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ABSTRACT 

Research indicates that nearly half of all persons 

infected with HIV are substance abusers. Experts have 

called for chemical dependency treatment professionals to 

prepare to deal with infected clients in their programs. 

The purpose of this study was to develop a handbook to 

help addictions counselors prepare to work with clients 

diagnosed with HIV spectrum disease. 

The historical research method was used to develop the 

handbook. The outline for the handbook and the completed 

manuscript were each evaluated by a group of counselors 

working in the field of outpatient addictions treatment. 

The evaluations indicated that the handbook will be 

useful for substance abuse counselors. Changes suggested by 

the evaluators will be made prior to publication. 

Implications for further research and literature in this 

area were presented. 
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CHAPTER 1 

INTRODUCTION 

Acquired immune deficiency syndrome (AIDS) and human 

immunodeficiency virus (HIV), sometimes referred to 

collectively as HIV spectrum disease (HIVSD), has each been 

identified only since 1982 and 1983 respectively (Erickson, 

1991), yet have had an enormous impact on the nation. A 

recent article began by noting that AIDS "has become the 

nation's number one health and psychosocial crisis" 

(Hoffman, 1991, p. 467). Considering this, it seems safe to 

assume that counselors are seeing the epidemic face to face 

--in the form of clients sitting opposite them. Substance 

abuse counselors, in particular, deal with several of the 

populations at highest risk for the disease. These 

practitioners are very likely to need information and tools 

to assist in working with what are sure to be increasing 

numbers of infected clients on their caseloads. In a 1988 

article on the role of substance abuse counselors in the HIV 

crisis, Smith wrote: 

Now and in the immediate future, substance abuse 

professionals will play a major and expanding role in 

the AIDS epidemic, and it is crucial that chemical 

dependency programs study both individual and 

organizational guidelines so that they can be 
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implemented in a manner that is compatible with the 

treatment of addictive disease, which is itself a major 

public health problem. If treatment programs do not 

develop an AIDS and chemical dependency treatment and 

prevention component, chemical dependency treatment may 

be altered in such a way as to make it less effective. 

AIDS and chemical dependency is a multidimensional 

problem that requires a multidisciplinary response (p. 

193) . 

Definitions 

For the purpose of the thesis and the handbook, 

substance abuse and chemical dependency were terms used 

interchangeably with addiction. Addiction was defined as an 

illness resulting in "a complex, progressive behavior 

pattern having biological, psychological, sociological, and 

behavioral components" (Donovan, 1988, p. 6). These 

components include the need for higher doses of a substance 

over time to achieve satisfactory results (tolerance), 

physical and/or psychological dependence on a substance 

resulting in withdrawal if the substance is withheld, and 

continued use of a substance even when this results in 

negative consequences for the user (American Psychiatric 

Association, 1987) . 
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Substances, chemicals, and drugs were alternately used 

terms. They were all defined as psychoactive agents, 

materials that affect the central nervous system, causing 

changes in mood or perception. 

Counselors were defined as "helping professionals...who 

facilitate the exploration and resolution of issues and 

problems presented by a helpee or client" (Cormier & 

Cormier, 1991, p. 2). Substance abuse counselors, 

therefore, deal with the problems and issues surrounding 

counselees1 abuse of alcohol and other drugs. 

Substance abuse treatment was characterized as 

counseling focused on helping addicted persons to remain 

drug free and to recover from the effects of their substance 

abuse. Treatment programs are characterized as facilities 

that exist to assist substance abusers in dealing with 

issues contributing to and resulting from their addictions. 

HIV, or human immunodeficiency virus, was defined as a 

piece of genetic material that is transmitted from person to 

person by the exchange of body fluids, such as blood and 

semen (Winiarski, 1991). Once the virus is in the body, it 

becomes a permanent, multiplying fixture, and the body 

begins to produce organisms, called antibodies, to fight the 

virus. If a person tests positive for HIV antibodies, he or 

she is said to be infected, or seropositive. HIV attaches 

itself to particular cells of the immune system (CD-4 
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cells). The virus multiplies and destroys the cells, 

causing this system to break down, which is known as 

immunosupression. Once the immune system has broken down, 

it is unable to fight off even the most common of illnesses, 

and the body falls prey to a wide variety of infections and 

illnesses. 

AIDS, or acquired immune deficiency syndrome, was 

defined as infection with HIV, plus the presence of certain 

opportunistic infections specified by the Centers for 

Disease Control (Hoffman, 1991), as well as specifically low 

numbers of CD-4 cells (Carmichael, 1991). Persons with AIDS 

may present as asymptomatic, mildly symptomatic, or severely 

symptomatic, depending on their existing illnesses and on 

the effectiveness of the medical interventions used to 

combat their ailments. 

HIV spectrum disease was a term used to identify the 

range of symptoms and illnesses that occur between the onset 

of HIV infection and the terminal stage of AIDS. These 

symptoms and illnesses vary in severity and may occur alone 

or in combination with each other. They do not necessarily 

progress in any order (Winiarski, 1991). 

Epidemiology 

To better understand the nature of the problem facing 

counselors, it seems necessary to make a brief examination 
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of the general picture of Hiv spectrum disease in the United 

States and in Pima County, Arizona. As of April 1991, 

there were an estimated 1-1.5 million persons infected with 

HIV in the United States, with 174,900 cases of AIDS 

diagnosed and approximately 110,530 deaths attributed to the 

disease . At that time in Pima County, Arizona, there were 

an estimated 2,800 persons infected with HIV, with 273 cases 

of AIDS diagnosed and an approximate death toll of 200 

(Erickson, 1991). Women make up 30 percent of HIV cases 

(Hoffman, 1991) and seven percent of cases of AIDS in the 

U.S.. In Pima County, Arizona, women represent 6.5 percent 

of AIDS cases (Erickson, 1991) . Nationwide, African 

Americans and Hispanics have higher rates of HIV and AIDS 

than do Caucasians in proportion to their representation in 

the general population (American Medical Association, 1989). 

Twenty-two percent of diagnosed cases of AIDS 

nationwide were contracted through intravenous (IV) drug use 

(Hoffman, 1991). Intravenous drug use is the source of ten 

percent of HIV infections in Pima County, Arizona (Erickson, 

1991). Additionally, at least 48 percent of Americans 

diagnosed with AIDS have a history of substance abuse 

(Knapp-Duncan & Knapp-Duncan, 1989). Among heterosexual 

persons with AIDS, intravenous drug users (IVDUs) make up 

the majority --52 percent for women and 68 percent for men 

(Nichols, 1989). While homosexual and bisexual men account 
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for the majority of current cases, IVDUS and their sex 

partners and children represent an increasing proportion of 

all cases (American Medical Association, 1989). 

When looking at these figures, or others like them, it 

is important to remember that they are underestimated: more 

cases should be included than are identified. Cases are 

uncounted due to a combination of under reporting and under 

diagnosis. The latter is usually due to the strict criteria 

for AIDS set up by the Centers for Disease Control (CDC). 

In order to be counted as an AIDS case or fatality, a person 

must have one or more of certain illnesses or opportunistic 

infections specified by the CDC in addition to being 

diagnosed as HIV positive (HIV+). 

Cases due to IV drug abuse are thought to be 

underestimated as well due to the same problems. In one 

study conducted in New York City, researchers discovered 

that 2,520 addicts died of AIDS-related illnesses during the 

period between 1982 and 1986 in addition to the official 

toll of 1,197. Most of these deaths were attributed to 

illnesses that the CDC did not recognize as part of the 

criteria for AIDS (Fackelman, 1988). Moreover, no tracking 

seems to be done of cases infected by practices related to 

forms of substance abuse other than IV drug abuse, such as 

exchanging sex for drugs or engaging in unprotected sex with 

high-risk partners while under the influence of chemicals. 
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Finally, no estimates are made of the exponential 

numbers of affected persons in the family and social 

constellations of infected individuals. Family members, 

lovers, friends, and caregivers must adjust mentally, 

emotionally, financially, and sometimes physically to the 

challenge of dealing with a loved one who is diagnosed with 

an incurable, terminal, and stigmatized illness (Greif & 

Porembski, 1987). The stress of these adjustments exacts a 

toll on the physical and mental health of those close to the 

infected person (Williams & Stafford, 1991). 

Purpose 

The purpose of this thesis was to develop a handbook, 

entitled HIV Spectrum Disease: A Hanrthnnk for Substance 

Abuse Counselors. The handbook was designed for use in 

outpatient treatment centers by counselors whose clients are 

at high risk for HIV spectrum disease due to drug using 

practices or to sexual practices while drinking and/or 

drugging. The development of the handbook was motivated by 

an apparent lack of materials pertaining to addictions 

counselors working with clients who are diagnosed as HIV 

positive after beginning treatment for substance abuse. 

The handbook was intended to be a concise, easy to 

follow guide to information regarding the physical and 

mental aspects of HIV spectrum disease. It was constructed 
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to provide counseling strategies helpful in dealing with 

these aspects, as well as referral sources in the community 

for problems that staff members are uncomfortable with or 

unable to handle on site. HIV Spectrum Disease: A Handhnnk 

for Substance Abuse Counselors was written from the 

perspective of addiction as a disease, an underlying 

condition that must be treated if the second diagnosis of 

HIV/AIDS is to be addressed with any success. 

Summary 

Substance abuse counselors will be seeing an increase 

in counselees who are infected with HIV spectrum disease and 

therefore need to have the tools to deal appropriately, 

knowledgeably, and compassionately with them. Treating the 

disease of addiction will be the foundation for a holistic 

approach addressing the mental health needs of clients 

infected with HIVSD. Familiarity with aspects of HIV and 

AIDS will assure that counseling encompasses all of the 

needs of these counselees and ensures that their best 

interests are served. 
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CHAPTER 2 

REVIEW OF SUPPORTING LITERATURE 

Introduction 

This chapter presents the literature regarding 

substance abuse and substance abuse treatment and includes a 

survey of the material regarding HIV, AIDS, and counseling 

for these. The literature pertaining to counseling 

substance abusers who are diagnosed with HIV spectrum 

disease is also reviewed. 

Substance Abuse 

The American Psychiatric Association (1987) describes 

substance use disorders in terms of "symptoms and 

maladaptive behavioral changes associated with more or less 

regular use of psychoactive substances that affect the 

central nervous system" (p. 165). The Association 

categorizes disordered use as either dependence or abuse. 

Dependence includes symptoms such as tolerance, 

inability to control one's use of a substance, social, 

psychological, and physical problems related to the use of a 

substance, physical signs of withdrawal when intake of 

substance is curtailed, and others. Abuse is characterized 

as disordered substance use that does not fit the criteria 
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for dependence. Abuse produces symptoms such as continued 

use in the face of repeated negative consequences and/or 

recurrent use in situations where it is physically dangerous 

to do so. These symptoms are persistent over time. 

Wise (1988) defines addiction "as the compulsive self 

administration of drugs" (p. 119). He notes that in this 

model, the psychoactive effects of drugs act as positive 

reinforcers for the addict and the discomfort associated 

with withdrawal from drugs acts as negative reinforcement to 

continue use. The intensity of the sensations related to 

the positive reinforcement explains why it is difficult to 

easily treat addictions. 

A psychodynamic model of addiction (Frances & Miller, 

1991) infers that substance abuse is a form of defense 

mechanism against uncomfortable situations, behaviors, or 

tendencies. The model also views chemical abuse as a means 

of self-medicating, caring for oneself, and moderating one's 

emotions. 

A Twelve Step approach to addictions, stemming from the 

philosophies of Narcotics Anonymous and Alcoholics 

Anonymous, defines addiction as a progressive and incurable 

disease over which the addict has no control (Antze, 1977). 

Symptoms of the disease include obsession with substance 

use, compulsive use of chemicals, and lack of control over 

one's use of substances (Narcotics Anonymous, 1988). The 
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symptoms of active addiction may be alleviated by abstinence 

from chemical use. 

Recently, there is a trend towards integrating many of 

the theories of addiction and seeing it as a complex, 

multidimensional problem. This emerging model is referred 

to as biopsychosocial (Donovan, 1988). Factors considered 

in this model include biological tendencies towards 

addiction and the physical effects of drug use. 

Psychological factors that contribute to or result from 

substance abuse are taken into account, as are addicted 

persons' social relationships and environment. 

Substance Abuse Treatment 

"It is generally agreed that there is no single 

treatment of choice for drug dependence" (Gossop & Connell, 

1983, p. 100). Treatment for addictions is generally 

approached as a combination of modalities and techniques 

that will best suit the individual seeking help (Frances & 

Miller, 1991). Treatment is offered in both inpatient and 

outpatient settings, with both settings achieving similar 

results (Vallaint, 1988) 

Modalities of treatment include detoxification, 

rehabilitation, pharmacological therapies, residential 

therapeutic communities, and self-help groups (Alterman, 

O'Brien, & McLellan, 1991). Techniques used in the 
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treatment of substance abuse include individual and group 

counseling, psychoeducational groups, cognitive and 

behavioral approaches, expressive therapies, and family 

therapy (Frances & Miller, 1991). 

HIV and AIDS 

AIDS was first named in September 1982 (Erickson, 

1991). The process leading up to its identification began 

in July 1981 with a report in the CDC publication, Morbidity 

and Mortality Weekly Report, about symptoms common to men in 

California and New York who were suffering from two uncommon 

illnesses, Pneumocystis pneumonia and Kaposi's sarcoma 

(Kain, 1989). As time passed, the CDC referred to the 

illnesses as being seen in gay and bisexual men, and the 

syndrome became commonly known as gay-related immune 

deficiency (GRID) (Altman, 1986). 

Eventually, other illnesses related to the syndrome 

began to be observed, and the scope of the disease began to 

be recognized as extending beyond the community of gay and 

bisexual men. By 1983, research indicated that the source 

of the syndrome was viral, and after some debate over 

several apparent strains of the virus, the human 

immunodeficiency virus (HIV) was named (Gallo & Montagnier, 

1988). 
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HIV enters the body via infected body secretions that 

are exchanged during sex, IV drug use, blood transfusions, 

or between mothers and their fetuses or newborn children 

(D'Augelli, 1990). The virus encodes itself into the RNA of 

particular immune system cells, and when the cells are 

activated in response to a threat to the system, the virus 

multiplies and destroys the cells (Volberding & Cohen, 

1990). As HIV progresses, the immune system becomes 

crippled, paving the way for a series of opportunistic 

infections, infections that would not normally be 

accommodated by a healthy immune system (Winiarski, 1991). 

Counseling for HIV and AIDS 

Counseling concerns identified in working with HIV 

spectrum disease clients include education, substance abuse, 

neurological and mental health effects of AIDS-related 

illnesses, medical problems, emotional distress, crisis 

intervention, and need for social services (Macks, 1989) . 

Jennings (1988) noted that AIDS clients frequently 

experience shock, fear, denial, anger, sadness, guilt, and 

depression. 

Allers and Katrin (1988) proposed a psychosocial model 

for counseling clients infected with HIV spectrum disease. 

The model arranges counselee issues into five phases. These 

are "(a) overcoming the initial fear of the disease, (b) 
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redefining relationships, (c) modifying lifestyles, (d) 

reevaluating life's meaning, and (e) adjusting to the 

physical and social limitations brought on by the onset of 

one of the AIDS-opportunistic diseases" (p. 235) . The 

phases do not necessarily occur in order and may occur more 

than one at a time. 

Bor, Perry, and Miller (1989) devised a systems 

approach to HIV spectrum disease counseling. This requires 

that problems presented by counselees or their referrers be 

examined in terms of their context and be carefully defined 

and clarified. The counselor must react to changing 

perceptions of the problems and also identify persons that 

the problems affect. 

Another psychosocial counseling model for HIV and AIDS 

is outlined by Hoffman (1991). This model bases counseling 

responses on the characteristics of the infection and 

disease, the interpersonal and institutional support systems 

of clients, the situation surrounding the counselee's 

infection, and counselee traits. 

History of Literature Pertaining to 

HIV-infected Substance Abuse Counselees 

Substance abuse appears to be a primary factor in the 

spread of AIDS (Sorensen, Heitzman, & Guydish, 1990; Smith, 

1988). Use of mood-altering chemicals contributes to high 
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risk behaviors (Clark & Washburn, 1988) as well as 

suppresses the immune system's ability to fight off 

infection (Knapp-Duncan & Knapp-Duncan, 1989; MacGregor, 

1988; Smith, 1988). Chemically dependent persons are at 

increased risk for HIV infection due to environmental, 

behavioral, and health factors (Hoffman, 1991) and therefore 

HIV and AIDS will need to be addressed in treatment. 

Substance abuse treatment centers are in a unique 

position to intervene, educate, and counsel addicts 

regarding HIV and AIDS (Clark & Washburn, 1988). Guydish 

and Ekstrand (1989) note that treatment programs are also 

conduits for HIV and AIDS information to the communities 

surrounding the person in treatment. 

While gathering materials for the thesis and handbook, 

it seemed difficult to find a significant body of literature 

regarding counseling clients with HIV spectrum disease. The 

most useful information on general HIV/AIDS counseling was 

based on a psychosocial model of counseling (Hoffman, 1991; 

Allers & Katrin, 1988; Grant & Anns, 1988). This model 

recognizes the need to address factors included in a 

counselee's physical condition, environment, and social 

structure, as well as the individual's mental and emotional 

states. 

Literature that addressed the topic of working with HIV 

positive clients in substance abuse treatment was frequently 
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based on the concept of addiction as a disease (Tilleraas, 

1990; Knapp-Duncan & Knapp-Duncan, 1989; Smith, 1988; Faltz 

& Madover, 1988). This theory posits that addiction is a 

chronic, progressive disease with observable symptoms, such 

as tolerance and dependence, that can be arrested by 

abstinence from chemicals. 

Research Related to Handbook Materials 

Because HIV Spectrum Disease: A Handbook for Substance 

Abuse Counselors was written for professionals, the material 

on which it was based is referenced in the body of that 

document. This will facilitate access to the literature by 

users of the handbook who wish more in-depth information. 

There were two streams of literature pertinent to the 

area of substance abuse and AIDS. Each seemed to be 

directed towards counselors within specific areas of 

expertise. One took HIV and AIDS as its primary focus, and 

looked at chemical dependency as a possible issue within 

this field. The other emphasized addictions treatment, and 

viewed HIV and AIDS as issues to be dealt with in the 

process of recovery. 

Much of the literature surveyed for this project was 

aimed at practitioners engaged in HIV/AIDS counseling who 

encounter clients with substance abuse problems (Faltz, 

1988; Faltz & Madover, 1988; Sorensen, Heitzman, & Guydish, 



24 

1990; Winiarski, 1991). The thrust of these authors' 

writings is how to best manage counselees' chemical 

dependencies while they are being treated for HIV spectrum 

disease. 

Contrary to this approach, treatment for substance 

abuse is focused on helping clients improve the quality of 

their lives through learning to remain drug-free, not merely 

manage the symptoms of their chemical dependency. For 

addictions counselors, HIV spectrum disease is one more 

issue to be dealt with in the ongoing process of recovery 

(Faltz, 1988; Knapp-Duncan & Knapp-Duncan, 1989; Smith, 

1988). 

Smith (1988) suggests that substance abuse 

professionals must become active in outreach and prevention 

efforts aimed at the using community. He and others 

(Winiarski, 1991; Knapp-Duncan & Knapp-Duncan, 1989; Clark & 

Washburn, 1988; Pohl, 1988) stress the importance of 

ensuring that persons who enter treatment receive education 

regarding their risk factors and facts about HIV and AIDS. 

Clark and Washburn (1988) explore issues regarding 

requiring HIV antibody testing in substance abuse treatment. 

They conclude that mandatory testing seems counterproductive 

to the mission of treatment programs, but that it is 

important to offer referrals for outside testing to at-risk 

counselees. 
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Faltz (1988) outlines a set of issues likely to 

challenge counselors working with HIV positive counselees in 

drug treatment. These include denial and grief, pain 

management, dealing with families and significant others, 

relapse prevention, and the necessity to coordinate care 

with other members of an HIV treatment team. 

Pohl (1988), Faltz (1988), and Winiarski (1991) each 

stress that counselors must examine their own attitudes 

towards HIV infected clients, since prejudice and fear are 

impediments to effective counseling. 

Most sources (Landry & Smith, 1988; Pohl, 1988; Smith, 

1988; Faltz, 1988; Winiarski, 1991) underscore the 

importance of continuing education and training regarding 

HIV and AIDS for counselors who choose to work with infected 

counselees. They urge practitioners to stay abreast of the 

rapidly changing information on all aspects of HIV spectrum 

disease in order to best serve their clients. 

Summary 

Counselors who work in substance abuse treatment will 

inevitably deal with persons who are at high risk for HIV 

spectrum disease (Pohl, 1988). Addictions counselors, 

therefore, need to be prepared to help counselees dealing 

with HIV infection, integrating this issue into clients' 

overall treatment planning (Faltz, 1988) . 
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Smith (1988) suggests that substance abuse treatment 

will be less effective without a component that addresses 

HIV and AIDS. He addresses one of the reasons that 

chemical dependency treatment is important to the care of 

AIDS when he says: 

There is a growing body of clinical experience that 

suggests that elements of recovery-oriented chemical 

dependency treatment philosophy...may, in fact, enhance 

the immune system. The emphasis of the recovery-

oriented treatment model of chemical dependency may, in 

the long term, better serve both the treatment of 

chemical dependency and AIDS issues that are associated 

with [it]. (p. 186) 



27 

CHAPTER 3 

METHODS AND PROCEDURES 

Introduction 

This chapter describes the methods and procedures 

followed in producing this thesis and its accompanying 

handbook, entitled HIV and AIDS: A Handbook for Substance 

Abuse Counselors. 

This thesis and handbook were based on a review of the 

literature regarding HIV, AIDS, and substance abuse. The 

research method was, basically, a historical study. 

Historical research consists of examining, comprehending, 

and interpreting former occurrences in order to clarify 

current affairs and prepare for future events (Gay, 1987) 

The method uses existing data to confirm or disconfirm a 

hypothesis or to answer identified questions. 

The thesis was also somewhat of a research and 

development (R & D) effort, since the goal of the study was 

to develop a manual, entitled HIV Spectrum Disease: A 

Handbook for Substance Abuse Counselors. Gay (1987) writes, 

"The major purpose of R & D efforts is not to formulate or 

test theory but to develop effective products for use [by 

practitioners]... Products are developed to meet specific 

needs and according to detailed specifications" (p. 8). 
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Survey of Need 

Several avenues were pursued in order to determine what 

information specific to addictions counselors was available 

regarding HIV and AIDS. A search of counseling, psychology, 

and other professional journals was conducted through the 

PsycLIT computer resource system to find materials related 

to HIV, AIDS, and substance abuse. These resources, along 

with others identified by a search through the PsyclNFO 

system by library personnel, were obtained through the 

university library. 

Local bookstores were surveyed to find books for 

counselors combining the topics of substance abuse and HIV 

spectrum disease. Books on substance abuse were checked for 

chapters on HIV and AIDS, and books on HIV and AIDS were 

inspected for sections on addictions treatment. Catalogues 

of books for counseling professionals were examined for 

books that addressed HIV spectrum disease, chemical 

dependency, or both. Books that appeared relevant to the 

topics were acquired from the stores and catalogue 

companies. 

The staff members of a small, not-for-profit, 

outpatient substance abuse treatment center were contacted 

to determine if they saw a need for a manual to guide them 

in dealing with the issues of HIV and AIDS in their work 
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with clients. Coincidentally, at that time a series of in-

service presentations on treating substance abusers with HIV 

spectrum disease was initiated at the facility. The 

seminars focused, in part, on the need for treatment 

facilities to prepare to handle the care of HIV-infected 

addicts, many of whom were already being seen by AIDS 

caseworkers in the city. After the first of the seminars, 

the staff agreed that a handbook would be helpful to them, 

and they agreed to assist in evaluating it. 

The persons who presented the trainings were also 

contacted (Etherton, 1991; Trujillo, 1991) and they offered 

the use of their materials, as well as encouragement to 

proceed in constructing the manual. 

Handbook Development 

The literature that had been gathered for the project 

was reviewed for pertinent information that could be 

incorporated into the manual. The readings were also 

scrutinized to determine any areas specific to counseling 

recovering substance abusers diagnosed with HIV that had not 

been previously addressed. 

As a result of historical research and a survey of a 

small group of professionals in the field of substance 

abuse, a handbook was developed that answered the following 

questions: what counseling issues can be anticipated by 
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substance abuse counselors when confronted with a counselee 

diagnosed with HIV spectrum disease; and what counseling 

strategies might be useful in dealing with those issues 

within the context of outpatient chemical dependency 

treatment. 

The format of the in-service presentations on HIV and 

substance abuse treatment and the various materials included 

in these served as the basis for an outline of the handbook. 

The outline of the handbook is presented in Figure 1 on the 

following page. 

Evaluation Procedures 

The outline of the handbook was presented to the staff 

of the outpatient treatment facility. The personnel 

consisted of six counselors, four of them masters-level, one 

with an associate degree, and one studying for a master's 

degree. Comments and suggestions were solicited from each 

member during individual interviews. Appropriate changes 

and additions were made according to their critiques. 

The manual was composed and a copy of the first draft of the 

handbook was given to each staff member, along with a cover 

letter (Appendix B) and an evaluation form (Appendix C). 

Counselors were asked to evaluate the handbook for clarity, 

readability, and usefulness. They were also asked to 

comment on any additions or deletions that they felt were 



Figure 1. Outline of handbook 

HIV SPECTRUM DISEASE: 
A HANDBOOK FOR SUBSTANCE ABUSE COUNSELORS 

Introduction (purpose, brief history and epidemiology, 
examination of counselor fears and biases) 

Medical Aspects of HIV Spectrum Disease 

Definition 
Modes of transmission 
Characteristics of HIV 
Symptoms of AIDS 
Co-factors for disease progression 

Mental Health Aspects of HIV Spectrum Disease 

Denial 
Depression 
Anxiety 
Grief and loss 
Additional stressors (social stigma, isolation, 

financial difficulties, fear) 

Counseling Considerations 
Prevention 
Assessment 
Testing (pre- and post-) 
Treatment planning 
Interventions (medical aspects, mental health aspects, 

medications in recovery, family and significant 
others) 

Ethical considerations 
Counselor self-care 

Referral Sources 

Suggested Additional Readings 



32 

warranted. Participants were encouraged to write any notes, 

comments, or criticisms directly on the manuscript itself, 

in addition to filling out the evaluation forms. Evaluators 

were asked to return the manuscripts with their comments and 

completed assessment forms within approximately 10 days, and 

each was briefly interviewed at the time the packet was 

brought back regarding their reactions to the handbook. 

Summary 

A survey of the need for a handbook to provide 

substance abuse counselors with information regarding 

counseling clients infected with HIV spectrum disease was 

conducted. The need was established and a handbook was 

developed using the historical method of research. The 

manual was submitted to staff members of a small outpatient 

substance abuse treatment center, who were asked to evaluate 

it for clarity, readability, and usefulness. Appropriate 

revisions were made to the manuscript as a result of the 

evaluators' critiques. 
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CHAPTER 4 

EVALUATION RESULTS 

Introduction 

Both the outline for the proposed handbook and the 

first draft of the completed manual, entitled HIV Spectrum 

Disease: A Handbook for Substance Abuse Counselors. were 

submitted to six counselors who staff a small outpatient 

substance abuse treatment center. The professionals were 

asked to review the outline for content, and to suggest any 

changes or additions they would like to see. When the 

handbook was complete, the practitioners were asked to 

evaluate it for ease of understanding, ease of reading, and 

helpfulness. 

Outline Evaluation Results 

Most of the comments regarding the content of the 

handbook were given during the outline phase of development 

and evaluation. The outline that had been devised for the 

handbook (refer to Figure 1) was given to each counselor 

during a brief interview and the individual was asked to 

read it and to mark on the outline any comments regarding 

additions or deletions deemed necessary. 
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Three counselors responded that the outline seemed 

adequate and they offered no suggestions or changes. One 

counselor was satisfied with most of the outline, but noted 

that she wanted burn-out to be specifically addressed in the 

section on counselor self-care. She also suggested that a 

history of the epidemic was probably not necessary for her 

purposes, but that a section on group counseling would be 

useful. 

The second counselor to offer suggestions stated that 

the outline seemed comprehensive. She felt strongly that 

the issue of counselor attitudes, fears, and biases should 

be stressed and reiterated. She was concerned with the 

issue of integrating HIV positive counselees into the 

regular treatment program while keeping the focal point 

recovery from addiction. This person requested information 

on how to combine HIV and AIDS issues with the existing 

focus of the agency (chemical dependency treatment), as well 

as how to fit it into the standard treatment protocol. She 

also asked for a handbook section on dealing with non-

infected clients' fears regarding HIV and AIDS. 

The third practitioner to offer comments suggested 

sections on suicide and relapse prevention. He felt 

strongly that it was necessary to discuss counseling for 

spirituality. This counselor also made some semantic 

suggestions, such as substituting risk reduction for 
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prevention and ethics for ethical considerations. Overall, 

he felt positive about the material covered by the outline. 

Handbook Evaluation Results 

The results of the evaluation of the handbook content 

were very positive. All six counselors responded that they 

found the handbook to be useful. Three revisions to the 

content were suggested and will be considered prior to 

publication: a section on cross cultural counseling concerns 

in this area; a section on women's issues in this field; and 

a glossary of terms. 

All six practitioners answered affirmatively to 

questions of whether the handbook was clear and readable. 

Most of the comments written on the manuscripts themselves, 

however, pertained to sentence and phrase structure and lack 

of clarity of ideas. These comments were the impetus for a 

fair amount of editing of the manuscript to strengthen its 

delivery of concepts. 

Specific criticisms from the evaluators included: 

"Is there any way to incorporate some of this [section 
on characteristics of HIV] earlier? You mention terms 
and info [included] here before and only explain it 
now. " 

"[Some sentences] maybe [could be] broken down a 
little" 
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"Good point, but can you restate it so...it'11 flow 
smoother?" 

"I understand the concept, but the wording is confusing 
to me." 

Some positive comments regarding the handbook include: 

"A real good job on this. Readable and interesting." 

"Yes! Glad you included the need to be sensitive to 
families, significant others, and caregivers." 

"The section on spirituality contains many good 
points!" 

"The paragraph regarding a counselor's need to refrain 
from self-judgment and ability to choose to not work 
with these clients is excellent!" 

"The section on referral sources appears easy to use 
and should be helpful." 

Projected Changes Prior to Publication 

Most of the comments and suggested changes proposed by 

the evaluators will be incorporated into the handbook prior 

to publication. Additional research will be conducted to 

ascertain the issues surrounding cross-cultural counseling 

with HIV-infected addicts seeking treatment. Exploration of 

the concerns of women counselees in this group will also be 

added. 

A glossary of terms will be compiled and inserted at 

the end of the handbook. Terms regarding HIV, AIDS, and 

substance abuse will be defined, as well as any street slang 
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that might prove helpful to understand or use when working 

with this population. An assessment form similar to the one 

provided for the handbook evaluators will be included at the 

back of the published handbook to elicit feedback from 

counselors who use the manual. This feedback will assist in 

the continued development of the handbook. 

Phrases, sentences, and paragraphs that the evaluators 

indicated were difficult to read or understand will be 

reconstructed, so that the handbook will be as concise, 

clear, and usable as possible. Questionable words will be 

checked for meaning and ease of reader understanding, and 

replaced where necessary. 

It might be possible and preferable to incorporate 

illustrations and photographs into the handbook to add 

interest and to clarify some concepts, particularly those 

included in the medical aspects. Simple, easy-to-copy 

handouts might also be included at the conclusion of the 

manual for use in group or individual sessions with 

counselees. 

Summary 

Verbal and written evaluations of the outline for the 

handbook were obtained from substance abuse counselors, as 

were written evaluations of the handbook itself. From 

these, appropriate additions, deletions, and adjustments 
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were made in the manuscript. Other changes were projected 

for inclusion prior to publication. 
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CHAPTER 5 

USES AND IMPLICATIONS 

Introduction 

"In order to effectively communicate information, it is 

critical to be thoroughly informed and educated about the 

subject at hand" (Pohl, 1988, p. 224) . This chapter will 

examine ways that the handbook developed for this project, 

entitled HIV and AIDS: A wandhnnk for Substance Abuse 

Counselors. might be used by addictions counselors as a 

source of education and information regarding HIV spectrum 

disease. It is presumed that a knowledge of the subject at 

hand will assist counselors to more effectively communicate 

with and help clients who are infected with HIV. 

This chapter will also consider implications for 

further research as well as for the development of other, 

related literature 

Possible Handbook Uses 

Handbooks are intended to serve as concise sources of 

information regarding specific topics or areas of practice. 

They can serve as references or guides into unknown fields. 

Allers and Katrin (1988) note that there has been little 

material in professional journals discussing issues and 
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counseling interventions for those working with clients who 

suffer from AIDS. This observation can be extrapolated to 

information regarding counseling substance abusers who are 

afflicted with the disease. "It is clear that more 

education and training is needed in the specialized area of 

AIDS and chemical dependency" (Landry & Smith, 1988, p.146). 

The primary use for this handbook is as a tool for 

substance abuse counselors. With substance abusers making 

up a substantial portion of all persons with HIV spectrum 

disease (Kain, 1989) and with their proportion of cases of 

HIV/AIDS expected to grow (American Medical Association, 

1989), counselors in the addictions field will need 

information about the disease, the emotional issues stemming 

from it, and strategies they can employ to deal with these. 

The handbook was developed for use in an outpatient 

setting, but could easily be used in an inpatient program. 

It could be distributed through bookstores and catalogues 

catering to counseling professionals. It could also be 

distributed through agencies designed to disseminate 

information about HIV and AIDS to social service workers. 

Another possibility is use of the handbook by community 

or social service educators charged with training substance 

abuse counselors about HIV spectrum disease. The handbook 

could be used to develop training seminars and/or could be 

given out as a manual to accompany such workshops. 
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Treatment professionals need to take an active role in 

preparing to deal with HIV positive counselees seeking 

recovery (Smith, 1988). The handbook can assist 

practitioners in this preparation. 

Need for Further Research 

The area of counseling HIV and AIDS clients is only 

beginning to build a significant body of literature 

(Hoffman, 1991). Addictions counselors working with clients 

who are dealing with HIV spectrum disease suffer from a 

scarcity of literature particular to their endeavors. 

Research specific to this field, including results with 

direct applications for practitioners, is obviously 

necessary. 

Dalton (1989) discussed cultural factors, including 

stigma and community denial about drug abuse and AIDS, 

affecting African-Americans who are exposed to HIV. Rogers 

and Williams (1989) explored ethnic considerations, such as 

the role of religion and men's mental double standard 

regarding sexuality, for Hispanics who are at risk for or 

infected with the AIDS virus. A brief perusal of possible 

issues for minority substance abusers who are affected by 

HIV was recorded by Jue and Kain (1989). They noted that 

minority counselors might be more effective in dealing with 

such counselees. Certainly, a more in-depth effort needs to 
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be made to research and document the concerns of minority 

addicts who are diagnosed with HIV spectrum disease. 

Women with HIV spectrum disease have various issues 

particular to them, such as pregnancy, lack of effective 

prevention techniques, and poverty (Nichols, 1989). Most 

infected women get the disease through heterosexual contact 

or IV drug abuse, and many have small children and families 

they must cope with (Winiarski, 1991). Because they are so 

likely to contract HIV from drug use, it seems likely that a 

larger body of literature regarding their needs in treatment 

would be helpful. 

Implications 

This project has some implications for further research 

and literature in the area of counseling substance abusers 

who are dealing with a diagnosis of HIV spectrum disease. 

Research could be conducted to rate the effectiveness 

of the handbook in working with counselees. Counselors 

could assess the usefulness of the information contained in 

the manual and the ease with which they could access the 

material in the context of actual sessions with clients. 

The handbook could also be researched as to its utility in 

developing and providing materials for trainings in this 

field. Counselor educators could be asked to assess the 

handbook in terms of its practicality for instruction. 
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Handbooks could be formulated that deal with specific 

populations within this area. Manuals for women's treatment 

centers, for gay treatment facilities, or for particular 

ethnic populations within treatment might be helpful. These 

manuals could be formatted similarly, but with sections 

detailing the concerns of the target group. A handbook for 

peer counselors in the treatment field would also be useful, 

as would one for counselors in private practice who 

specialize in addictions. 

Summary 

The evaluations and comments regarding HIV Spectrum 

Disease: A Handbook for Substance Abuse Counselors indicate 

that counselors feel there is a need for information that 

will guide them in dealing with clients who have HIV or 

AIDS. There appears to be a use for such materials in all 

treatment settings, but there seems to be a lack of 

literature focusing on this area. This handbook, along with 

ongoing efforts to increase the available literature in the 

field of treating substance abusers who have HIV spectrum 

disease, will enable counselors and counselor educators to 

more effectively help those they serve. 
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INTRODUCTION 

There are at least one million people in the United 

States infected with the human immunodeficiency virus (HIV). 

Of the approximately 175,000 of these who have acquired 

immune deficiency syndrome (AIDS), nearly half are known to 

have a history of substance abuse (Knapp-Duncan & Knapp-

Duncan, 1989). What this means for counselors working in 

the treatment field is that you will be seeing the faces of 

HIV and AIDS in your sessions. In Pima County, as of April 

1991, there were 273 cases of AIDS reported, ten percent of 

which were contracted through intravenous (IV) drug use. 

Already the county has recorded at least 200 deaths due to 

AIDS (Erickson, 1991). The question for chemical dependency 

counselors is not whether you will be seeing HIV-infected 

clients, but when. 

This handbook is designed to help counselors in 

outpatient treatment work more effectively with clients who 

have come seeking recovery from addiction and who find that 

they must also now cope with the specter of HIV infection. 

It is not intended to change substance abuse treatment 

centers into AIDS treatment centers. Clark and Washburn 

(1988) wrote of the necessity for treatment facilities to 

keep recovery from addiction as their first priority. Smith 

(1988) noted that the principles of recovery-oriented 
l 
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counseling (abstinence and a healthier lifestyle) are ones 

that will best enable persons who are HIV or AIDS diagnosed 

to deal effectively with these diagnoses. Faltz (1988) 

writes of the need for counselees who are HIV or AIDS 

positive to have a place within their substance abuse 

treatment to discuss the issues arising from dealing with a 

chronic, terminal illness. She states that substance abuse 

is a "problem that can be treated and the diagnosis of AIDS 

[is] one issue of many that needs to be addressed" (p. 220). 

Before beginning work with clients who are diagnosed 

with HIV or AIDS - - HIV spectrum disease as these are 

collectively called - - it is important for a counselor to 

examine his or her own fears and biases regarding the 

illness. The disease itself is scary. It is communicable, 

chronic, and thought to be 100 percent fatal. Its physical 

manifestations are frequently painful and visually 

distasteful. It more often than not affects persons whom 

society has already labeled as on the fringe -- homosexuals, 

bisexuals, addicts, minorities, and the poor. To be able to 

discuss a counselee's condition, a counselor must also be 

able to discuss sexual practices, drug using practices, and 

lifestyles that may seem extraordinary or unpleasant. 

Working with infected clients may be an intense and 

draining experience, since issues such as fear, grief, loss, 

abandonment, sexuality, illness, hopelessness, suicide, 
2 
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death, and dying may be presented by just one client in a 

relatively brief time. 

According to Faltz (1988), "Substance abuse treatment 

staff would be denying their humanness if they believed that 

there was no discomfort in counseling clients about AIDS. 

This discomfort could become overwhelming or possibly 

interfere with the ability to act effectively and directly 

with clients" (p. 217). What seems clear is that counselors 

must identify their own prejudices and fears, possibly 

beginning by discussing the above subjects with a trusted 

peer or supervisor. Once areas of conflict or discomfort 

are recognized, options for dealing with clients who might 

trigger these issues can be explored. Open discussion of 

discomfort and difficulties that are inherent in counseling 

HIV infected clients will allow counselors to feel more 

confident about dealing with issues that are sure to arise 

during sessions. 

Winiarski (1991) stated that it is as important for the 

therapist to refrain from self-judgment as it is to refrain 

from judging the counselee. Awareness of and acknowledgment 

of one's own fears and biases regarding HIV spectrum disease 

seems to be a key part of preparation to work with infected 

clients. To decline to work with infected counselees is an 

acceptable and appropriate decision if a counselor finds 

that he or she cannot effectively deal with these issues. 
3 
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This handbook is intended to help you approach HIV 

spectrum disease as one more issue to be dealt with in the 

treatment of a client's disease of addiction. Both diseases 

are chronic, progressive, and can be fatal. Both require 

effective, appropriate, and compassionate care. This care 

is best summed up by Craig Kain in his book No Longer immune 

(1989). He writes: 

Crucial to the future of AIDS is how we, as counselors, 

respond to the calls for help we receive. In the face 

of whatever frustration, resentment, anxiety, or stress 

we may encounter, can we open our hearts and offer 

those suffering from the effects of AIDS our 

intelligence, our integrity, our selflessness, and our 

compassion? I hope our answer to this question is 

affirmative. The importance of our answer is captured 

by His Holiness Tenzin Gaytso, the Fourteenth Dali Lama 

when he says, "Out of my experience, I tell my friends 

wherever I go about the importance of love and 

compassion. Deep down we must have real affection for 

each other, a clear realization or recognition of our 

shared human status." (p. 25) 

4 
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SECTION I 

MEDICAL AND PHYSICAL ASPECTS OF HIV SPECTRUM DISEASE 

Definition 

HIV spectrum disease is a term used to connote a range 

of symptoms from the onset of infection with human 

immunodeficiency virus (HIV) through the terminal stages of 

acquired immune deficiency syndrome (AIDS). This range 

encompasses a period of asymptomatic incubation, a period of 

chronic, recurrent, but non-life-threatening infections (in 

the past referred to as AIDS-Related Complex, or ARC), and a 

period of increasingly serious and life-threatening 

illnesses, which will eventually result in death. "In the 

most simple terms, infection with...HIV results in a 

destruction of part of the immune system, opening the door 

for various otherwise uncommon infections (opportunistic 

infections) which, when they occur define...AIDS. The 

destruction of the immune system occurs at different rates 

in different people..." (Carmichael, 1991, p. 3). Research 

indicates that the average time that elapses between onset 

of HIV infection and diagnosis of AIDS is now 11.5 years. 

The status of the immune system is monitored by 

measuring the presence of CD-4 cells, or T-cells. The 

normal level for these cells is above 500 in a cubic 
5 
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millimeter of blood. For persons who are HIV-infected 

(seropositive), each significant level to which these cells 

drop, marks a developmental milestone in the progression of 

the disease. When seropositive clients are above 500 CD-4 

cells, they are considered at minimal risk for opportunistic 

illness and are often asymptomatic. When clients' counts 

drop to between 200 and 500, they are considered at risk for 

bacterial infections, and are started on antiretroviral 

therapy, such as the drug zudovudine (AZT). Below 200, 

clients are considered at high risk for opportunistic 

infections and preventive drug therapies are usually beefed 

up. When certain opportunistic infections kick in, clients 

are diagnosed as having AIDS. It is expected that in April 

of 1992, the Centers for Disease Control (CDC) will change 

their criteria for AIDS diagnosis from HIV seropositivity 

plus specific opportunistic infections to HIV seropositivity 

plus a CD-4 count of under 200 or less than 14 percent. 

The significance of this information for counselors is 

that counselees are prone to increased anxiety and 

depression around the times of the milestones. Diagnosis as 

HIV positive, crucial CD-4 cell counts, and diagnosis with 

AIDS are all critical times for clients and need to be 

acknowledged as such by counselors. Relapse prevention 

planning may be targeted for these milestones. 

6 
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Characteristics of HIV 

HIV is a retrovirus, a piece of genetic material. This 

retrovirus attaches itself to a receptor on a specific 

immune system cell that is produced in the lymph nodes. The 

cells are known as T-helper or T-4 cells and their receptor 

sites are CD-4 molecules, from which is derived the more 

recently used name for the cells. The virus goes into the 

cell and begins to change its genetic code. When the immune 

system activates in response to foreign bodies, such as 

bacteria, the new material begins to grow and the CD-4 cell 

is destroyed. As the CD-4 cells are destroyed, the immune 

system is compromised -- it becomes deficient (Winiarski, 

1991). 

There are other characteristics that are peculiar to 

HIV. Once it is introduced into the system, it becomes a 

permanent fixture. The virus has a long, uncertain 

incubation period, but once activated, it engages in rapid 

destruction of cells. The virus shows frequent mutations, 

which contributes to the difficulty in finding a vaccine or 

cure for the infection. Overall, the virus can best be 

described as a chronic, progressive infection that has 

multiple and varied symptoms which are spread across a 

continuum ranging from mild to fatal. 

Symptoms of HIV infection can include oral candidiasis 

(yeast), sebhhoreic dermatitis (whitish, flaky patches of 
7 
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skin, particularly around the face and scalp), generalized 

lymphadenopathy (swelling of the glands), herpes simplex 

(cold sores and other more widely spread blisters), and 

itchy red bump disease (just as it sounds). Dental problems 

are common among those with HIV and are often caused by HIV 

gingivitus (gum redness and tenderness) and HIV periodontis 

(deterioration of the soft tissues, periodontal bones, and 

teeth). Infected persons may also suffer from stomach 

problems and mild to severe diarrhea, as well as many other 

non-life-threatening infections. 

Modes of transmission 

A person becomes infected with HIV by receiving into his 

or her body another person's HIV-infected body fluids 

(Winiarski, 1991). The three routes for this exchange are 

sex, blood injection, and birth. Fluids that place a person 

at highest risk of contracting HIV are blood and semen, 

followed by vaginal and cervical secretions, and breast 

milk, and then saliva, tears, and urine. No transmission 

has been attributed to sweat or feces. 

Intravenous drug users (IVDUS) are at risk primarily by 

exchanging blood through shared works (needles) and also 

through shared cottons and water used to prepare drugs for 

injection. Another risk factor is by having unprotected sex 

with other infected abusers, either as part of a 
8 
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relationship or in exchange for drugs. A factor that is 

often overlooked in this population is unprotected sex with 

high-risk partners by non-IVDUs. Intoxication by alcohol or 

other drugs generally renders people incapable of making 

informed decisions regarding sexual behavior and safe sex 

practices. Moreover, research indicates that most drugs 

may also act as depressants on the immune system, making it 

more vulnerable to infection (Smith, 1988). Finally, 

infected mothers can pass the virus to their babies in the 

womb, at birth, or through breast milk. In all cases, 

chemically dependent people are at higher risk for HIV 

infection due to their general poorer health status, high 

risk behavior patterns, and close contacts with others who 

are at risk for HIV spectrum disease (Hoffman, 1991). 

Symptoms of AIDS 

"A person is only said to have AIDS when the immune 

system has broken down and [specific] opportunistic 

infections...occur" (Hoffman, 1991, p. 473). The CDC 

currently defines AIDS as HIV seropositivity plus certain 

specified opportunistic illnesses, such as pnuemocystis 

carinii pneumonia and Kaposi's Sarcoma, a rare cancer. It 

is expected that in the spring of 1992, the definition will 

broaden to include the previous criteria plus a CD-4 cell 

count that is below 200 or 14 percent (Carmichael, 1992). 
9 
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Illnesses seen once a person is diagnosed with AIDS are 

varied. One of the most common is AIDS Wasting Syndrome. 

This illness is manifested in extreme fatigue, rapid 

unexplained weight loss of at least 10 percent of body 

weight, chronic unexplained diarrhea for at least 30 days, 

recurrent drenching night sweats, and intermittent or 

constant fever of at least 100 degrees for 30 days or more. 

Another common illness is Kaposi's Sarcoma (KS), a rare 

cancer that causes purplish lesions on the skin. It can 

also affect the mouth and the internal organs and cause 

severe swelling. 

Pneumocystis carinii pneumonia (POP) causes difficulty 

breathing and a dry, hacking cough. AIDS Dementia, which 

may be caused by HIV directly infecting the brain, results 

in memory loss, changes in coordination, blurring of vision 

and hearing, slurred speech, mood swings, depression, 

delusions, and paralysis. Cytomegalovirus (CMV) is caused 

by a herpes virus and can attack all areas of the system, 

causing problems that include blindness, gastrointestinal 

problems, and central nervous system malfunctions. Many 

other conditions can occur during the course of AIDS, 

including tuberculosis, shingles, cancers, tumors, ulcers, 

serious nervous system conditions, and severe stomach and 

intestinal conditions. 

10 
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Co-factors for disease progression 

Any factors that suppress the immune system or cause it 

to activate are possible co-factors in the progression of 

HIV spectrum disease. One factor that is often overlooked 

is that of reinfection with the virus. A person can be 

infected time and again if exposed to the virus, and each 

subsequent infection can cause the already present virus to 

invade the system more rapidly. This is an important piece 

of information for counselors dealing with a client who has 

the attitude of, "I've already got it, so what more can 

happen?" 

Illicit drug use, and in fact any drug use, including 

alcohol, nicotine, prescriptions, and steroids, appears to 

be immunosupressant, and will speed the disease progression. 

This is also true of other infections and sexually 

transmitted diseases, pre-existing diseases (such as 

diabetes), allergies, traumas such as surgery or accidents, 

genetic vulnerability, pregnancy and giving birth, poor 

nutrition, poor sanitation, and stress. 

As one reviews the list of co-factors, it is easy to see 

how addicted persons are especially vulnerable to increased 

disease progression. It is also important to note that 

several of these factors may be present in early recovery, 

such as stress, poor nutrition, and sickness. If co-factors 

are identified, counselees should be helped to find ways to 
11 



remedy the conditions as quickly and effectively as 

possible. This type of intervention can assist clients 

stabilize in recovery and in HIV progression as well. 
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SECTION II 

MENTAL HEALTH ASPECTS OF HIV DISEASE 

Denial 

Denial is familiar to every counselor working in 

substance abuse. It is the cognitive mechanism that 

obscures the extent and impact of substance abuse from the 

addicted person's awareness. Denial is also a normal 

response that allows hviman beings to function in the face of 

disaster. For clients with a dual diagnosis of addiction 

and HIV, denial must be explored and dealt with in both 

areas. 

In treatment, the voice that says, "Drinking problem? 

Drug problem? What problem?" is the one that must be 

confronted first if either disease is to be managed 

effectively. One social worker chastised health 

professionals who ignore a counselee's addiction issues to 

work exclusively with the HIV problem. He points out, 

"You've got to deal with the drug problem first, before you 

have any chance to deal with the problem of having AIDS. 

The... chemical dependency is still the person's first 

disease" (Tilleraas, 1990). 

Denial regarding the threat of a life-threatening 

illness such as AIDS is a reasonable response and may 
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accompany the grief resulting from a diagnosis of HIV. 

Counselees may find ways to doubt, reject, or completely 

negate the knowledge of seropositivity. "This denial 

usually continues until a person can absorb the impact of 

the diagnosis" (Paltz, 1988). A counselor may find it 

helpful to practice reflective listening and to offer 

support as a client sorts through this period. 

Depression 

Clients who are diagnosed with HIV spectrum disease 

often suffer at least some signs of depression. Depression 

may be generated as a part of - - or a result of - - some HIV-

related illnesses, as a side effect of some antiretroviral 

drug therapies (particularly AZT), or in reaction to dealing 

with the diagnosis itself. Sometimes these signs mimic 

acute or post-acute withdrawal symptoms. 

Symptoms of depression include sleep disorders, appetite 

disturbances and weight loss, loss of ability to think well, 

and eventual social withdrawal. Clients may experience 

morbid thinking, indefinable fears, and lack of energy. 

Usually, the depression is short-lived (not more than three 

months) and can be dealt with using cognitive and other 

methods to address depression. If the depression is 

persistent or becomes more severe over time, steps should be 
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taken to refer the counselee for psychological evaluation 

and possible antidepressant drug therapy. 

Anxiety 

Anxiety may be noted in counselees with HIV spectrum 

disease. This may be present as excessive nervousness, 

anxiousness, apprehension, or fear, with no apparent 

realistic source. Physically, clients may complain of 

agitation, restlessness, shakiness, and muscle tension and 

soreness. They may also notice shortness of breath, 

palpitations, sweating, clammy hands, inability to 

concentrate, and irritability. For a further listing of 

characteristics of anxiety, consult the DSM-IIIR section 

300.2, Generalized Anxiety Disorder. 

It is important to ascertain if the feelings of anxiety 

are related to current psychological or life stressors, 

including the diagnosis of HIV or AIDS. If no causative 

factors for the anxiety can be pinpointed or if the reaction 

is out of character for the client, a referral to a 

physician or emergency room may be called for, since these 

symptoms can also be signs of respiratory disorders, virus-

related psychosis, metabolic disorders, or drug side effects 

(Winiarski, 1991). If the anxiety is related to the HIV 

diagnosis, stress management and relaxation techniques may 

be helpful in decreasing it. 
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Grief 

There are two types of grief that a person with HIV 

spectrum disease is likely to experience. The first is what 

Hoffman (1991) and others have termed anticipatory grief. 

He says, "Persons with HIV infection are confronted from the 

day of diagnosis with the anticipation of loss of health, 

loss of opportunities, and possibly death. Anticipatory 

grief can be viewed as a cycle of feelings of loss and 

anguish over the expectation of these events" (p. 492). 

This cycle may begin even before significant changes have 

occurred, with just the diagnosis of seropositivity. 

Grief over the loss of others (partners, children, 

friends) who may also be infected is common as well. 

Additionally, persons who are in the process of recovery may 

be expected to grieve the loss of their chemicals, which, 

for a long time, may have been the most effective source of 

comfort and coping available. Clients need to be allowed --

and perhaps helped - - to express these feelings and to be 

listened to and validated in them. 

Additional Stressors 

Counselees will experience several stressors that are 

peculiar to HIV spectrum disease or are exacerbated by it. 

Chief among these is social stiama. Clients in treatment 

may already face stigma as "drunks" or "junkies," but this 
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pales in comparison to the stigma of AIDS. One person with 

the disease stated, "The stigma of AIDS is sometimes worse 

than the diagnosis itself" (Hoffman, 1991, p. 475). Much of 

the reproach comes from an attitude of blaming the victim, a 

belief that becoming infected is a person's fault. Another 

basis is fear and misinformation that paints HIV as a wildly-

contagious plague. Yet another is the fact that it is 

transmitted in this country mainly by two already 

stigmatized groups: gay men and IVDUS. 

Stigma can show up in the form of social isolation, 

legal impediments, discrimination in housing and in the 

workplace, and in obtaining medical insurance and adequate 

health care. Gays have banded together to form an organized 

and empowered front against these difficulties. Addicts, 

however, due to their lifestyle and often innate mistrust of 

"the system" and society, may find that, lacking 

organization, they have a harder time overcoming the 

obstacles that stigma presents. 

Isolation is a factor that results from stigma, but may 

also be present due to a recovering person's past behaviors 

and lifestyle. Persons in treatment sometimes feel isolated 

just by the fact that most of their friends and past support 

network are still "out there" using. Members of a client's 

former circle are not appropriate choices for them to turn 

to at present. Also, family members may have cut themselves 
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off from the addict due to past behaviors, and the process 

of rebuilding these ties can take much time and effort, if 

it happens at all. Family members are sometimes put off by 

news of a recovering relative's HIV positive status, and may 

use this information as an excuse to remain distant. 

Isolation can be tempered by referrals to 12-Step recovery 

groups and AIDS support groups. 

Financial difficulties, often common in early recovery 

as a person tries to clean up "the wreckage of the past," 

are usually made worse by HIV and AIDS. A former worker at 

the Tucson AIDS Project (TAP) once said, "If you're not poor 

when you get AIDS, you will be by the end" (Kearney, 1990). 

Persons with resources find that they go through these 

quickly, paying for medical care and prescriptions that are 

enormously expensive. Persons without resources don't have 

much hope to get out of the debt created or off the public 

assistance relied upon to help manage their disease. 

Financial pressure creates stress that can be somewhat 

alleviated by willingness to listen to the client talk about 

it and by referrals to appropriate agencies that can offer 

assistance. 

Fear is an ever present part of living with HIV spectrum 

disease. Counselees experience the fear of debilitating, 

disfiguring illness, of pain, and of death. They fear loss 

of friends, loss of loved ones, and loss of recovery. There 
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is financial fear and fear of unemployment. Medication, 

side effects, the myriad aspects of being sick, and insanity 

are also fears faced by clients. Fear can progress into an 

overwhelming sense of dread. It is important to deal with 

fear --by acknowledging it, talking about it, and finding 

ways to reduce it - - because the stress that fear produces 

can contribute to the progression of the disease. 
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SECTION III 

COUNSELING CONSIDERATIONS 

Counselor attitudes 

Counseling clients with HIV spectrum disease requires a 

thorough examination of practitioners' attitudes and 

feelings. Pohl (1988) remarks that AIDS evokes strong 

emotions, negative judgments, and fear in workers who might 

be exposed to infected persons. He especially notes that 

fear impedes effectual communication and states, "It is 

impossible to be compassionate and fearful [about a client] 

simultaneously" (p. 223). It is most important that 

counselors identify and discuss their own feelings and 

biases and work to allay their fears regarding infected 

counselees before making a careful and thoughtful decision 

as to whether to work with these clients. 

Special concerns 

Counselors need to be aware that HIV clients may require 

a larger commitment of time and emotions than they are 

accustomed to giving. The issues that clients bring into 

session may be more complex and intense than one might see 

in day-to-day substance abuse work. Counselors should be 

prepared to coordinate client care with a team of others 
20 



68 

that may include physicians, nurses, other mental health 

professionals, social service workers, and support system 

members (Faltz, 1988). Also, the area of HIV and AIDS can 

be considered politically, legally, and morally 

controversial. Counselors will find their clients, and 

probably themselves, affected by this sociopolitical tension 

(Winiarski, 1991). 

Before choosing to work with clients who are HIV-

infected, substance abuse counselors should be aware of the 

extra time and effort necessary to stay abreast of 

continuing developments in HIV medicine, counseling, and 

resources. Continuing education is paramount when working 

with HIV-infected counselees, since research information 

about the disease and its medical treatment changes 

virtually every day. Also, counselors need to remain up to 

date on therapeutic skills related to HIV and AIDS, as well 

as on local social and human services networks that can 

assist infected persons. 

Integrating HIV counseling 

and substance abuse treatment 

Part of integrating counseling for HIV positive clients 

into an outpatient treatment protocol includes creating an 

atmosphere where information on HIV and AIDS is available 

and highly visible (Trujillo, 1990). In this way all 
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clients are aware that this is an issue that is dealt with 

on site. Education regarding the disease and its prevention 

should be offered in groups, starting at the entry level, 

since all clients entering substance abuse treatment should 

be considered at risk for HIV (Clark & Washburn, 1988). 

Providing plentiful information for clients helps increase 

their comfort in considering and discussing their own risk 

levels, encourages them to examine and change high risk 

behaviors, and also aids in decreasing fear if infected 

clients choose to disclose their status. 

Seropositive counselees should be helped to decide what 

is most appropriate for them in terms of choosing to reveal 

or not reveal their HIV infection to fellow group members. 

This decision must be made with full consideration of what 

is in the best interest of the infected client and how it 

will affect her or his position in groups and in treatment. 

Thought must also be given to how to best help fellow 

clients adjust to the information with a minimum of anxiety 

and disruption. This process may become easier as the 

counselee progresses through smaller, more advanced groups, 

or during times where there are several HIV positive clients 

in the program. 

in an article that discusses the implications of HIV 

positive clients in treatment, Clark and Washburn (1988) 

note that infectivity of other clients should not be a great 
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concern for staff, since transmission of the disease is 

accomplished only by activities between clients that are 

proscribed while in treatment. They also remark on the 

current need to treat any body fluids in any settings, 

including treatment, as potentially infectious and handled 

with appropriate precautions. Gloves and disinfectants 

should be on site in any case in readiness to deal with 

accidents that may involve blood or other fluids. 

Most counseling done with substance abuse clients 

regarding their HIV status and issues will be done in 

individual sessions. In outpatient treatment, the wisest 

approach seems to be to address HIV as one of many issues 

confronting a client in early recovery. Obviously, it is an 

issue that will predominate due to its pervasive nature in a 

counselee's life. A psychosocial counseling model proposed 

by Allers and Katrin (1988) lists five phases stemming from 

psychosocial issues observed in counselees. "These phases 

include (a)overcoming the initial fear of the disease, 

(b)redefining relationships, (c)modifying lifestyles, 

(d)reevaluating life's meaning, and (e)adjusting to the 

physical and social limitations...[resulting from] AIDS-

opportunistic diseases" (p. 235) . The authors note that 

counselees may experience these in different order and more 

than one at at time. It is interesting to note that these 
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phases appear to address issues that are also present for 

recovering addicts. 

Risk reduction 

Clients who seek substance abuse treatment may be 

considered at increased risk for HIV due to lifestyle and 

the immunosupressant nature of chemicals. Therefore, all 

clients should be exposed to information regarding the risk 

factors for and health consequences of HIV and AIDS. It is 

important to provide accurate information in a 

straightforward manner, employing language and concepts 

familiar to clients. Just as a primary goal of treatment is 

to help addicted persons maintain abstinence from chemical 

use, so a primary goal of HIV education is to achieve 

abstinence from all practices that put one at risk for 

infection. Pamphlets regarding HIV, AIDS, and prevention 

techniques are excellent tools, since they offer clients 

information in a way that can be consulted again and again. 

Counselees need to know that only abstinence from sex 

and from using intoxicating chemicals will guarantee safety 

from HIV and AIDS. Barring complete abstinence, safe sex 

practices (which means nQ exchange of body fluids) and using 

clean works provide the next best level of protection. 

Condom use should be frankly discussed and explained. 

Ideally, programs should offer clients rubbers (condoms), 
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usually obtainable at little or no cost from the health 

department or AIDS resource projects. Clients need to know 

that syringes, cottons, and water should be used exclusively 

by one person. If this is not possible, fits or rigs 

(syringes) should be cleaned with bleach after use. This is 

accomplished by twice drawing full strength liquid bleach 

into the syringe and expelling it, followed by the same 

pattern with water to rid the fit of bleach. 

Some continue to debate the appropriateness of providing 

this type of information in treatment. It seems, however, 

that since relapse is a fact of the disease of addiction, 

such information is a service to the client who might not 

succeed in this round of treatment. Moreover, "Sustained 

HIV prevention efforts conducted in drug treatment programs 

may reach beyond clients themselves to partners and family 

members of users in treatment, and may have a secondary 

ripple or effect among users not in treatment" (Guydish & 

Ekstrand, 1989, p. 35). 

Clients who have ascertained that they are HIV positive will 

need continuing information regarding the virus and the 

disease in order to cope effectively with their diagnosis. 

Clients will often ask questions as they become aware of 

what it is they need or want to know. It is important to 

offer adequate information without overloading the client 

with excess material, as clients, whether in early recovery 
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or early adjustment to their diagnosis, may not be capable 

of taking in a large amount of information. It is often 

advisable to offer facts over time in a repetitive, but not 

patronizing, manner. If the answer to a question is not 

known, it is best to admit this and to offer to research the 

information or to refer the client to a knowledgeable 

source, such as his or her doctor. 

Assessment 

Assessing clients for HIV risk needs to be a regular 

part of the intake and assessment process in substance abuse 

treatment. Winiarski (1991) points out risk behaviors to be 

checked for, including IV drug use, unprotected sex, and use 

of blood products, such as transfusions. A complete 

chemical use history should include all drugs ever illicitly 

used, first use, last use, and routes of administration. 

Sexual histories should include sexual preference (straight, 

gay, or bisexual), number of partners and whether the client 

has engaged in casual, monogamous, or serially monogamous 

sex, type of sex preferred (oral, vaginal, or anal -- and if 

these are receptive or penetrative), and current sexual 

activity. The history should also include any unwanted 

sexual experiences (incest, molest, or rape). Knapp-Duncan 

and Knapp Duncan (1989) suggest that risk behavior histories 

encompass the previous 15 years. 
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Although substance counselors are used to asking about 

drug histories, taking a careful sexual history may seem 

difficult or embarrassing at first. It needs to be done in 

plain language that is familiar to the counselee, and may 

include street slang or obscenities. Counselors may wish to 

practice interviewing techniques with fellow staff members 

in order to get over the initial discomfort of dealing with 

this subject matter. It will also be helpful recognize that 

clients are also often uncomfortable with discussing 

sexuality and sexual activities and acknowledging this 

discomfort may be one way to begin this portion of the 

assessment. 

Counselees1 knowledge of HIV, AIDS, and risk reduction 

should be assessed, as should their willingness to change 

behaviors in order to reduce risk and promote health and 

well-being (Knapp-Duncan & Knapp-Duncan, 1989). It is 

important to find out if the counselee has contemplated 

being tested for AIDS, or, if the person has been tested, 

what the results were. If clients are positive for HIV, 

their feelings about the diagnosis should be explored, as 

well as their resources for coping with the disease. The 

client's support system (family, friends, AA, NA, CA, and 

HIV support groups) needs to be noted, as well as the names 

and locations of professional caregivers (physicians, 

caseworkers, and so forth). Consents to talk to any 
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pertinent persons (people who might make up the treatment 

team) should be obtained. 

An evaluation of the seropositive client's current 

physical and cognitive condition needs to be made, partly 

for use later as a baseline to help judge impairment of 

functioning due to the progress of HIV spectrum disease. 

This evaluation can be accomplished with simple questions, 

such as, "How do you feel lately?," "How would you describe 

your health today?," "How has your memory been recently?," 

and "How is your ability to concentrate and think clearly 

lately?" Any changes in these should be noted, also. 

The assessments of infected counselees should be updated 

regularly, especially as they notice effects from the 

disease or from medications. Initial and subsequent 

assessments offer a way to find out what clients' 

psychological, social, and medical needs are, both in the 

moment and for the longer term, and to discern if counselors 

have the willingness and the resources to deal with those 

needs. Clients who suspect they are HIV positive, or who 

have been diagnosed as such, are unsettled emotionally and 

situationally. It is essential to remember the importance 

of paying attention to what the client sees as the issues to 

be dealt with as opposed to ones the counselor might see as 

necessary. 
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Treatment planning 

Formulating treatment plans for substance abuse clients 

with HIV spectrum disease involves addressing HIV-related 

concerns in addition to the problems associated with 

chemical dependency. Counseling contracts may include ways 

to deal with health concerns, financial problems, medication 

needs, family and caregiver issues, and many more of the 

nuts-and-bolts issues of coping with chronic, life-

threatening illness. A counselor's most helpful role at 

times may be that of a knowledgeable and comprehensive 

referral source. The best methods for addressing the 

problems and goals outlined in the plan may at times be an 

agreement to contact specific appropriate sources outside 

the treatment agency. Adjustments to the treatment plan may 

have to be made session by session, instead of over longer 

intervals, depending on clients' status in the disease and 

the concerns they bring to each appointment (Etherton, 

1991) . 

Hoffman (1991) wrote about general concerns in 

counseling HIV positive clients and noted the need to focus 

on immediate, present issues. He delineates ways to change 

a practitioner's approach to the counseling contract: 

...Several therapeutic perspectives might be helpful for 

the counselor to use in reframing counseling goals for 

clients with a progressive disease such as AIDS: (a)A 
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commitment to maintain (or assist the client in 

obtaining) a counseling relationship throughout the 

duration of the client's illness...(b)A recognition of 

the importance of hope and a positive attitude...(c)The 

value of a directive approach around issues of safety 

for the client and others as opposed to a nondirective 

approach...(d)Changing the therapeutic goal from 

"seeking cure" to "assuring safe passage"; safe passage 

means to make the passing of life as positive as 

possible. It will be defined by each client in terms of 

his or her concerns about death and dying. To assure 

safe passage is to allay these fears as much as possible 

by allowing the client to express these concerns in the 

counseling relationship. (p. 522) 

Grant and Anns (1988) point out that treatment planning for 

seropositive counselees needs to encompass crisis 

management, support, and information, and that caring and 

empathy are of greater value than psychotherapy in the 

client-counselor relationship. 

Testing 

Clients who have been assessed as at risk for HIV 

spectrum disease will need to be informed of this evaluation 

and helped to decide as to whether or not to be tested. It 

is preferable for clients in treatment for addiction to seek 
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testing after having had time to stabilize and acquire some 

coping skills and support networks, especially since anxiety 

around testing can precipitate relapse. It is important to 

also realize that immune system monitoring and prophylactic 

drug regimens are a significant way to slow the progress of 

the disease and can only be started after seropositivity has 

been confirmed. These factors must be weighed as the 

counselor helps the counselee decide whether to test, and at 

all times the motivation for the decision must stem from 

what is in the client's best interest. 

Winiarski (1991) mentions five points to be included in 

pre-test counseling. The first is time elapsed since the 

last high-risk behaviors, since counselees need to know that 

there may be a six-month period when antibodies for HIV may 

not have developed and the test may result in a false 

negative. The second is whether there are physical symptoms 

that worry the counselee and if these have been discussed 

with a doctor to ascertain if they could be HIV-related. 

Third is a review of the emotional and motivational aspects 

of being tested. What is the counselee feeling when 

contemplating the test and its possible outcomes and is he 

or she aware of the potential emotional fall-out of a 

positive result? Why does the counselee wish to be tested? 

Fourth is an inventory of the costs versus the benefits of 

being tested. Included in this inventory should be 
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emotional, financial, vocational, family, lifestyle, 

situational, medical, and counseling factors, as well as any 

others the counselor and client can identify. Fifth, it is 

necessary to list all support resources accessible to the 

client. 

Once a decision to test has been made, the client needs 

to be presented with options as to where to go to have the 

procedure done, as well as information regarding the 

differences between confidential and anonymous testing. 

Confidential testing by a knowledgeable physician may mean a 

comprehensive examination of a person's overall health 

status and immediate administration of preventive 

medication. It also will mean that a person's identity and 

test result are recorded and may be reported to public 

health officials. Anonymous testing is usually done using 

only a number for identification, but agencies doing this 

kind of testing often offer no medical support and clients 

are counseled, then referred elsewhere for necessary 

treatment. It is important that counselees are helped to 

decide their own reasons for being tested and which mode of 

testing will best address those reasons. 

It is important for counselees to understand that the 

tests do not show AIDS, but rather whether persons have been 

exposed to HIV and are now producing antibodies for the 

virus. No one test will show whether a person is positive 
32 



80 

for HIV antibodies. Individuals are usually given an ELISA 

(enzyme-linked immunisorbent assay), followed by a Western 

Blot if the ELISA is positive. Sometimes the ELISA is given 

twice before confirmation with the Western Blot is done. 

Both tests involve blood samples and both involve periods of 

time before results are returned. Clinics that offer the 

tests are the best source of information as to the exact 

procedures they use and the time involved. 

Once a positive test result is confirmed, clients 

frequently experience fear, anxiety, and anger (Hoffman, 

1991). Counselors need to be prepared to help counselees 

express and work through these feelings, and any others that 

may arise. Be aware that emotional reactions to the 

diagnosis may also be suppressed or delayed. For 

counselees, this may be a time of many questions and strong 

emotions. For counselors, vital skills during this phase 

include listening, reflecting, and the ability to offer 

accurate information. It is critical that counselors be 

non-judgmental, accepting, and supportive as clients deal 

with the early knowledge of their infection. 

Medical aspects 

Much of a counselor's role in this area is as an 

educator and this is where much of the need for continuing 

education will be present. Counselees may have questions 
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regarding all aspects of HIV and they may wish to process 

information learned from their physicians during sessions. 

Significant others and family members may seek help in 

understanding and adjusting to the physical, mental, and 

behavioral changes that may occur as HIV spectrum disease 

progresses. Substance abuse counselors may also be asked to 

share their observations of a counselee's physical or mental 

condition with physicians or other members of the HIV 

treatment team. 

As the disease progresses, counselees may experience 

diminishment of their mental and physical abilities. Most 

counselees will be discharged from regular outpatient 

services by this time, but, since addicts seem to be 

diagnosed at later stages of the disease and seem to advance 

more quickly through its phases (Fackelman, 1988), it is 

possible that some counselees will still be involved in 

treatment when these problems begin to occur. Consideration 

will need to be given to which regular program groups, if 

any, remain appropriate for impaired counselees. Often, the 

support of understanding group members can be a boost for 

the affected client. If, however, a counselee's impairment 

becomes a major distraction, remaining in group serves 

neither the counselee nor other group members. 

Individual counseling for counselees with declining 

abilities remains an option within the boundaries of 
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outpatient treatment. Again, counselors must make a 

decision as to whether they will work with a client for the 

duration of his or her illness. If this decision is 

negative, counselees should be aware of this at the outset 

and have the option at any point to request referral to 

long-term counseling. If this decision is affirmative, 

counselors need to know that as HIV spectrum disease 

progresses, the medical realities will dictate the direction 

of counseling. 

In the mid-phase of the disease, the goals may be to 

help clients adjust to shrinking abilities and to encourage 

and fortify counselees' remaining assets. In the later 

stages, clients may need help in restructuring their 

environments in ways that increase their coping and comfort 

(Boccellari, Kain, & Shore, 1989) . As the disease 

progresses, counselors may find themselves more support-

giver and case manager than therapist. 

Mental health aspects 

Substance abuse counselors need to sort out which 

mental health problems are due to recovery and which to HIV, 

since problems in each area may be dealt with differently. 

Denial regarding addiction is best broken down fairly 

quickly to prevent the threat of relapse. Conversely, 

denial regarding the diagnosis of HIV infection may be 
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beneficial for clients until they can adjust to the reality 

of the disease in their lives. Effective tools during this 

period are empathy, active listening, and reflection. 

Counselors may restate or paraphrase counselee statements 

and use open-ended sentence stems to pinpoint counselee 

feelings in the moment. It is important to avoid 

reinforcing the denial, but as important to not press 

acceptance of the diagnosis until clients have developed 

emotional strength and physical resources. Client 

statements, feelings, and body language are, as always, a 

counselor's best guide. 

Depression stemming from withdrawal will usually pass in 

a moderate amount of time with no special interventions. 

Depression related to HIV may be of longer duration, may be 

related to illness or medication, and may require 

psychiatric intervention and medication. Suicide is always 

a possibility with infected counselees and should be 

assessed for regularly, particularly with clients who are 

markedly depressed. Winiarski (1991) directs counselors to 

question clients mentioning suicide about how soon their 

plan is for, occurences that have provoked the thoughts of 

suicide, concreteness of the plan, including method, and 

whether the means are at their disposal. He encourages 

counselors to bring the topic up towards the beginning of 

the counseling relationship so that an "anticipatory 
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agreement" (p. 80) can be made, with counselees 

participating in decisions as to how to handle crisis 

situations. Suicide prevention contracts may be routine with 

some clients. Counselors should also examine their own 

ethical and moral stances regarding planned suicide in the 

event of debilitating, terminal illness and should be clear 

with clients regarding these. 

Intermittent depression due to illness or medication can 

be best dealt with using a combination of cognitive and 

behavioral techniques (McCusick, 1989) . Enlightened 

reassurance involves validating counselees' fears and 

depressed feelings about their health, offering assurance 

that the feelings won't last, and providing information to 

help clients cope with the feelings. Cognitive reframing is 

targeted at restating negative self-talk and providing more 

positive concepts and images for a counselee to focus on. 

Assessment of social support helps point out sources of 

outside strength, such as 12 Step and HIV support groups, 

family, and friends so that the counselee, once aware of 

these, may utilize them more fully. Reinforcement of the 

structure of counselees' daily lives assists in keeping life 

fairly routine and in assuring adequate activity, nutrition, 

and rest. Formulating a plan of action to contain the 

depression and to confront the disease helps clients to take 

active roles in their recovery and the management of HIV. 
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Anxiety is best dealt with by offering education about 

the disease and about the feelings a counselee is 

experiencing. Relaxation training, guided visualization, 

meditation techniques, and thought stopping are all methods 

to deal effectively with anxiety. Counselees can also be 

encouraged to practice staying in the here-and-now, rather 

than projecting into the future, which fuels anxiety. Grief 

can be addressed by acknowledging the feelings a client is 

likely to experience (anger, fear, hurt, sadness, 

helplessness, acceptance) and that these may come and go in 

varying order and intensity. Patiently allowing counselees 

to express their feelings as best they can, and recognizing 

that these cannot be "fixed," seems the most effective way 

of dealing with grief. 

Helping counselees deal with other stressors may 

frequently involve case management and referral skills. 

Clients may need help with employment, financial pressures, 

housing, child care, and legal difficulties. Often, the 

best intervention tools are a ready ear and a list of phone 

numbers of resources. Clients may need someone to listen as 

they vent hurt and anger over stigmatization and isolation 

resulting from their diagnosis. They may need reassurance 

to calm sometimes overwhelming fears regarding their disease 

and their fate. It is important to offer realistic hope, 

not false promises and sometimes the only appropriate 
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response is that there is no good response, only the 

willingness to be with counselees as they experience 

extraordinarily difficult emotions. 

Relapse prevention 

Relapse is a fact of the disease of addiction. It 

should be seen not as a failure, but as a setback that may 

help to cement a foundation for recovery. For clients 

facing HIV, relapse is often precipitated at particular 

times. Events surrounding testing, informing significant 

others of positive results, significant changes in CD-4 

counts, diagnosis of AIDS, onset of specific AIDS-related 

illnesses, and the loss of others close to them can all 

trigger relapse. 

It is important to discuss substance abuse relapse with 

counselees and to inform them that relapse is a process, not 

just a return to using, and can be stopped at any point in 

its course prior to using. Part of formulating a relapse 

prevention plan is to identify each client's process and 

possible trigger points and warning signs, Knowing these 

will enable counselees to take additional precautions 

against using at times they expect to be vulnerable or when 

they recognize their process in action. Identifying and 

addressing client issues on a regular basis is one component 

of a strong relapse prevention plan. 
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Medications in recovery 

Substance abuse clients who are infected with HIV will 

find themselves needing to take medications, sometimes from 

the start of their diagnosis. Any treatment regimen that 

precludes chemical use under all circumstances needs to be 

intently scrutinized as to its appropriateness for HIV 

clients. 

As the disease progresses, counselees will find 

themselves in need of pain medications, and this often 

creates a dilemma for recovering persons who may experience 

fear, shame, or guilt over their need for medication. 

Clients need to be helped to discern between abusive use of 

drugs and the appropriate use of prescribed medications. 

Tilleraas (1990) states, "Abuse is when you take more than 

you need, when you use it compulsively. Abuse is when you 

take the drug to get high, to numb out, to avoid your 

feelings. Abuse usually is a secret" (p. 47). Clients need 

help to be encouraged in the proper use of medications and 

in their continuing commitment to recovery. Counselors need 

to clarify their own positions regarding this issue and need 

to maintain a supportive and sensitive attitude towards 

clients who require medication. 

Occasionally, a counselee may show signs of abusing 

medications, such as exhausting a refill before it could 
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reasonably be expected to be depleted. In such cases, the 

counselor, perhaps with a doctor or other members of the 

treatment team, will wish to confront the counselee and 

write a contract specifying the proper use of all 

medications. Clients in this position need encouragement 

and support to return to or continue in their recovery. 

Spirituality 

Many persons facing illness and death from HIV spectrum 

disease seek comfort and understanding through religious or 

spiritual beliefs. Counselors who work with infected 

counselees should be prepared for clients to discuss this 

topic. It is necessary for counselors to examine any dogma 

or discomfort they may harbor regarding spirituality or 

religion in preparation for this aspect of counseling 

infected clients. 

It may be helpful to explore clients' beliefs and 

feelings about spirituality to ascertain if these provide 

healing or distress. Obtaining knowledge regarding 

counselees' particular spiritual beliefs may aid in helping 

them define and sort through concepts and perceptions and 

may also provide positive insights in the face of negative 

misconceptions. If a person's spiritual beliefs are the 

source of negative feelings and self-hate, they may promote 

increased anxiety over death and the afterlife. Counselors 
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facing this situation may wish to explore the possibility of 

refraining these beliefs into more positive and nurturing 

ones. A way to begin might be to question where the 

negative messages originally came from. Counselors 

eventually may offer the option of exploring alternate 

belief systems or may help clients to create more positive 

images and concepts that will offer sustenance as they face 

HIV and AIDS. Clients who find positive meaning in their 

religious or spiritual concepts may find it helpful to 

expound on these and to be supported in their beliefs, as 

this process may alleviate much of their anxiety about death 

and what comes after it. 

Groups 

Through a process of education and ongoing dialogue, 

substance abuse clients who are HIV positive can be 

integrated into the regular groups in outpatient treatment. 

Infected clients may be reticent about revealing their 

seropositivity to other members, and this should not be 

forced. A counselee's mere presence and ordinary behaviors 

present no threat to fellow clients. HIV positive clients 

should be helped to make decisions regarding disclosure 

based on what is in their best interest, and part of this 

process may take place in HIV support groups outside 

treatment. If enough HIV positive counselees are present in 
42 



90 

the program, a group to deal specifically with problems and 

feelings stemming from HIV may be started. Such a group 

will be most useful if it offers a combination of process 

and support for members. 

In any group throughout the program, the issue of 

confidentiality must be stressed. One reason infected 

persons may balk at disclosing their status is the fear of 

being revealed to others not of their choosing. It is 

especially important in groups that include non-infected 

clients that reasons behind imperative confidentiality --

discrimination, stigmatization, and other possible 

repercussions, such as physical harm --be completely 

explored. Persons without the disease may not be sensitized 

to these concerns, but often they can identify due to their 

own needs to protect their substance abuse history. Posey 

(1988) notes that confidentiality fosters candor and trust 

and she states that "the purpose of confidentiality is not 

to conceal the condition but to help members handle the 

information with responsibility to themselves as well as 

others" (p. 226). 

Hoffman (1991) discusses the positive effect of groups 

and reiterates that factors that make all groups effective, 

such as role modeling, a sense of commonality and community, 

and the opportunity to reach out and help others may be 

especially pertinent for counselees with HIV spectrum 
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disease. Groups should be seen as a place where counselees 

can learn to improve the quality of their lives through 

gaining strategies that help them effectively cope with 

their situations and competently care for themselves. 

Families, partners. and caregivers 

Family members, spouses, lovers, children, and close 

friends of persons with HIV spectrum disease are affected 

and their lives are changed when the diagnosis is confirmed. 

Those close to a substance abuser are already coping with 

that disease and the changes wrought by recovery. Many may 

be just relaxing from the anxiety produced by the 

destructive behaviors of addiction, only to be faced by a 

more frightening prospect in the form of AIDS. Often, 

families and partners are thrust in the roles of caregivers 

for counselees, which may be complicated by their own 

problems with substance abuse or codependency (Faltz, 1988). 

Counselors need to be sensitive to the concerns and needs of 

this group, as they are often forgotten in the press to deal 

with the immediate concerns of infected clients. 

The most helpful roles counselors can take with persons 

close to infected counselees may be that of listeners, 

educators, and referral sources. Family members and 

significant others of persons with HIV and AIDS often face 

similar issues -- denial, fear, grief, depression, anxiety, 
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stigma, and isolation. The same information that is offered 

to infected clients regarding HIV and AIDS will help to 

dispel much of the fear, anxiety, and denial of loved ones. 

Opportunities to ask questions and to receive reassurance 

and normalization of feelings will aid this group in coping 

with their loved ones' illnesses. Referrals to appropriate 

social service agencies that can provide support for care 

giving may be necessary. 

Family members and significant others often need to 

express intense feelings and to have an opportunity to work 

through these, so referrals for counseling of their own may 

be essential. If family sessions are a part of the 

treatment regimen, these may provide some chance for 

significant others and family members to process their 

issues regarding the illness. Williams and Stafford (1991) 

suggest that peer support groups for families, partners, and 

friends of seropositive individuals may be the most 

effective way for them to deal with the issues raised in 

coping with infected loved ones, and such groups can address 

the problems of fatigue and burnout that may affect 

caregivers. If it is not feasible to begin such a group 

within the agency, referral to existing groups seems 

obligatory. 
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Ethics 

Two ethical dilemmas seem foremost for counselors 

dealing with HIV-infected counselees: the duties to protect 

clients from harming themselves and others. In counselees 

infected with HIV, these present as suicidal ideations and 

failure to inform sex or drug partners of seropositivity. 

Counselors who work with infected persons need to have a 

well-reasoned stance regarding these difficult issues. 

Counselees have a right to know how counselors will respond 

to these issues prior to when they arise, so a frank 

discussion towards the beginning of the counseling 

relationship of a counselor's ethical responsibilities and 

prospective actions in this area is a must. 

Counselors need to clarify their attitudes towards 

"rational" suicide, the action taken in the face of chronic, 

debilitating illness (Winiarski, 1991), particularly where 

the counselor's legal responsibility may conflict with her 

or his philosophy and values. Counselors should identify 

the motivations behind any action or lack of action 

regarding clients' suicidal intentions, beyond the purely 

legal considerations, as counselees may request insight into 

these as they grapple with their own decisions. Regardless 

of a counselor's ethics regarding suicide, a non-judgmental 

attitude will facilitate a counselee's exploration of this 
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topic that will result in his or her best interests being 

served. 

There is a chance that counselors working with HIV-

infected clients will encounter persons who refuse to 

disclose their seropositivity to others who may be at risk 

from them. Federal confidentiality laws preclude the 

release of information gained in substance abuse treatment 

without written consent from the affected client (Clark & 

Washburn, 1988), and it is currently unclear if laws 

regarding duty to warn can be applied to HIV (Winiarski, 

1991). Certain suggestions have been made to help 

counselors tackle this dilemma. Gray and Harding (1988) 

believe that if efforts to educate and persuade clients of 

their responsibility to disclose are unsuccessful, 

counselors should follow Tarasoff guidelines, inform clients 

of the intent to breach confidentiality, and then notify 

identified partners or health authorities of the threat. 

Others point out alternate considerations, such as the 

necessity to ensure that the client is actually seropositive 

and poses a threat, the possibility that the infected client 

engages in safe sex or drug-using practices, the fact that 

sex or drug partners are knowingly engaging in high-risk 

behaviors, and the need to think about the impact on the 

person to be informed and to offer the person counseling or 

referral (Kain, 1988). Clark and Washburn (1988) believe 
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that one way for treatment centers to handle this issue is 

to attempt to involve as many of those close to an infected 

person as possible in the HIV education portion of the 

program. They also point out that people are more likely to 

practice careful and responsible behaviors once they are in 

recovery. 

Hoffman (1991) sees this situation as a counseling issue 

and notes the need to explore why counselees balk at 

informing significant others. He surmises that empowerment 

of clients with regard to protecting themselves may lead to 

their ability to protect others. Winiarski (1991) points 

out the importance of counselors sorting out their own 

biases regarding this issue so that their possibly strong 

feelings do not overshadow their ability to counsel 

objectively. Kain (1991) asserts, "Clients come to 

counselors for help with troubling issues, not to be turned 

over to health officials. When considering breaching a 

client's confidentiality, counselors should consider why 

they are privileged tov hear the information in the first 

place" (p. 225). 

Counselor self-care 

Counseling is work that offers tremendous rewards as 

well as capacity for burnout. Counselors who work in the 

field of chemical dependency are accustomed to seeing 
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clients relapse or disappear from treatment. Some have had 

to deal with the death of a client due to a return to active 

addiction. Many clients present additional and difficult 

issues, such as physical and sexual abuse. These cases are 

balanced, however, by the number of counselees who succeed 

in building a successful program of recovery, who go on to 

lead long and productive lives, and in whom counselors can 

observe a measure of tangible success. 

Counselors who choose to work with clients who are also 

infected with HIV will face the prospect of a fairly 

inevitable outcome of death for the client. Themes of 

vulnerability and mortality will be the background for every 

session. Illness, pain, fear, and death will be ongoing 

issues. Attainment of goals may be measured in small 

increments in the quality of counselees1 lives. Counselors 

may be asked to commit extra time and effort to these 

clients and will find themselves facing intense emotions 

throughout the counseling relationship. The potential for 

enormous stress and possible burn-out is high for counselors 

in this area. 

Winiarski (1991) suggests a framework for counselors to 

help combat stress and burnout. The first piece involves 

coming to terms with the issues facing the counselee, and, 

in turn, the counselor. This basically means an acceptance 

of one's own limits and an appreciation of one's abilities. 
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The process of coming to terms is accomplished by a 

counselor's own therapy to express and work through feelings 

and by supervision by an experienced counselor who can focus 

on the emotional and technical aspects of the work. The 

next piece is to emphasize the process of counselees' work 

rather than the product. This makes the quality of the 

counseling relationship the measurement of success rather 

than the fulfillment of goals. "Our gratification should 

come not from the client's behaviors that fulfill our needs, 

but in our conduct that regards the client's needs" (p. 

139). Other pieces include keeping in touch with counselees 

who have ended counseling, memorializing in some way clients 

who have died, sharing events and feelings with peers, and 

avoiding excessive AIDS work, both outside and within one's 

practice. 
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SECTION IV 

REFERRAL SOURCES 

A list of state and national resources for HIV- and 
AIDS-related services can be obtained by contacting the 
National AIDS Information Clearinghouse (referenced at the 
end of this section). A fairly large list of resources, 
catalogued by type of service, can be found in the appendix 
of Mark G. Winiarski's book, AIDS-Related Psychotherapy. 
Another extensive list of resources, indexed by community, 
U.S. government, and national private sector agencies, is 
located at the end of No Longer Immune: A Counselor's Guide 
to AIDS. edited by Craig Kain. 

The following is a partial list of resources for HIV-
and AlDS-related services in Pima County, Arizona. 

Early Intervention Center 
PACT-El Rio Health Center - 2579 N. 1st Ave., Tucson, 85719, 
770-1710 

• Peer counseling 
• Test counseling & HIV antibody testing (free, anonymous) 
• Immune system monitoring 
• Medical follow-up 
• Assessments 
• Case management 
• Counseling (individual and group) 

El Proyecto Arizona/Sonora 
2579 N. 1st Ave., Tucson, 85719, 323-1303 (Contact: Enrique 
Gomez) 

• Emotional support (individual and family) 
• Counseling (individual and family) 
• Referrals for medical, financial and early intervention 

services 
• Immigration, amnesty and legal services 
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• Translators (Spanish and English) 
• Transportation 
• Groups (Spanish-speaking women) 

Kino Community Hospital - Immunodeficiency Clinic 
Ambulatory Care Bldg., 2800 E. Ajo Way, Tucson, 85713, 573-2840 

• Test counseling & HIV antibody testing (fee for service, 
confidential) 

People with AIDS Coalition of Tucson (PACT for Life) 
2579 N. 1st Ave., Tucson, 85719, 322-9808 

• Support groups 
• Advocacy services 
• Buyers' club (nutritional supplements) 
• Early Intervention Center (see above) 
• Transitional housing 
• Pharmaceutical fund 

Pima County Health Department - Theresa Lee Clinic 
332 E. Freeway, Tucson, 85701, 624-8328, 791-7676 

• Test counseling & HIV antibody testing (free, anonymous) 

Shanti Foundation 
602 N. 4th Ave., Tucson, 85705, 622-7107 

• Emotional support counseling 
• Crisis intervention counseling 
• Grief support groups 
• Referrals for medical and legal services 
• Financial assistance 
• Entitlement advocacy 
• Clothing and furniture 
• Limited in-home help 
• Social activities and weekly luncheons 
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Tucson AIDS Project 
151 S. Tucson Blvd. #252, Tucson, 85716, 326-AIDS (hotline), 
322-6226 (admin) 

• Case management 
• Counseling (individual, family, partners) 
• Support groups 
• Spiritual support 
• Education and prevention services 
• Advocacy services 
• Entitlement, financial, and legal assistance 
• Massage 
• In-home support services (through Pima Health System) 
• Services for children living with HIV positive family 

members 
• Referrals for other services 

University Medical Center 
1501 N. Campbell Ave., Tucson, 85724, 626-4676, 626-5184 

• Physical exams and medical appointments for HIV positive 
persons 

• Experimental drug trials 

National AIDS Information Clearinghouse 
U.S. Department of Health and Human Services 
Public Health Service, Centers for Disease Control 
P.O.BOX 6003, Rockville, MD, 20850, 1-800-458-5231 

National AIDS Hotline 
Service of the CDC, 1-800-342-AIDS, (Spanish) 1-800-344-SIDA 
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SUGGESTED ADDITIONAL REFERENCES 

AIDS-Related Psychotherapy 
Mark G. Winiarski 
Pergamon General Psychology Series - Pergamon Press, 1991 

Circle of Hope - Our Stories of AIDS. Addiction. & Recovery 
Perry Tilleraas 
Hazelden, 1990 

Face To Face - A Guide to AIDS Counseling 
James W. Dilley, Cheri Pies, Michael Helquist, editors 
AIDS Health Project, UCSF (Celestial Arts), 1989 

No Longer Immune - A Counselor's Guide to AIDS 
Craig Kain, editor 
American Association for Counseling and Development, 1989 

Video: The Psychology of Treating Patients with HIV Disease 
A Wellcome Educational Service, Burroughs Wellcome, 1989 
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Dear 

I am preparing a handbook regarding HIV and AIDS for use by 
substance abuse counselors as part of my thesis for a Master 
of Arts Degree in Counseling and Guidance at the University 
of Arizona. 

You may recall that some time ago you were asked to review 
an outline for this handbook and make comments on or 
revisions to it. A hand book was developed from this 
outline, entitled HIV Spectrum Disease: A Handbook for 
Substance Abuse Counselors. 

The purpose of the manual is to provide counselors working 
in chemical dependency treatment with an easy to use guide 
to issues and concerns that they will face in working with 
counselees who are diagnosed with HIV or AIDS. Research 
indicates that substance abusers represent an increasing 
proportion of all HIV cases, and that treatment 
practitioners need to prepare to deal with infected clients 
in an effective fashion. 

I am asking that you read the accompanying manuscript, 
freely writing comments on the document itself, and then 
complete the enclosed evaluation form. This process may 
take up to two hours, depending on how quickly you read. 
Your participation is completely voluntary, and you may stop 
at any time. I am asking that you return this packet by 
April 8, 1991. 

If you have any questions, please contact me in my office or 
at home, 325-6442. 

Thank you for your time and effort. 

Sincerely, 

Margaret 
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Handbook Evaluation 

Note: By filling out this evaluation form, the following 
assumptions will be made: 

(1) you have read the accompanying cover letter, and 

(2) you have given your consent to participate in this 
study. 

1. Did you find the handbook clearly written and 
understandable? 

Yes 
No 

Comments 

2. Did you find the handbook easy to read? 

Yes 
No 

Comments 

3. How do you feel about the length of this handbook? 

Too long 
About right 
Too short 
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Do you think the handbook will be useful to you in 
working with clients in treatment who are diagnosed with 
HIV spectrum disease? 

Yes 
No 

Comments 

Do you think the handbook will help you in doing 
educational or risk reduction work with current clients 
in your group or individual sessions? 

Yes 
No 

Comments 

Were there any portions of the handbook that you found 
not useful or unnecessary? 

Were there any portions of the handbook that you would 
like to see expanded? 

is there any topic or section that you would like to see 
added to the handbook? 



Additional comments 
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