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Brief Psychotherapy and 
HIV Disease 
John Devine, PhD 

Over the past few years, as more people 
have engaged in therapy and as insurers 
have placed limits on mental health cover
age, "brief" or "time-limited" psychotherapy 
has gained appeal. In response to HIV
related concerns, time-limited therapy is 
emerging as a cost-effective means of help
ing clients deal with the concrete concerns 
raised by illness. This article reviews the 
history of time-limited therapies and 
describes two current approaches. 

The decision to embark on either a 
time-limited or an open-ended-that is, 
ongoing-therapy is a crucial considera
tion at the beginning of the therapeutic 
relationship. An open-ended approach can 
be helpful for clients who have limited 
social support, who want or need ongoing 
connections to provide support, or who 
do not have specific limitations on time or 
money. Many clients, however, feel unable 
to commit to the process of ongoing ther
apy and feel more comfortable with an 
engagement that has a perceptible begin
ning, middle, and end. 

Brief psychotherapy may also be more 
suitable for clients with well-defined goals. 
For clients with HIV disease, specific issues 
may include modifying life goals, adjusting 
to progression of illness, and bereavement. 
Longer-term approaches may be more 
appropriate for less well-defined goals, to 
respond to chronic personality disorders, 
to alter character structure, or to provide 
ongoing supportive treatment. 

For clients with life-threatening illness 
in brief treatment, particular meanings 
related to mortality arise as a result of 
having specified time limits and termina-

tion dates. The therapist's role is to help 
clients acknowledge and understand 
thoughts and feelings associated with 
these structural aspects of brief psycho
therapy. 

Historical references to short-term 
approaches in analytic therapy appear in 
the writings of Sandor Ferenczi and Otto 
Rank 1 (1925) and Franz Alexander2 (1946). 
These theorists recommended a more 
active stance on the part of the therapist 
and proposed advantages in setting finite 
limits on the number of sessions. These 
advantages included a more rapid emer
gence of transference and countertrans
ference issues and a heightened motiva
tion on the client's part to work actively in 
the treatment. 

In the 1960's and 1970's James Mann,3 
Peter Sifneos,4 and Habib Davanloo,5 
working independently, developed brief 
therapy models that varied conSiderably 
in terms of type of client treated but 
shared a reliance on certain key features. 
Among these features were: the therapist's 
assumption of an active and optimistic 
stance; the relatively rapid assessment of 
the client's problems with an emphasis on 
the "here and now"-specifically, a focus 
on current problems in psychosocial func
tioning rather than on the slower emer
gence of historical content; the develop
ment of an interpersonal focus, providing 
an identifiable foundation on which treat
ment is grounded; prompt intervention; 
and a heightened focus and need to 
address termination issues throughout 
treatment. 

Current "third generation" models of 
brief therapy include "time-limited 
dynamic psychotherapy," developed by 
Hans Strupp and Jeffrey Binder,6 and 
"short-term dynamic therapy" of stress 
response syndrome developed by Mardi 
Horowitz'? Both approaches have specific 
applications to clients with HIV disease. 



Editorial: A life Examined viding emotional support to 
people with HIV disease have 
little choice but to consider 
cheaper alternatives. The sacri
fice may be the resolution of 
deeper issues that HIV disease 
forces to the surface. But the 
gain may be that the most acute 
concerns get effective and imme
diate attention. 

Robert Marks, Editor 

Freud said, a life unexamined 
is not worth living. Perhaps a 
little extreme, but psychotherapy 
can provide a route to self
knowledge that may be particu
larly valuable for those who are 
facing life-threatening illness 
or who know people who are 
dying. 

As a venue for exploring how 
we've withdrawn from signifi
cant relationships in the past, 
therapy enables us to make 
choices about how we might do 
so in the future. In the process, 
therapy provides support and 
resolution for the crises kindled 
by the epidemic: the isolation, 
the despair, the feeling of being 
overwhelmed. Short-term psy
chotherapy and support groups 
are approaches particularly well
suited to examining and 
responding to these concerns. 

In this issue of FOCUS, John 
Devine describes the history of 
short-term therapy and its appli
cation to HIV disease. He demon
strates how two brief therapy 

approaches-one which explores 
maladaptive interpersonal pat
terns, the other which focuses on 
the trauma raised by crisis-can 
respond to issues of death and 
dying, dependency and autono
my, self-denigration and worth
lessness, the cycle of intrusion 
and denial that shadows the lives 
of HIV-infected people. Louis 
Piccarello defines the role of 
group psychotherapy as a method 
to reduce isolation, create sup
port systems, and reflect com
mon solutions to the practical 
challenges of HIV disease. 

Managed Care 
These articles suggest that not 

only may these techniques be as 
effective for selected clients as 
long-term individual psychother
apy, they are almost certainly 
more economical. At a time 
when insurers redefine appro
priate treatment as being less 
treatment and as government 
underfunds mental health care, 
practitioners and agencies pro-

Where in-depth analysis might 
fail to move treatment forward 
in the 20 sessions an insurer 
may allow, brief psychotherapy 
may offer a client tools to respond 
to the immediate crisis in 12 
sessions and enable him or her 
to return for follow-up six months 
later. In the intervening time, a 
volunteer-facilitated group- like 
Louis Piccarello's- can provide 
crucial emotional and practical 
support in dealing with ongoing 
challenges. 

It is important to note- even 
in the new world of managed 
care- that while brief and group 
psychotherapies have advan
tages, they cannot completely 
replace long-term, individual 
psychotherapy. Ultimately, deci
sions about technique must be 
based on therapeutic need and 
not on economic considerations. 

Time-limited Dynamic Psychotherapy lating data and observations that describes 
the "salient pattern of interpersonal roles 
in which clients unconsciously cast them
selves, the complementary roles in which 
they cast others, and the maladaptive 
interaction sequences, self defeating 
expectations and negative self appraisal 
that result ... "7 The dynamic focus pro
vides a "blueprint for therapy" and helps 
define the goals of treatment as well as 
anticipates problems that will occur with
in the therapeutic relationship. Unlike 
therapists using longer-term models of 
treatment, the brief psychotherapist more 
actively makes interpretations- which are 
limited in scope to the specific dynamic 
focus-diverges more often from thera
peutic neutrality, and emphasizes the 
time-limited nature of therapy, thereby 
accelerating its pace and urgency. 
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Time-limited dynamic psychotherapy is 
based upon psychoanalytic, psychody
namic, object relations, and systems 
approaches. It allows for the examination 
of "cyclical maladaptive interactional 
patterns" within a 15- to 20-session for
mat. It posits that while maladaptive ways 
of relating to others are typically learned 
in childhood, they are maintained in the 
present through relations with significant 
others and can cause symptoms of anxiety 
and depression. 

In treatment, the client will "uncon
sciously press for reenactment of their 
dysfunctional style with the therapist."6 
The therapist's goal is to provide a correc
tive emotional experience by not respond
ing in anticipated ways, thereby imparting 
to the client a new affective and cognitive 
understanding of the maladaptive pattern. 
As in long-term psychodynamic therapy, 
the therapist is guided by the "dynamic 
focus," a method of organizing and formu -

Interpersonal conflicts offer an ideal 
focus for time-limited dynamic psychother
apy for clients with HIV disease. These may 
include worsening preexisting difficulties 
in social interactions, fragmented interper-



sonal relationships, and social isolation 
resulting from HIV-related stress. 

People with HIV disease without previous 
mental health difficulties can experience 

interpersonal 
conflicts due to 

The brief psychotherapist 
more actively makes 

interpretations, diverges 
more often from 

therapeutic neutrality, 
and emphasizes the time 

limited nature of therapy, 
thereby accelerating its 

pace and urgency. 

the loss of auton
omy and the need 
to become increas
ingly dependent 
on others. By 
examining con
flicts concerning 
dependency, 
expressed to the 
client via the 
dynamic focus, 
the client can be 
helped to relin
quish firmly held 
views about the 
need for absolute 
self-sufficiency. 
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Alternatively, 
clients with pre

existing character traits of passivity and 
dependence, which may worsen in the con
text of HIV disease, can be helped to devel
op a more active stance towards themselves 
and their treatment. 

Time-limited dynamic psychotherapy is 
also effective in mediating the emotional 
reactions and interpersonal disturbances 
that may result from experiencing HIV 
infection as a "narcissistic injury." Clients 
may come to view themselves in relation 
to their uninfected peers as flawed, imper
fect, and undeserving of health, medical 
treatment, or meaningful relationships. 
This self-denigrating view can result from 
gUilt regarding drug use behavior or 
"internalized homophobia," or may relate 
to core feelings of worthlessness and 
shame in clients with narcissistic charac
ter disturbances. This process may also 
arise in clients without characterological 
disturbances as a reaction to a loss of self
esteem through physical and possibly 
mental deterioration. Time-limited dynam
ic psychotherapy in this situation can 
eliminate these self-denigrating views and 
help the client restore a healthy narcissis
tic investment in themselves and their 
lives. 

Tom: HIV Reinforces Feelings of Inferiority 

Tom is a 35-year old single gay man 
who requests "a few sessions" to help him 
deal with symptoms of mild depression 
and anxiety. He tested HIV antibody posi
tive one year ago and initially felt guilt 
and self-blame. During the year, he has 

remained physically asymptomatic but 
has become increasingly isolated from his 
friends and family. He feels unable to 
enter into relationships and has stopped 
dating due to his wish not to "burden 
anyone" with his condition. 

Tom is a freelance graphic artist and 
has grown concerned about his ability to 
successfully embark on new projects. He 
describes occasional insomnia but denies 
using drugs or alcohol or having any con
sistent symptoms of major depression. 
Tom was raised by emotionally distant 
parents who readily expressed their disap
pointment in him. He has had several 
significant relationships with men in his 
adult life, which he believes ended be
cause he was "not interesting enough." 

Tom's therapist initially works to define a 
dynamic focus that will guide the therapy. He 
does this by actively listening to the material 
discussed by Tom in the first few sessions, 
and, in contrast to an open-ended therapy, 
relies less on a wealth of historical detail and 
more on Tom's description of current prob
lems. The therapist notes recurring patterns 
of interpersonal conflict and compares them 
to ways in which these patterns recur within 
the therapeutic relationship. In this case, the 
focus centers on how infection reinforces 
Tom's long-standing feelings of inferiority 
and expectations of rejection. These atti
tudes become manifest in transference: Tom 
feels that he is taking up "valuable time" and 
that he does not deserve the fifteen sessions 
proposed by the therapist. 

The therapist works to reveal how Tom's 
self-denigrating views are affecting cur
rent interpersonal interactions, including 
those in the therapy. He helps Tom under
stand his current feelings in light of his 
past relationships, while providing sup
port to enhance feelings of self worth. 

Short-Term Dynamic Therapy 

Another model of brief psychotherapy 
that has specific application to clients 
with HIV disease is the short-term dynam
ic therapy of stress response syndromes 
developed by Horowitz'? Following a 
traumatic event- for example, rape or 
combat exposure- clients experience 
dramatic shifts in previously held views 
of themselves and the world (schema), 
and changes in "states of mind," all mani
fested by painful feelings and dysfunc
tional behaviors. Subsequent to the trauma, 
there can occur undermodulated-denial, 
emotional numbing-and overmodulat
ed-intrusive ruminations-states of 
mind. Adjustment difficulties arise due to 
a failure to integrate the meaning of the 
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traumatic event into a variety of self-held 
schema. 

The goal of the twelve-session model is, 
"To help the patient complete the cycle of 
ideational and emotional responses to a 
stress event, thereby diminishing the 
severity and frequency of intrusion-denial 
phases as well as facilitating integration 
of the meaning of the traumatic event into 
the patients view of themselves and their 
world."7 Horowitz underscores the need to 
acknowledge contributions of the client's 
personality style to the persistence of 
maladaptive coping. 

In contrast to the Strupp model, therapy 
focuses more on intrapsychic processes 
than interpersonal difficulties. In addi
tion, this model de-emphasizes transfer
ence-countertransference patterns and 
concentrates on understanding the client's 
characteristic defensive style. 

Applications of this model of treatment 
follow from the conceptualization of HIV 
illness as a series of potentially devastat
ing stressors. The initial response to being 
seropositive, development of severe and 
debilitating medical illness, losses incurred 
in areas of work and relationships, and 
the immediacy of one's mortality may all 
contribute to a stress response syndrome. 
Feelings of being overwhelmed and anx
ious, alternating with periods of affective 
disengagement and denial correspond 
with stress response phases and can inter
fere with the client's ability to cope and 
live a meaningful life. 

By helping clients modify preexisting 
schema, therapists using the short-term 
dynamic approach can aid clients in mod
ulating dysfunctional patterns arising 
from HIV-related stressors. This modifica
tion in turn allows a functional integration 
of initial and later HIV-related stressors. 

Blanca: Denial and Overwhelming Emotion 

Blanca is a 30-year old divorced mother 
referred for psychotherapy to treat severe 

anxiety and insomnia, which had devel
oped over the preceding month. She has 
been seropositive for several years but 
has had only mild physical symptoms 
until being diagnosed with Kaposi's sarco
ma four weeks ago. 

Blanca feels "overwhelmed," anxious, 
and afraid that she will have further phys
ical illness and will be unable to care for 
her lO-year old son. Prior to her AIDS 
diagnosis she"has tried "not to think" 
about her illness and has been inconsis
tent in terms of medical care. She has 
been reluctant to tell her family about her 
HIV disease for fear that they will ostra
cize her, and in general has felt isolated. 

Her therapist identifies elements of a 
stress response syndrome in Blanca's 
alternating between denying her illness 
and feeling overwhelmed and incapacitat
ed by it. Therapy initially focuses on 
containing these overmodulated emotion
al responses. It subsequently focuses on 
the psychological meanings of Blanca's 
illness in terms of her perceptions of 
herself and her world, particularly with 
respect to her family. Through therapy, 
Blanca is able to integrate her illness 
within her life, and as a result, is able to 
be more open with her family, which in 
turn provides her with support. 

Conclusion 

As the epidemic moves into the second 
decade there is a continuing need to iden
tify and refine forms of psychotherapeutic 
intervention in order to better help clients 
cope with illness. Along with this evolu
tion in technique, it remains essential that 
providers maintain the ability to convey 
personal qualities of compassion, caring, 
and positive regard. Despite the difficul
ties, frustrations, and sadness, helping 
those who are struggling to cope with HIV 
disease can be among the most gratifying 
and exhilarating of our endeavors as psy
chotherapists. 
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Volunteer-Led HIV Support Groups 
Louis Piccarello 

Support groups have been crucial for 
many people dealing with the emotional 
devastation of HIV disease. Groups facili
tated by non-professional volunteers- who 
have been trained and are supervised by 
mental health professionals- provide an 
effective, economical way for individuals 

to share experiences and 
relieve the sense of isolation 

The greatest fear 
of all facilitators 

that so often accompanies 
this illness. For the past 
three years I have been a 
volunteer facilitator of sup
port groups for HIV-infected 
men. Joining such a group 
was a critical step in my own 
life after testing antibody 
positive over five years ago. 

is sHence. 
Experience has 
taught me that 
silence is not a 

cause for panic or 
a sign of failure. 

Program Goals and Structure 
Creating a safe environ

ment for discussing the 
myriad emotions surround
ing HIV infection is the 
primary objective of the 
support group. Within that 
context, the group empow

ers individuals to take an active role in 
their health care management, promotes 
integration of HIV disease into daily life, 
and provides a forum for the exchange of 
valuable treatment information. 

Groups follow a common format and set 
of ground rules. Meetings start and end 
exactly on time, lasting one-and-a-half or 
two hours. They begin with brief announce
ments and a check-in. 

The majority of the time is spent dis
cussing issues agreed upon by the group. 
Medical treatment and patient-physician 
relationships are popular topics during the 
early stages of group development. These 

discussions sometimes encourage members 
to challenge medical advice about which 
they have misgivings or to change physi
cians when their needs are not being satis
fied. Other topics include: sex versus inti
macy, negotiating safer sex, grief and loss, 
how to get what you need from friends, 
family, and partners, coping with depres
sion, and setting specific and realistic goals. 
Meetings end with a brief wrap-up, including 
feedback, planning for the next meeting, 
and, sometimes, a non-verbal activity. 

Ground rules are simple: attend consis
tently, be on time, never attend under the 
influence of non-prescribed drugs or alco
hol, avoid physical or verbal violence, do 
not interrupt or carryon side conversa
tions, allow everyone equal time, inform 
the group of a decision to drop out, and 
never disclose the identity of someone in 
the group without prior consent. 

Volunteer facilitators ensure that mem
bers observe grdund rules, encourage 
active participation by all members, keep 
the group focused, manage the transition 
from one issue to another, mediate con
flicts, carefully listen and observe non
verbal behavior, summarize related ideas, 
and intervene if the group does not func
tion effectively. As ongoing groups 
become more cohesive, members them
selves assume many of these roles. 

Challenges and Rewards 
The challenges of group facilitation 

often provide the greatest rewards and the 
most valuable lessons. Facilitators must be 
able to convey a sense of caring and sincer
ity, while maintaining a high sense of neu
trality. Self-disclosure of the facilitator's 
own HIV infection status is not prohibited, 
but I initially feared that to do so would 
encourage the group to treat me as another 
member. I discovered, however, that disclo
sure allowed me to present myself as a role 
model of someone dealing with HIV disease 
in an active and realistic way. Effective 

Land H, ed. AIDS: A Complete Guide to 
Psychosocial Interventions. Milwaukee, 
WI: Family Service America, Inc., 1992. 

Robbins A. The Psychoaesthetic Experi
ence: An Approach to Depth-Oriented 
Treatment. New York: Human Sciences, 
1989. 

Tallmer M, Clason C, Lampke RF, et al. 
HIV Positive: Perspectives on Couunsel
ing. Philadelphia: The Charles Press, 
1991 . 

Contacts 
John Devine, MD, San Francisco Veterans 
Administration Hospital, Mail Code 
116C, 4150 Clement Street, San 
Francisco, CA 94121,415-221 -4810, 
ext. 3109. 

Shelby RD. If a Partner Has AIDS: Guide 
to Clinical Intervention for Relation
ships in Crisis. New York: Harrington 
Park Press, 1992. 

Valentine L, Bigner Jj, Cook AS. Assess
ment of the interpersonal themes in 
therapy of a person with AIDS. Journal 
of Family Psychotherapy. 1992; 3(2): 
71-86. 

Winiarski, MG. AIDS-Related Psychother
apy. New York: Pergamon Press, 1991. 

David Silven, PhD, UCSF AIDS Health 
Project, Box 0884, San Francisco, CA 
94143 -0884,415 -476-6441. 

See also references cited in articles in this issue. 

iii FOCUS _""tlW'. 



Authors 
Louis}. Piccarello is a 
volunteer group facili
tator at the UCSF AIDS 
Health Project. He dis
covered he was anti
body positive in 1989 
and developed AIDS in 
December 1992. He is 
not a professionally 
trained counselor. 

m FOCUS ."'fliPPI_ 

facilitators, however, do not use the group 
to work on personal problems. 

Neither is it appropriate for facilitators 
to offer medical advice. When a partici
pant makes a specific recommendation, 
the facilitator should encourage discus
sion of alternative views and provide 
appropriate referral information. Facilita
tors must be especially sensitive to minor
ity points of view-for example, perspec
tives on alternative therapies to balance 
an emphasis on Western interventions
and foster an atmosphere of mutual 
respect for all approaches. 

The greatest fear of all facilitators is 
silence. Experience has taught me that 
silence is not a cause for panic or a sign of 
failure. Quiet times may indicate that 
members are reflecting on the discussion 
or organizing their thoughts. At some 
point, however, the facilitator must decide 
when and how to break the silence. A 
simple observation, like "I notice that some 
of you seem kind of quiet this evening," is 
generally more effective than trying, as I 
did when first confronted with silence, to 
fill the gap yourself. 

Another challenge involves deciding when 
and how much time to focus on one person's 
problem. During check-in, for example, a 
member may state that he has noticed a first 
KS lesion. In advanced groups, one or more 
members will suggest that the group devote 
some time to their friend's turmoil. After 
ensuring that this is acceptable to the group, 
the facilitator can broaden discussion by 
inviting members to talk about how they 
would feel in similar circumstances. 

Although focusing on one person's 
problem is acceptable and important, it is 
not a good idea to let the discussion occu
py the entire meeting. Focusing on one 
person is problematic only when it repre
sents a repeated attempt to get attention 
and dominate discussion. In such a case, 
if no one in the group names this concern, 
I mention that the group is spending a lot 
of time on one person, and ask how that 
makes members feel and what they would 
like to see happen. All group dynamics, 
good or bad, must be discussed openly 
and with everyone's participation. 

Occasionally, an entire meeting will be 
flat or stale. This, too, is all right, provided 
that it does not happen repeatedly. It is 
natural to feel frustrated and ineffective 
after a difficult meeting. After such a meet
ing, follow-up with my supervisor has pro
vided reassurance and encouragement. 
When the group next meets, I tell them my 
feelings about the previous week and ask 
for comments. Generally, members acknowl-

edge that something was "off," but they are 
also quick to take responsibility them
selves. When the subsequent meeting goes 
well-I have not experienced two flat meet
ings in a row-my energy and enthusiasm 
are greatly restored. 

After a few great months, there is a ten
dency for the group to lose focus. This mani
fests in a number of ways: the group does 
not settle down at the appointed starting 
time, check-in begins to take more than the 
allotted time, the level of cross-talk increas
es, and discussions are more scattered. It 
may seem that all the important issues have 
been covered, yet the group wants to contin
ue meeting. While this does not mean that 
the support group format is no longer ade
quate, the group needs to evaluate how to 
proceed: add new members, meet less often, 
attend community forums together, hold 
periodic social evenings, or continue as a 
social group without the facilitator. 

Dealing with the deteriorating health or 
death of a member presents the most 
painful challenge for the facilitator and the 
group. When someone is declining and 
depressed, it is difficult to provide hope 
without being unrealistic. I try to get that 
person to focus on those activities or inter
ests that give him pleasure. I also try to 
find out what he wants from the other 
group members in terms of emotional 
support. The death of a group member has 
profound effects on the group, and it may 
take weeks for members to reach closure. 

Conclusion 
As a person with AIDS, watching some

one deteriorate and die generates a painful 
awareness of my own vulnerability. I believe, 
however, that active confrontation of reality 
is the most healthy emotional response. 
My volunteer experiences have helped me 
accept my own struggle with AIDS and have 
been a powerful source of healing. 
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Recent Reports 

Cohesion and Group Therapy 
Tunnell G. Complications in group psychotherapy 
with AIDS patients. International Journal of Group 
Psychotherapy. 1991; 41 (4): 481-498. (New York 
University.) 

Three HIV-related factors-short life 
expectancy, unpredictable course of ill
ness, and social stigma-pose powerful 
threats to cohesion among members of 
support groups and threaten a facilitator's 
ability to remain objective, according to 
an analysis of group therapy for HIV
infected clients. The analysis also acknowl
edges the usefulness of Erikson's stage 
theory in dealing with conflictual issues 
related to life-threatening illness: for 
example, dependency, trust, acceptance, 
and integrity versus despair. 

To properly conduct groups, counselors 
should be able to accurately interpret 
group reactions to these three factors. 
First, initially, groups may not confront 
the issue of death even though all mem
bers are threatened by it. Instead the 
group may coalesce around the fact that 
members have the same diagnosis and the 

A "here-and-now" 
framework helps 

interrupt depressive 
rumination by 

placing depression 
in the context of 

present problems 
and solutions. 

practical issues that arise 
from HIV-related treat
ments. Counselors should 
not interpret avoidance 
of discussions of death as 
denial, as it takes groups 
time to build the trust 
and express the compas
sion necessary to discuss 
such concerns. 

At some point, death 
will touch the group and 
require a therapeutic 
response. If the response 
is not appropriate, mem
bers may withhold emo
tional involvement in 
order to avoid grief, begin 
missing sessions, or pre
maturely terminate. Ther-

apists need to acknowledge the difficulty 
of mourning, discuss this difficulty, and 
be sensitive to unexpressed anger among 
members. 

Second, unpredictable course of illness 
may induce anxiety among members about 
their own and other members' health and 
lead to irregular group attendance. As a 
result, members may attach far more im
portance to the therapist than is customary 
in groups. Immediately lending support to 
members can cause dependency on coun-

selors and apathy toward other group 
members. This can undermine the purpose 
of group therapy: being accepted and sup
ported by peers and providing acceptance 
and support to them. 

Therapists should encourage members to 
express their feelings in order to normalize, 
validate, and contain them. They should 
avoid intervening directly in response to 
members' anxiety and should suggest that 
members help and support one another. 
When the group does not function in this 
way, therapists should lead a discussion 
about why this is not happening. 

Third, in a group of people who have 
internalized societal stigma, members 
may unwittingly distance themselves from 
others in the group through projective 
identification. A member may become a 
"container of self-hatred," inducing other 
members to -support that individual's 
feelings of unworthiness and, at the 
same time, validating their own feelings 
of unacceptability. 

In response, encouraging expression of 
shame-related feelings and providing 
unconditional acceptance is important. 
But therapists should not rely simply on 
their own expressions of empathy and 
acceptance, they should also encourage 
these responses from group members 
since such feelings are more therapeutic 
when offered from peers. 

These three factors intensify the emo
tions not only of group members, but also 
of therapists, causing them to lose objec
tivity despite training that routinely enables 
them to distance themselves. HIV-related 
emotions in particular evoke feelings of 
inadequacy and helplessness in group 
therapy situations. The result is that ther
apists rush to help group members, com
municating that members are inadequate 
and that the therapist cannot bear listen
ing to what the patient is saying. As with 
other countertransferential reactions, 
therapists should discuss their feelings 
with other therapists. 

Short-Term Interpersonal Psychotherapy 
Markowitz JC, Klerman GL, Perry SW. Interpersonal 
psychotherapy of depressed HIV-positive outpa
tients. Hospital and Community Psychiatry. 1992; 
43(9): 885-890. (Cornell University) 

A pilot study of seropositive, depressed 
adults, found that interpersonal therapy 
helps patients reframe internal mood 
states as realistic interpersonal problems 
that can be identified, and mobilizes cop
ing strategies to solve them. Of 23 sub
jects, 20 (87 percent) recovered from 
depression after a mean of 16 sessions. 
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Therapists diagnosed depression by 
combining their clinical impressions with 
their patients' subjective assessments and 
Hamilton Depression Rating Scale scores. 
All subjects met criteria for non-psychotic 
major depression or dysthymia and all 
were seropositive. Most subjects were 
asymptomatic. Two-thirds were White, and 
four-fifths were men. 

Interpersonal therapy, a focused, short
term psychotherapy, defines depressive 
symptoms in terms of interpersonal diffi
culties. Five aspects of interpersonal 
therapy are useful for treatment of sero
positive clients. First, psychoeducation 
about the sick role helps instill hope and 
reduce anxiety by suggesting that both 
psychological and physical dysfunction 
are partly due to treatable psychiatric 
illness. Second, a "here-and-now" frame 
work helps interrupt depressive rumina
tion by placing depression in the context 
of present problems and solutions. 

Third, formulating problems from an 
interpersonal perspective allows patients 
to focus on relationships that may con
tribute to depression. Fourth, exploring 
options for changing dysfunctional behav
ior patterns challenges the depressive 
inclination toward resignation and instead 
works toward active implementation of 
change. Finally, interpersonal therapy 
enables therapists to gain confidence 
from a systematic approach to problem 
formulation and treatment. 

Psychoanalysis with Dying Patients 
Sadowy D. Is there a ro le for the psychoanalytic 
psychotherapist with a patient dying of AIDS? 
Psychoanalytic Review. 1991; 78(2) : 199-207. 

A psychotherapist demonstrates, in her 
discussion of therapy with a dying client, 
her ability to use a psychoanalytic stance 
to respond to a female patient dying of 
AIDS. In doing so, she reviews her client's 
background, her client's year-long treat
ment while her client was dying, and three 
issues that seem to contradict a psychoan
alytiC presence. 

Treatment of "Dee," the client, who 
recommenced therapy after learning she 
had AIDS, raised three issues in particular: 
omnipotent transference fantasies in the 
face of helplessness, the overwhelming 
external reality of AIDS, and the mind
boggling ambivalence of dying while living. 

The transference that Dee's therapist 
had a magical cure and the countertrans
ference that the therapist was omnipotent 
initially supported Dee's helplessness. By 
acknowledging their feelings of helpless
ness, the therapist and Dee became less 

helpless and Dee was able to access other 
resources and to make choices for herself. 

An analytical approach to infantile fan
tasies was valid even when the external 
situation closely matched internal con
flicts and beliefs. For example, while HIV 
disease is contagious, Dee's fantasy that 
everyone would be afraid of her was ana
lyzed in terms of her own poisonous, 
angry feelings irrespective of the infec
tious disease process. While HIV is sexual
ly transmitted, Dee's fantasy that she was 
being punished because of earlier sexual 
behavior was analyzed as her own guilt 
for infantile sexual wishes and fears. 

Finally, it was difficult to deal with the 
paradox that Dee's body was dying while 
her creative life continued. Dee ignored 
her body's needs because she denied its 
demise. She was able to seek treatment 
when reminded by her therapist that her 
body was unreliable. Most of the time, 
however, Dee helped her therapist differ
entiate the spiritual from the physical 
value of life, and without verbal or phYSi
cal response, communicated that being 
connected to her therapist was helpful. 

Next Month 
It is impossible to say how many 

artists are HIV-infected, but it might 
be said that the creative impulse is 
likely to emerge among people facing 
life-threatening illnesses. In the July 
issue of FOCUS, Eric Maisel, PhD, a 
Concord, California therapist who 
works with people in the arts, exam
ines the reciprocal relationship 
between HIV disease and the creative 
process. He characterizes the psycho
logical challenges for artists and how 
these relate to the philosophy of art, 
and discusses the implications of 
these findings for therapy. Finally, he 
suggests how these concepts might be 
applied to creative clients who do not 
primarily identify as artists. 

Also in the July issue, David 
Schuldbe r g, PhD, Professor of 
Psychology at the University of 
Montana in Missoula, discusses the 
connections among creativity, depres
sion, and antidepressant medication, 
To what extent do antidepressants 
diminish the creative impulse, and 
how do therapists treating people with 
life-threatening illnesses help their 
creative clients decide whether or not 
to use antidepressants? 
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