capacity 
of this process to help people cope.  

Both articles suggest that the 
words and concepts people use 
to recount their experiences may 
have benefit beyond the obvious 
meanings of these events, and both 
end up emphasizing the potency 
of sharing narratives in group set-

tings. For Grinstead, it is in the pre-
sentation of the narratives them-
selves, and the discussion that fol-
lows, that is profound: one person’s 
expression becomes a doorway into 
introspection and discovery for 
everyone. For Peterkin, it was this 
process of presentation, too, plus 
the creative give and take among 
group members and between each 
group member and his story. 

I am skeptical about romanticiz-
ing the past, but was there a time 
when people routinely sat around 
the hearth or in community halls 
and told stories? Has that occasion 
disappeared? Maybe it exists at 
poetry slams or at some commu-
nity or religious gatherings. Maybe 
the resurgence of professional 
storytelling over the past 20 years 
has infiltrated our collective con-
sciousness. But I suspect that for 
many of us, there are other occu-
pations that seem more attractive. 

Fortunately, we don’t have to rem-
edy the situation for everyone. What 
Grinstead and Peterkin suggest 
is that the stories and the telling 
might be powerful enough in small 
communities of people concerned 
about HIV to help both providers 
and clients confront the challenges 
of living with and preventing HIV.  

Editorial: Telling Tales 
Robert Marks, Editor



and that nearly all of the men could produce 
a coherent narrative rich in contextual detail. 

While the sample included 
a few men who injected 
drugs, almost all men 
related sexual seroconver-
sion events. The following 
three narratives illustrate 
the range of stories:

I first got infected in 
2001. It was me and my 
ex-lover . . . . I had tried 
to visit his brother and 
his brother wasn’t there. 
And he just happened to 
come over too . . . . and 
we were just sitting there 
talking and everything. 
We went to talking about 
our past relationship 
and everything and 
we still cared for each 
other. And we ended up 
kissing, and once we 
started kissing we ended 
up in the bed. . . . That 
was actually the day 
that I became positive. 
Then come to find out 
he’s messing with this 

other guy. . . . He infected my ex-
lover and my ex-lover infected me. 

I hooked up with this guy and we basi-
cally, like, had unprotected sex. I had met 
him on a chat line. . . . And I remember 
giving him the condoms, and I think I put 
it on. But I think it either broke or he took 
it off or something like that. . . . I think I 
told him to put on the condom and I think 
he expressed that he didn’t like to wear 
them. I think he, like, assured me that he 
didn’t have any STDs and that he doesn’t 
have anything. . . . I was, I think, 16 at the 
time, so I kind of went along with him, or 
something. . . . 

I’m in recovery now but at the time I 
was using crack cocaine. I lost my job and 
I lost my will to live and my resources and 
started engaging in risky behavior. . . . and 
then I started actually prostituting and 
shoplifting. There was a man and he was 
paying me to have sex. . . . [H]e asked if he 
could fuck me. . . . Then he wanted to do 
it without a condom and I said no at first. 
And he said he would give me $50.00 more, 
and he did fuck me without a condom.

Narrative Themes and Types
As demonstrated by these examples of 

narratives, most interviews included mul-
tiple themes. Some of these themes—such 
as the role of substance use and sexual 
communication—were consistent with 
previously reported predictors of HIV sero-
conversion among gay and bisexual men.7,8 
Many respondents reported extreme isola-

tion and the use of drugs and alcohol to 
cope with difficult feelings. 

Other themes were unexpected. For 
example, some respondents reported 
travel or other geographical displacement 
or a significant loss immediately preced-
ing the seroconversion event. Participants 
also communicated themes of resilience 
and coping, including spiritual awaken-
ing, family support, and volunteerism. 

The six most common themes, in order 
of frequency, were: drug and alcohol use; 
loss; disclosure and sexual communica-
tion; assumptions; responsibility; and 
resilience/coping. It is notable that most 
respondents had taken steps to reduce 
their risk of becoming infected, using a 
wide range of rules and guidelines, but 
each interview represents an instance 
when a strategy had failed. 

The majority of narratives required 
more than one seroconversion narrative 
type to accurately describe them. The most 
common type was substance use (16 nar-
ratives). Among the other most frequently 
coded types were: consistent risk taker 
(nine narratives); displacement (nine nar-
ratives); assumption about partner (six 
narratives); loss/depression (five narra-
tives); and misinformation about partner 
(four narratives). Narrative types coded in 
three or fewer interviews were: hot/horny; 
internet; sex worker; abuse/trauma; failed 
algorithm; freak accident; love/romance; 
misinformation about HIV; and naïve boy. 

Some of the types that emerged were sim-
ply descriptive. Others require some defini-
tion. “Failed algorithm” describes a story in 
which the respondent was exercising a con-
sistent and previously successful HIV preven-
tion plan, for example, having only oral sex, 
that, in this instance, failed to protect him. 

“Freak accident” describes a story in which 
a series of rare or improbable events led to 
the respondent being exposed to HIV, for 
instance, the case of a respondent who was 
traveling and engaged with a casual partner 
who bit his penis. “Assumption” describes 
a story in which the respondent made an 
erroneous assumption, generally about the 
partner’s serostatus, in contrast to “misinfor-
mation about HIV” in which the respondent 
received untrue information about, for exam-
ple, his partner’s risk behavior or serostatus. 

Post-Seroconversion Prevention Responses
Respondents reported using multiple post-

seroconversion prevention strategies, chang-
ing these strategies over time, and using 
different strategies in different contexts. 
For example, several men reported initially 
choosing celibacy out of fear of transmitting 
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Seroconversion 
narratives embodied 

expected themes 
such as isolation 

or the use of drugs 
and alcohol and 

unexpected themes 
such as geographical 

displacement or 
significant loss.



HIV to others, and later returning to sexual 
activity with specific risk reduction inten-
tions. Others reported a period of unpro-
tected sexual activity followed by celibacy 
as a period of reflection or during the early 
stages of alcohol or drug recovery. 

As with narrative themes, most interviews 
included more than one prevention strategy. 
Among these strategies were: condom use 
(14 narratives); celibacy (seven narratives); 
disclosure (seven narratives); strategic selec-
tion of specific sexual practices (six narra-
tives); partner selection (five narratives); 
reducing the number of sexual partners 
(four narratives); reducing drug/alcohol use 
(four narratives); no strategy (four narra-
tives); using clean needles (three narratives); 
and stabilizing life (one narrative). Twelve 
of the narratives (44 percent) mentioned a 
pledge or intention to avoid transmission.

This pilot study did not uncover a clear 
and consistent relationship between narrative 
types and post-seroconversion prevention 
strategies. This may have been due to limited 
sample size, limitations of the survey guide, 
or the complexity of characterizing both nar-
rative types and current prevention practices. 
Some trends, however, may be useful in con-
sidering future counseling interventions. 

First, there were several cases in which 
respondents whose seroconversion narratives 
involved improbable or unlikely events—for 
example, being infected through oral sex 
—later chose celibacy as their prevention 
strategy. Is it possible that men who felt they 
had become infected by what they perceived 
to be a random event were less likely to risk 
any sexual involvement? Could these men be 
counseled to better understand the mechan-
ics of preventing HIV infection and to reduce 
their anxiety about accidental transmission? 

Second, it appeared that men who had 
been infected for longer periods of time were 
more likely than those who had been infected 
for shorter periods of time to express a 
pledge or clear intention to protect partners 
from HIV infection. Is it possible that there 
is a process over time for people with HIV 
whereby prevention strategies become clearer, 

more intentional, and more effective? Could 
this knowledge and experience be harnessed 
to assist the newly diagnosed in developing 
effective prevention strategies?

Third, of the men who reported having 
no plan to prevent HIV transmission, all had 
been coded as the “consistent risk taker” nar-
rative type. However, there were other con-
sistent risk takers who did have prevention 
plans. Could this information be useful in tai-
loring prevention counseling to address the 
needs of those most likely to transmit HIV?

Implications and Recommendations
The study findings clearly support the 

often stated need for accessible drug and 
alcohol treatment and for interventions that 
address loss, isolation, and sexual commu-
nication. But it was what happened after the 
study was completed that suggested a pow-
erful and unexpected intervention. 

In order to disseminate the study find-
ings and involve community stakeholders in 
further analysis and recommendations, the 
researchers developed a presentation for pro-
viders. Audiences consistently indicated that 
the experience of hearing the seroconversion 
narratives was, in itself, an intervention. The 
presentation stimulated emotionally charged 
discussions about the nature of HIV transmis-
sion and prevention in the gay community. 

The effect was particularly striking in audi-
ences comprised primarily of gay men, who 
noted the lack of opportunities for specific 
discussion of HIV prevention failures. Audi-
ence members recommended seroconversion 
narrative readings as part of provider, volun-
teer, and board member training and, when 
followed by a facilitated discussion, as a 
prevention intervention for community mem-
bers. They suggested that this intervention 
would increase awareness of prevention chal-
lenges and promote discussion and support 
for both HIV-positive and HIV-negative men. 

Narratives retain the power and immediacy 
of seroconversion events. Their collection, 
analysis, and dissemination can help provid-
ers understand the factors that contribute 
to and might prevent new HIV infections. 
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Human beings use stories to invent them-
selves, to connect with others, and to navi-
gate challenges in their lives. Among people 

with HIV, an unfolding challenge 
—an unfolding story—over the 
past few years has been the 
successes of HIV antiviral treat-
ments and the conception of 
HIV as a “chronic illness.” Ads 
for these new drugs have shown 
muscular men climbing moun-
tains, representing a new, grate-
ful, action-oriented “survivor 
narrative” to describe living 
with HIV. Yet many people had 
other, unresolved stories they 
needed to tell—“old stories” of 
loss, stigma and frustration—
stories they have increasingly 
felt discouraged from telling.

Writing has been used as a 
therapeutic tool for many years 
and offers a way of helping 
people tell these stories and 
understand their significance. 
Research has shown it to be 

helpful in a number of clinical popula-
tions including people living with HIV.1,2,3

At Mount Sinai Hospital in Toronto, clini-
cians applied narrative theory to develop a 
new form of therapeutic writing called Nar-
rative Competence Psychotherapy, around 
which they structured a therapeutic group. 
This article reviews the literature on thera-
peutic writing and outlines its evolution 
into narrative competence psychotherapy 
and its utility as a group approach.

Therapeutic Writing and Narrative Competence
The evolution of narrative competence 

psychotherapy was deeply rooted in the 
growing literature on therapeutic writing. 

James Pennebaker’s pioneering study devel-
oped a key protocol that has been replicated 
in many other studies.1 Pennebaker had 
invented a writing instruction to write non-
stop for 15 minutes on each of four consecu-
tive days. In Pennebaker’s study and the off-
shoot studies that followed, the writing task, 
which incorporated a stress-based or emo-
tionally charged narrative, could be linked 
to a wide range of health benefits. Among 
these were: increased Epstein Barr virus anti-
body concentrations, decreased clinic visits, 
decreased depression scores, and psychoso-
cial benefits such as higher grades or quicker 
re-hire times among the newly unemployed. 
Most recently, an Australian study using the 
Pennebaker Protocol among people with HIV 
demonstrated rises in CD4+ cell counts in 
individuals writing on emotional topics.2 

Perhaps the most compelling example of 
specific health effects linked to a writing task 
found that writing about stressful events 
reduced symptoms of patients living with 
rheumatoid arthritis and asthma.3 Smyth 
also published a meta-analysis of all writing 
studies up to 1990 and documented three 
trends that proved instrumental in the for-
mation of the group therapy model based at 
Mount Sinai.4 First, men appeared to experi-
ence greater health benefits than women, 
significant because 90 percent of patients 
at the Mount Sinai Clinic were men. Second, 
writing about recent trauma appeared to be 
more beneficial than writing about historical 
trauma, which would allow clinic participants 
to address new, as well as old, stressors. 
Third, writing over time conferred a larger 
benefit than short-term writing instructions. 

Narrative competence psychotherapy 
is a “two-pronged” clinical intervention: 
participants write personal, narratively 
competent stories and then share these 
narratives in a group over time. Narra-
tive competence, as operationally defined, 
means that a story is coherently organized 
and has a beginning, middle, and end; it 
can be understood by a listener or reader; 
and it incorporates the author’s feelings 
or stance and insights about an incident. 
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Narrative Competence Psychotherapy 
for People with HIV
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Committing a 
story to the page 

externalizes a 
client’s thoughts: 
“Some things are 

easier to write 
and read on  

the page than  
to say.” 



This two-pronged approach also pro-
vides support and feedback regarding a 
participant’s written expression, making it 
a hybrid between a writing workshop and 
a psychotherapy group. Group support had 
been a long-proven, community-accepted 
intervention for people living with HIV.5 The 
idea of a working group, however, estab-
lishes a shared task for members, empha-
sizing a creative act, rather than interper-
sonal processing, conflict resolution, or 
improving communication styles. Com-
ments, disputes, and questions that emerge 
in a narrative competence group would be 
resolutely re-directed to the narrative: that 
is, what made this story powerful, pain-
ful, resonant, contentious, or disturbing?

Group Membership and Process
Selection criteria for the narrative 

competence psychotherapy group were 
relatively simple. Individuals had to be 
HIV-positive and had to express an inter-
est in writing, whether or not they had had 
experience writing before. They had to be 
able to attend regularly—barring any new 
illnesses—and to be willing to share and 
receive feedback about personal stories 
read each week. This prerequisite also 
implied the capacity to hear stories that 
might deal candidly with sexuality and 
all its expressions as well as stories deal-
ing with death, loss, abuse, and stigma. 

The only exclusion criteria were acute 
suicidality or psychosis or a personality 
style inconsistent with respectful sharing or 
receiving constructive feedback. The capac-
ity to frame and contain personal concerns 
while doing the work of the group, that is, 
reflecting on a story was also important. 

Each week, the group facilitator instructed 
members to write for about 45 minutes on 
one of the suggested “launch pad” topics. 
The prompts were deliberately broad and 
lent themselves to HIV-related or non-HIV-
related content. Topic examples included 

“write about a gift” or “write about a good-
bye,” but clients could also choose their own 
topic. Members could write either at home 
or in the group room, which was opened 
one hour before the weekly group time. 

The facilitator invited two volunteers 
to read a piece. All stories were confiden-
tial within the group. Readers refrained 
from replying to specific feedback until 
the group had asked questions and shared 
their response to the work. Facilitators 
coached participants on how to give feed-
back, to encourage safety and respect 
within the group. Among the other instruc-
tions were: do not assume that the reader 
was the narrator in order to allow the teller 

some distance from his piece; begin dis-
cussion with emphasis on the strengths of 
the narrative and disclosure of personal, 
emotional responses to the story; then, 
consider suggestions for potential edits to 
make the writing clearer or more emotion-
ally resonant; and suggest creative pos-
sibilities for the author, detailing where 
the writer might go next with the story. 

After receiving feedback, the author 
could clarify the incident or emotional state 
that informed the piece or comment on 
specific choices made in the writing pro-
cess. Authors could also re-read, at a later 
date, a story they had re-worked in order 
to get further feedback from the group.

Reaching Beyond other Psychotherapy Models
According to John McLeod, narrative work 

is different from psychotherapy.6 Writing 
is a universal skill in literate populations 
and is, by definition, a non-medical act that 
can be self-initiated at no cost. Even sto-
ries fleshed out in psychotherapy tend to 
emphasize problems, conflicts, or points of 
being “stuck,” while written narratives that 
are not prompted by a “problem agenda” are 

“opened wide” and can celebrate pleasure, 
beauty, or an emerging sense of mastery. 

Likewise, stories told with others in mind 
tend to be clearer than journal entries, the 
form of writing most often used in thera-
peutic contexts. Stories are more crafted 
than journal entries and allow for playful 
experimentation with voice, character devel-
opment, and metaphor. The storyteller can 
also re-discover multiple selves. For example, 
for many in the narrative competence group, 
writing was an opportunity to honor the 
pre-AIDS self alongside the self as patient. 

Any story can have multiple interpretations 
and can counter prevailing sexual or cultural 
consensus narratives about what life with HIV 
might mean. Individual group members were 
often surprised by the interpretations mem-
bers gave their stories, suggesting that there 
is “always a story underneath a story” and 
that most accounts have more than one pos-
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Comments and Submissions 
We invite readers to send letters 

responding to articles published in FOCUS 
or dealing with current AIDS research and 
counseling issues. We also encourage read-
ers to submit article proposals. Send cor-
respondence to rmarks@itsa.ucsf.edu or 
to Editor, FOCUS, UCSF AIDS Health Project, 
Box 0884, San Francisco, CA 94143-0884.



sible meaning. Due to the supportive nature 
of the group, members could revisit a piece, 
edit it, and retell it, all the while flagging 

emotional blocks, clichés, or 
missing pieces of informa-
tion. Receiving feedback on 
whether the story “worked” 
or not as a piece of writing 
also challenged the author 
to confront what really hap-
pened, and express this real-
ity, so that the story could be 
more fully comprehensible. 

Many of these elements 
are, of course, incorporated 
into the telling of stories 
in all forms of individual 
psychotherapy. But the nar-
rative competence psycho-
therapy model offers the 
possibility of more detail 
than the thought record of 
cognitive-behavioral therapy, 
and obliges more shape 
than the free-associated, 
often fragmented, ongoing 
storytelling of insight-ori-
ented psychotherapy or 
psychoanalysis. Committing 
the story to the page also 
provides a sense of mas-
tery and satisfaction and 

enables an externalization of thoughts. As 
one member put it, “Some things are easier 
to write and read on the page than to say.” 

Writing also encourages meta-cognition 
or “an observing ego.” The authorial narra-
tor may offer more insight than the author 
could have achieved without having crafted 
the incident into a meaningful account. 
Finally, and particularly pertinent to indi-
viduals with a life-threatening disease, writ-
ten stories live on as a testimony, elegy, or 
historical record, and can be shared with 
friends, families and communities. 

A Narrative of Loss
The following excerpt is from a narrative 

written by CRB, a Mount Sinai group mem-
ber, in the early days of the program. Enti-
tled “A Christmas List of Loss,” it uses the 
metaphor of stringing a decorative Christ-
mas tree garland as a way of remembering. 

It is 3:30 in the morning, the movie is 
long since over, the cat has been banished 
to the outside, my fingers are stained red 
with cranberry juice and quite possibly a 
little blood, and the shattered bits of infe-
rior popcorn lie strewn at my feet. The TV is 
playing a rebroadcast of an earlier Buffalo 
newscast and I am just too goddamned tired 
to find the remote to change the channel.

It occurs to me, in my now exhausted 
and fed-up state, that my assignment for 
group is to write about loss. So, sitting 
on the couch, I begin to string my decade-
worth of losses together as I complete the 
last, rather basically-patterned, strand. 
I have long since given up on intricate 
variations, it is now four cranberries, fol-
lowed by four pieces of popcorn, less if 
they happen to fall off in the stringing. I 
now no longer care about consistency.

And so I recite my Christmas rosary of woe.

I have lost the family that I never 
really had. I have lost the friends who 
couldn’t talk about AIDS, the ones who 
talked of nothing else and the ones who 
now talk to me only in my dreams.

I have lost in the trade-off of career ver-
sus care. I have lost the power of choice 
which came with the loss of a pay check.

I have lost my pride, because pride 
doesn’t serve me well in meetings with my 
social worker. I have lost the hope that I 
will ever have a home of my own. I have 
lost my unconditional awe for the medi-
cal profession. I have been told too many 
times, what is, and it hasn’t been. I have 
lost the partial use of my right eye, some 
weight, my fear of death, and a few toenails.

I have lost the heart to risk love, and 
this makes me heartsick. I had on one occa-
sion, lost my will to live, only to be told 
that I had simply lost my sanity. It found 
me sitting in the Wellesley psych-ward.

The last cranberry has been fished from 
the bag and gored into place. As I drape 
my Christmas project over the tree, I know 
that in all this loss there is one thing I have 
kept. I still believe there is a Santa Claus, 
and I know by the gifts he sends me from 
time to time, that I am on his nice-list.

Conclusion
According to an anonymous questionnaire, 

most writing group members have viewed 
the experience positively. Participants have 
appreciated the ways in which the group 
offers a “varied perspective” and requires 
them to “think [stories] through rather than 
tell them off the cuff like in therapy.” They 
also have felt empowered by the process of 
creating a final product that could be revis-
ited and modified and shared with friends 
and family or in other therapeutic contexts. 

For CRB, and clients like him, the process 
of discerning key metaphors, of thinking sto-
ries through, of making them coherent, and 
of then describing to fellow travelers what 
may be “easier to write and read than say” 
can create a foundation for emotional break-
through. In CRB’s case, writing out his litany 
of loss enabled him to contemplate a future 
while acknowledging a past so often defined 
by illness and bereavement.
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“It occurs to 
me, in my now 
exhausted state, 

that my assignment 
for group is to 

write about loss. 
So, sitting on the 
couch, I begin to 
string my decade-

worth of losses 
[along with] the 

last strand.” 



HIV Narratives of Substance Users
Mosack KE, Abbott M, Singer M, et al. If I didn’t have 
HIV, I’d be dead now: Illness narratives of drug users 
living with HIV/AIDS. Qualitative Health Research. 
2005; 15(5): 586–605. (Medical College of Wiscon-
sin, Milwaukee; Institute for Community Research, 
Hartford; Hispanic Health Council, Hartford.)

Narratives elicited from HIV-positive drug 
users went beyond the experiences of loss to 
describe physical, psychological, and spiri-
tual benefits related to their HIV diagnoses.

Researchers conducted in-depth, semi-
structured interviews with 60 HIV-positive 
active heroin and cocaine users in Hartford, 
Connecticut in 1999 and 2000. The sample 
was 48 percent Puerto Rican and 45 percent 
African American. The average age was 41, 
and 68 percent of participants were male.

Researchers identified three frameworks 
for the narratives: a benefit orientation—the 
individual acknowledged ways HIV had 
directly or indirectly caused positive changes 
in physical, psychological, or spiritual life; 
a loss orientation—the individual focused 
on ways he or she had experienced physical 
or psychological hardship; and a status quo 
orientation—the individual viewed his or 
her HIV status with a sense of indifference.

Many benefit orientation narratives 
involved reports of better physical self-
care since an HIV diagnosis. Additionally, 
many participants viewed an HIV diagnosis 
as an opportunity to start over or to con-
nect with family members and friends. 

Loss orientation narratives commonly 
focused on physical symptoms of HIV. It 
is notable that most participants were sig-
nificantly more distressed by visible symp-
toms—especially those that might have 
marked them as having HIV—than by symp-
toms that caused more severe pain or by 
those with more serious health implications. 

Status quo orientation narratives were 
characterized by a calm resignation about 
HIV and the inevitability of death. This per-
spective may be the result of a social context 
in which poverty, drug use, and violence are 
often more immediate threats for these indi-
viduals than the risk of AIDS-related death. 

Seroconversion Narratives of Gay Men
Kippax S, Slavin S, Ellard J, et al. Seroconversion in 
context. AIDS Care. 2003; 15(6): 839–852. (Univer-
sity of New South Wales, Sydney.)

Themes of relationship, control, and risk 
management are prominent in the narratives 
of recently seroconverted men, according to 
an Australian study that collected descrip-

tions by 92 gay and bisexual men of the cir-
cumstances under which each seroconverted. 

From 1993 to 2001, researchers inter-
viewed 92 gay and bisexual men who had 
seroconverted within a year prior to interview. 
Subjects described the occasion on which 
they believed they were infected with HIV.

Fifty-eight percent of participants reported 
being in regular relationships during the sero-
conversion event. Of these men, 42 percent 
described their relationships as monogamous, 
and all of these men believed that they had 
been infected by their regular partner. Of the 
31 men in non-monogamous relationships, 55 
percent believed they were infected by their 
primary partner rather than a casual partner. 

Many participants who were in relation-
ships during the seroconversion event 
focused on themes of love, trust, intimacy, 
and a desire to satisfy a partner as reasons 
for the behaviors that led to their serocon-
version. Some men viewed sexual risk taking 
with their primary partners as a self-sacri-
ficing expression of love or intimacy. Other 
narratives focused on the issue of control. 
Many men discussed factors that led to a 
relinquishment of control, including drug 
or alcohol use, condom breakage or slip-
page, lust or passion, and sexual assault. 

The final theme researchers examined was 
risk management. This theme included strat-
egies that subjects considered “safe enough,” 
that is, strategies that implied a degree of 
knowledge about risk plus the capacity to 
make decisions in the light of this knowl-
edge, even if the knowledge led to the seem-
ingly irrational decision to risk HIV infection. 
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Next Issue
As many as half of the people with 

HIV in the United States are homeless or 
at imminent risk of homelessness, and 
HIV is more than three times as preva-
lent among homeless people than it is 
among people who are housed. In the 
March issue of FOCUS, Barry Zevin, MD, 
Medical Director of Tom Waddell Health 
Center in San Francisco, reviews the bio-
logical, psychosocial, and spiritual fac-
tors affecting homeless people with HIV. 

Also in the March issue, Michael 
Cooley, the Prevention with Positives 
Program Manager at the STOP AIDS Proj-
ect in San Francisco, recounts his own 
experience of homelessness, its roots 
and its relation to his own seroconver-
sion. He also suggests interventions 
that might have altered these events.
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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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