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The Effects of Gender, Ethnicity and Socio-Economic Status on Coping with HIV 

by 

Marian Ehrich Oppenheimer, Ph.D. 

The University of Texas at Austin, 2008 

Supervisor:  Chris McCarthy 

 

 
 The study examined the  correlations between gender, ethnicity, socio-economic status, 

self-reported mode of exposure to HIV, the types of coping strategies utilized, social support, 

perceived stress, preventive resources, depression, and disease progression among 79 HIV+ 

patients, eleven of which were Spanish speaking, seen at a federally and city funded HIV/AIDS 

clinic.  The first aim was to demonstrate that there is a linear relationship between gender, 

ethnicity, the manner in which one copes with the HIV infection (utilizing problem-focused 

strategies versus emotion-focused strategies), and the progression of HIV as measured by each 

participant’s CD4 count.  The second aim of the study was to show that the higher the frequency 

of seeking medical support at the HIV/AIDS clinic, the lower the rate of HIV progression as 

measured by the CD4 count.  The third aim of the study was to demonstrate that there is a 

significant difference in the types of coping strategies utilized by differing ethnicities to combat 

the stress related to HIV.  

 Findings indicated that among the 78 participants who completed the surveys, housing 

status (homeless versus having a home), intravenous drug use (IVDU), Escape-Avoidance 

behavior, Positive Reappraisal, the perception of having familial support, and the perception of 

mastery were all significantly correlated with the difference in the CD4 count initially obtained 
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at the time of the interview and the CD4 count that was obtained again 3 through 15 months 

later.  Of the 17 of the total 78 participants who did not return to the clinic consistently, housing 

status was found to be significantly correlated with the difference in the CD4 count initially 

obtained at the time of the interview and the CD4 count that was obtained again 3 through 8 

months later.  Of the 61 of the 78 participants who did return to the clinic consistently, IVDU, 

the perception of family as supportive, the perception of having sources of comfort, the 

perception of the ability to scan the environment as a resource, the perception that one recognizes 

the opportunity to prevent stress, perceived control, the perception that one has control, the 

perception that one has efficacy, the perception that one can master tasks, and the perception that 

one can maintain self-direction were all significantly correlated with the difference in the CD4 

count initially obtained at the time of the interview and the CD4 count that was obtained again 9 

through 15 months later.  Therefore, there was a significant difference between those patients 

who returned for consistent medical treatment at the clinic versus those who attended the clinic 

infrequently.  The issues pertaining to the adherence of medical treatment as well as attempts to 

buffer the positive coping strategies that facilitate adherence are of critical importance to current 

prevention measures.   

 In addition, it was found that there were significant differences in the manner in which 

differing ethnicities coped with the stressors related to HIV.  The study revealed that among the 

25 black men and women, coping by accepting responsibility, and coping by positively 

reappraising situations were predictive of ethnicity.  Among the 21 Hispanic men and women 

and the 31 white men and women who participated in the study, none of the coping strategies 

were predictive of ethnicity.  The identification of the differential manners in which each 

ethnicity copes with the stressors related to HIV has the potential to bolster both HIV treatment 
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and prevention efforts. Further research needs to be conducted in order to further explore these 

important issues.   
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Chapter I 

Introduction 

 

 Since 1981, when the first case of HIV was diagnosed, HIV/AIDS has taken the lives of 

approximately 75 million people worldwide.  As of 2007, nearly 38.6 million people are 

estimated to be infected with the human immunodeficiency virus (HIV) (UNAIDS, 2006).  In the 

United States and dependent areas, the Center for Disease Control and Prevention estimated the 

cumulative number of diagnoses of AIDS through 2005 was 984,155 (CDC, 2007) with roughly 

an additional 300,000 cases among persons unaware of their HIV diagnosis.  Throughout the 

1980’s and the early 1990’s, those infected with HIV/AIDS were primarily treated for the HIV 

related symptoms with overall limited success. With the advent of highly active anti-retroviral 

drugs in the mid 1990’s, the lives of many HIV positive individuals living in high-income 

countries have been prolonged.  As a result, those affected by HIV are struggling with the 

manner in which they want to continue living their lives. 

           In the United States, national attention has turned to HIV/AIDS prevention strategies 

which necessitate addressing the mental health needs of the infected individual.  The manner in 

which one copes with the stress related to their illness directly influences both the threat of 

further transmission of HIV as well as determines the quality of life yet to be lived. HIV/AIDS 

prevention efforts need to be guided by the populations most affected by the illness.  At an 

increasing rate, racial and ethnic minority populations, primarily African Americans and 

Hispanics, have been hardest hit by the HIV/AIDS epidemic.   In order to effectively respond to 

the disparities among those minorities most affected by HIV/AIDS, the psychological experience 

of each sub-population needs to be better understood. Research indicates that each minority 
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population presents with unique issues pertaining to: (1) health concerns, (2) social support 

systems, (3) social-economic status, (4) coping strategies to manage the stressors related to HIV, 

and (5) prevalence of psychological manifestations.  Based on the varied experiences of each 

minority group, medical and psychological services can be tailored to an individual’s needs 

(CDC, 2007).  By doing so, the HIV/AIDS patient will be better served, and both the clinical 

management of HIV as well as related prevention measures can be improved.   

            The biological route of HIV infection is dependent on its clinical management.   In order 

to effectively manage the disease, the infected individual must have coping strategies that will 

support a challenging medical regimen as well as other adaptive tasks related to the infection.  

The psychological experience of an infected individual directly affects the manner in which he or 

she will cope with the HIV diagnosis and the progression from HIV to AIDS.  Billing and Moos 

(1981) claim that several adaptive tasks need to be addressed including disclosing HIV status to 

the members of one’s support system, modifying behaviors that could further transmit HIV, and 

maintaining emotional and physical health.  Researchers have found that the manner in which 

one copes with each of these tasks determines the course of the illness.  The lack of such 

strategies can have adverse effects on the infected individual’s quality of life, adherence to care, 

and the further transmission of HIV. The manner in which one copes is a major factor in the 

relationship between stressful events and such adaptational outcomes (e.g. Billings & Moos, 

1981, 1984; Coyne, Aldwin & Lazarus, 1981). 

Folkman and Lazarus assert that there are two distinct types of coping strategies, 

problem-focused coping, and emotion-focused coping.   Problem-focused coping is aimed at 

taking action to alter the stress, and emotion-focused coping is aimed at managing the emotional 
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distress that is associated with the situation.   While the majority of stressors elicit both types of 

coping, problem-focused coping tends to be utilized when it is perceived that something 

constructive can be done and includes strategies for gathering information, making decisions, 

planning, and resolving conflicts (Lazarus & Folkman, 1984).   Emotion-focused coping is 

typically utilized when it appears that the stressor must be endured and can be expressed in the 

form of confrontive coping or planful problem solving (Folkman and Lazarus, 1980).  The 

meaning that is derived from the stressor, or the psychological context, determines the personal 

significance of the stressful situation in relation to the individual’s beliefs, values, goals, or 

commitments.  Both the derived or situational meaning, which shapes the emotions experienced 

in the stressful encounter, and the global meaning, which refers to the more abstract meaning 

related to fundamental assumptions, beliefs and expectations about the world and the self, 

influence subsequent coping activity (Lazarus & Folkman, 1984).   

  Any one stressful event usually has more than one implication for coping and more than 

one implication for well-being (Folkman & Lazarus, 1988).  Thus, people often respond to a 

stressor with multiple, and sometimes conflicting emotions.  The emotional response, which is 

generated in the encounter, changes the relationship between the antecedent and the outcome 

variables resulting in the transformation of the original appraisal and its associated emotions.   

Based on the research by Lazarus and Folkman (1986), the relationship between emotion and 

coping in stressful encounters, such as the diagnosis of HIV, is bi-directional, with each affecting 

the other. The behavioral flow may begin with the cognitive appraisal that HIV is harmful, 

threatening, and/or challenging. The appraisal process generates emotion, which in turn 

influences the coping processes which affects the cognitive appraisal.  
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           The current study intends to examine the correlations between gender, ethnicity, socio-

economic status, self-reported mode of exposure to HIV, the type of coping strategies utilized, 

social support, perceived stress, preventive resources, depression, and disease progression.  The 

first aim is to demonstrate that there is a linear relationship between gender, ethnicity, the 

manner in which one copes with the HIV infection (utilizing problem-focused strategies versus 

emotion-focused strategies) and the progression of HIV as measured by each participant’s CD4 

count.  Specifically, the lower one’s socio-economic status, the fewer the preventive resources to 

address stress, the fewer the social resources, the higher level of depression, and the fewer 

number of problem-focused strategies will all result in a more rapid spread of the HIV virus in 

the blood stream as measured by the CD4 count. 

 The second aim of the study is to show that the higher the frequency of seeking medical 

support at the HIV/AIDS clinic, the lower the rate of HIV progression as measured by the CD4 

count.  This is due to the fact that those who do not attend the clinic consistently will not be 

afforded medical management.  In addition, it will be demonstrated that the rate of recurrence of 

the clinic visits is indicative of the manner in which one copes with the HIV infection, the 

preventive resources for support, the level of depression, perceived social support, and the socio-

economic status.  It will be shown that those who attend the clinic more frequently, versus those 

who attend the clinic less frequently, will utilize more problem-focused coping, will have a 

greater number of preventive resources to combat stress, will have a higher number of perceived 

social support, will have a lower level of depression, and their socio-economic status will be 

higher.  All of these factors will act to slow the rate of HIV progression. 

 The third aim of the study is to demonstrate that there is a significant difference in the 

types of coping strategies utilized by differing ethnicities.  The types of coping strategies, as 
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measured by the sub-scales of the Revised-Ways of Coping Questionnaire (R-WOC), will be 

compared between Hispanic males and females,, black males and females and white males and 

females.  Understanding which types of coping strategies are most commonly used by each 

ethnicity and which of those strategies are most effective can help to promote better health care.         

 Those who chose to participate in the study are patients seen at a publicly funded 

HIV/AIDS treatment center located in a mid-size city in the southwestern United States. The 

inclusion criteria specifies that the participants fall between 20 to 50 years of age and have, at the 

time of the study, a CD4 count greater than 200. The age range is limited in order to account for 

the negative effects of aging on the immune system (Gates, 1989) and to capture the population 

that is most affected by HIV/AIDS (CDC, 2006).  The subjects will be asked to complete a 

demographic survey, which includes the identification of gender and ethnicity, mode of 

exposure, the history of adherence to antiretroviral medications, the date of initial HIV positive 

diagnosis, primary language spoken, level of education, housing status, income, employment 

status, number of dependents, and any income from financial assistance.  In addition, the 

participants will be asked to complete a coping strategies scale, which will assess the types of 

coping strategies used, a social support scale to assess social resources, a perceived stress scale, a 

preventive resources inventory, and a depression scale.  Finally, the most recent CD4 count and 

viral load will be documented.  Nine through fifteen months after the collection of this data, a 

second review of the participant’s medical charts will be conducted.  At this time, the most 

recent CD4 count and viral load will be documented for a second time.  The difference between 

the two sets of blood tests will be included in the analyses and will be referred to throughout the 

study as the “change score.” 
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It is hoped that the results from this exploratory study will both encourage public health 

administrators to recognize the importance of including mental health services as an integral part 

of the management of chronic illness as well as act to inform future HIV/AIDS prevention 

efforts.    

 6 
 



  

Chapter II  

Review of the Literature 

 

Introduction  

The psychological and psychosocial adaptations to HIV that accompany the biological 

course of the infection are directly related to the clinical management of the virus.  The response 

to the diagnosis, and the subsequent adaptive tasks, may affect the HIV person’s adherence to 

care, the quality of his or her life, and the engagement in risky behaviors, such as unprotected sex 

or the use of HIV exposed drug paraphernalia. The uncertainties regarding the effects of HIV on 

personal health are similar to the concerns associated with other chronic illnesses, such as cancer 

or heart disease.   Yet, the manner in which HIV is typically contracted and the stigmas attached 

to them, often results in unique psychological and psychosocial effects. HIV is typically 

contracted through behaviors that are generally not sanctioned by the majority of policy makers 

and cultures.  In addition, minorities, who are disproportionately affected, often do not have the 

resources to adequately manage the broad effects of HIV infection (Chesney & Folkman, 1999).  

HIV/AIDS also differs from other chronic illnesses because it typically infects people between 

the ages of 35-39 (CDC, 2007), forcing them to confront physical, financial and social deficits 

that are generally experienced later in one’s lifetime.   
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           The stress related to discovering that one is HIV positive has a direct relationship to both 

the physical health of the newly infected individual as well as the type of coping strategies 

utilized to combat the related stressors.  Studies have found that stress can significantly slow the 

immune response, which involves interplay between the brain, the central nervous system, and 

the immune system (Goliszek, 1987).  Stress has the greatest impact on the health of individuals 

who already have poor immune function due to a variety of reasons including: (1) age, (2) those 

that already have been chronically stressed for reasons other than physical health, or (3) viral 

disease, such as HIV, which damages or destroys the immune system (e.g. Karren et al., 2002; 

Weider, 1990).  Recent research indicates that each of the ways of coping with stress 

 



  

differentially modifies the impact of stress on immunity.  In addition, the extent to which the 

situation is one that can be changed, or that has to be accepted, affects the relationship between 

coping, mood, and behavioral outcomes.  Thus, it is important that we better understand the 

types of coping strategies utilized by differing ethnicities and genders in order to develop 

strategies that are tailored to the health problems and stressors unique to each sub-population.   

  HIV Infection and AIDS 

 In order to appreciate the psychological stressors that accompany the HIV virus, it is 

imperative to examine HIV virological data. The human immunodeficiency virus (HIV) is the 

virus that results in the acquired immunodeficiency syndrome (AIDS).  HIV is characterized by a 

gradual deterioration of the immune function.  When the virus attaches to a cell, its genetic 

material is incorporated into the genetic material of the target cell resulting in new, infected cells. 

Lymphocytes, which are white cells that carry out the majority of the functions of the immune 

system, are comprised of two classes, T-cells, processed in the thymus, and B cells, which grow 

outside of the thymus.  T-cell activity is essential for antibody production as well as the 

protection against pathogens (Brownlee, 1990). These cells, which defend the body from 

infection and the development of cancers, signal other cells in the immune system to perform 

their unique functions (NIH, 2001). These crucial immune cells, also called CD4 cells, are 

disabled and killed during the typical course of HIV infection (Brownlee, 1990) resulting in a 

lowered CD4 count indicative of the progression of the HIV virus. 

             When a person is initially infected, a large amount of virus circulates in the system 

resulting in an initial decline in the number of CD4 cells.  Between 30% and 70% of people 

infected with HIV initially experience a severe flu-like illness evidenced by a rash, a sore throat 

and swollen lymph nodes which persist for about one week.  These symptoms are a result of the 
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body’s attempt to bolster its immune response to the virus and its production of proteins called 

antibodies.  After this illness subsides, most people will show a positive blood test for HIV, 

although some may take up to six months to test positive for the infection (Marr, 1998).   

            Following this initial decline, the body’s immune system regains control and suppresses 

the virus.  The amount of time that the infection is limited to HIV, rather than AIDS, is 

dependent on a variety of factors including the individual’s adherence to medication regimens, 

the overall health of the individual preceding HIV infection, and engagement in other preventive 

health activities.  This period of suppression is followed by the immune system’s destruction of 

the cells it has infected, resulting in the infected person’s vulnerability to other infections and 

malignancies.  As defined by the Center for Disease Control, the HIV diagnosis becomes an 

AIDS diagnosis when either the HIV positive person’s CD4 count falls below 200 or when the 

infected individual contracts one of many clinical conditions, referred to as opportunistic 

infections.  (A healthy person maintains a CD4 count of 800-1200 T-cells per cubic millimeter of 

blood.)  A consistent regimen of anti-retroviral medications, also termed protease inhibitors, can 

assist the immune system’s functions and helps protect against these infections for prolonged 

periods of time.  The most widely used manner in which to monitor the progression of HIV 

infection is to consistently measure the CD4 count.  Traditionally, the viral load is also obtained 

because it is indicative of the level of virus circulating in the blood stream (Marr, 1998).    

Transmission of HIV 

            Infection occurs in three ways:  sexual transmission, exchange of blood or other bodily 

fluid, and exchange of fluids from mother to child.  The risk of transmission from one person to 

another is dependent on the type of sexual contact and the level of infection in one’s partner.  
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Estimates indicate that a single anal or genital sexual contact with an infected partner has a 1 in 

300 chance of causing HIV infection. The risk may be as high as 1 in 10 if the infected person is 

at a more infectious stage of the illness.  Intravenous drug use (IVDU) is another manner in 

which HIV can be transmitted.  Utilizing needles, which have been contaminated by a HIV 

infected individual, is a high risk factor for transmission and can be prevented by either using 

new, clean drug paraphernalia or by sterilizing the needles for at least five minutes with bleach 

prior to usage.  People with HIV are more infectious when they are newly infected as well as 

after HIV has converted to AIDS.  At these particular times, the largest quantities of virus are 

circulating in the blood (CDC, 2005).   

           Historically, there have been transmissions of HIV through blood products.  But, in 1985, 

the screening of blood and blood products for HIV became mandatory throughout the United 

States resulting in a lowered risk of becoming infected through a transfusion.  Current estimates 

indicate that the risk of becoming infected through blood products in the United States is 

approximately 1 in 550,000.  Health care workers are at a higher risk for infection due to their 

constant exposure to an infected patient’s bodily fluids.  This risk is dependent on the amount of 

virus present in the fluid or on the object, how long the object has been sitting after exposure to 

infected fluids, and the type of injury a health care worker sustains.  For example, the 

implications of infected fluids infecting someone via a surface scratch are less serious than 

would a deep wound.   

            In the United States, 85% of women who are HIV positive are of child-bearing age, and; 

between one and two percent of pregnant women in urban settings are HIV positive.  An infected 

mother can transmit HIV to her child prenatally either through the placenta, by exposure to 
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vaginal secretions at birth, or through breast milk by breastfeeding.  An infant born to a mother 

who is HIV positive has a 12% to 13% chance of being born infected, with an increased risk if 

the mother is at an advanced stage of the illness.  The use of fetal scalp monitors or the use of 

forceps may cause trauma to the scalp, which may facilitate transmission.  Thus, delivery via 

cesarean section may decrease the risk of transmission of HIV to a child.  In addition, women 

who use oral contraceptives as their birth control method may be at a slightly higher risk of 

acquiring HIV infection because this contraceptive may cause changes in the cervix resulting in 

an increased vulnerability to infection (CDC, 2005).  As evidenced by the aforementioned data, 

women who are HIV positive face a unique set of factors related to their illness.   By better 

understanding their unique modes of transmission, their unique susceptibility to HIV, and their 

age-related developmental needs, efforts can be made to better women’s preventive strategies 

and increase the knowledge-based treatment of women.   

Testing and Treatment for HIV 

           Testing for HIV is often a difficult decision.  Even for those who believe that they are at 

low risk of infection, emotional stress is often evoked.  Frequently those who get tested consider 

whether to bring someone with them to obtain the results, whether to tell a friend or sexual 

partner that they are planning on getting tested, whether to have someone in mind to contact after 

receiving the results, and should the test results prove negative for HIV, future plans regarding 

how to lower the risk of becoming infected.  If the test result is positive, the person providing 

you with the results should be able to offer a referral to a clinic that cares for HIV infected 

persons, the provision of post-test counseling, as well as referrals for psychological care.  In 

addition, when getting tested, issues pertaining to confidentiality need to be considered.  
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Historically, many insurance companies consider those who have sought testing for HIV 

infection, regardless of the outcome of the results, as “high risk” and deny insurance coverage or 

certain benefits in the future.  This factor, in addition to the stress related to getting tested for 

HIV, discourages many from getting tested (Marr, 1998).  For those who test positive for HIV, 

both overt and covert discrimination often occurs. Such discrimination may take place in the 

work place, within his or her social network, or within the community.  Gender, ethnicity, race 

and sexual orientation typically bare unique forms of discrimination.  All of these factors act to 

provide additional stressors for the newly infected person.              

            Another factor which varies from person to person is the disease stage at which testing is 

performed.  Some patients test for HIV at the point that they suspect they were infected, while 

others test for HIV when symptoms associated with HIV begin to physically manifest.  In 1992, 

the Center for Disease Control found that among 2,441 individuals who had been diagnosed with 

AIDS, approximately half of those who tested positive had been infected for years before testing 

(Wortley, 1995).  The delay in testing often complicates the medical and psychosocial case 

management (Chesney & Folkman, 1984).  In addition to these complications, it is often difficult 

for the medical treatment team to determine if and when HIV medications should be provided 

and in what combinations.   

            After receiving the notification of one’s positive status, many choices need to be made 

regarding how one is to continue living.   Post testing positive for HIV/AIDS, it is recommended 

that recreational drug use be decreased, dietary needs be assessed, preventive dentistry be 

obtained, a general physical be obtained, and it is recommended that women with HIV infection 

acquire a pelvic examination and a Pap smear every six months.  Other procedures that are 
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recommended following a positive diagnosis include testing for toxoplasmosis and tuberculosis 

and immunization for pneumococcal pneumonia, which often is the first of the opportunistic 

infections to occur post infection.  For those who are sexually active, influenza and hepatitis B 

vaccination are also suggested.  It is essential that infected individuals protect themselves from 

other sexually transmitted disease’s (STD’s) and avoid behaviors that may result in the 

transmission of HIV.  Depending on the facility of care, it is recommended that the CD4 count 

and viral load are either checked on a monthly basis, or every three to six months.  Some 

physicians will also check the CD4 count and viral load three to four weeks after a change in 

dose or type of antiretroviral medication or protease inhibitor (Marr, 1998).  

            The current HIV drug treatments, which act to inhibit HIV’s ability to replicate itself, 

consist of a combination of antiretroviral medications (ARV’s) and protease inhibitors.  When 

taken consistently, this combination therapy can convert the management of HIV infection and 

AIDS to that of a chronic disease.  These medications have improved health and daily function 

among individuals in the symptomatic stages of HIV, and may result in an undetectable viral 

load (Marr, 1998). The alternative to combination therapy is monotherapy, the treatment with 

only one of the pharmaceutical agents, but studies have found that it is inferior to the 

combination therapy.  The optimal time to begin ARV therapy is often difficult to determine 

(Medline, 2005).   

           Access to and adherence to drug therapy is essential to both primary and secondary 

prevention.  Near-perfect levels of HIV medication adherence are necessary for treatment to be 

successful. However, many patients continue to report non-adherence to HIV treatment 

(Gonzalez, 2007).  The available medication regimens are complex, sometimes requiring 
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approximately 18 pills per day (Deeks et al., 1997).  Yet, if taken inconsistently, the patient may 

develop resistance, a rise in the amount of virus, and an increased risk for transmission (Boden et 

al., 1999).  The many challenges to the adherence of drug therapy include:  (1) the medications 

are often prescribed with food restrictions, some necessitating food intake and others require 

being taken on an empty stomach, (2) adverse side effects such as diarrhea, nausea and metabolic 

complications, (3) limited ability to finance both the drug therapies and the necessary medical 

oversight, and (4) the adverse effects of depression, which often accompanies HIV/AIDS 

infection, such as lack of hunger and an increased need for sleep (Sigh et al., 1996). One of many 

studies with similar findings found that among men who have sex with men, and women, of any 

sexual orientation, depressive symptomatology was inversely related to medication adherence 

(Gonzales et al., 2004). 

            Other obstacles to drug adherence include the fear that others will see the medications, 

thereby discovering HIV status (Enriquez, M. & McKinsey, D., 2004).  Also, the use of alcohol 

and other drugs can prevent consistent adherence or cause an unwanted drug interaction.  Studies 

have shown that non-adherent participants reported more alcohol consumption in the prior three 

to four week period (Gonzalez, 2004).  Research findings have also found that a history of 

stimulant use is associated with more rapid discontinuation of drug therapy as well as a 15% 

decrease in the viral load (Carrico et al., 2007).  Taking into account the barriers of maintaining 

the drug regimens and the related stress, the success of their consistent use is difficult to achieve. 

Despite their documented success, the prolonged and continued use of antiretroviral agents has 

resulted in the development of complications, including changes in body fat distribution and 

metabolic dysfunction, and an increased risk factor for the development of cardiovascular 

disease. The development of treatment strategies geared at minimizing the progression of these 
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complications is the focal point of current research (Karren, 2002).  Due to these potential 

complications, it is essential that HIV positive patients seek an individualized treatment plan that 

accounts for unique physical, psychological, social and economic situations.   

           In addition to the importance of treating the HIV/AIDS patient medically, caring for the 

HIV-positive person on an emotional level is essential to effective, holistic management of the 

illness.  Support on an emotional level may inform and assist the patient in becoming proactive 

towards seeking consistent medical treatment and prepare and support the patient for the 

emotional response to the diagnosis.  The psychological responses to the notification of HIV 

vary from person to person, yet the timing of the responses often occurs in a typical pattern.  

Immediately following notification, the distress levels are the most elevated, and then decrease 

relatively quickly.  One study found that distress levels had decreased significantly when 

assessed 2 and 10 weeks after diagnosis.  A second study found that the levels of distress had 

decreased when assessed five weeks after diagnosis (Perry et al, 1990).  In order to successfully 

manage the stress related to each phase of the acceptance of the diagnosis, it is recommended 

that infected individuals who are not seeking mental health treatment do so.          

            Research has indicated that a large percentage of infected individuals suffer from mental 

illness. A study that sampled a nationally represented probability sample of 2,864 HIV+ adults 

found that nearly 50% screened positive for a psychiatric disorder.  Factors independently 

associated with screening positive for a psychiatric disorder included number of HIV related 

symptoms, illicit drug use, drug dependence, heavy alcohol use, and being unemployed or 

disabled (Bing, 2001).  The comorbidity of physical and mental health concerns support the 

claim that mental health services and/or drug related counseling is warranted. Such support may 
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positively affect those who may otherwise have difficulty seeking and maintaining consistent 

medical treatment 

 Factors Affecting Treatment of HIV 

            There are many reasons that an HIV+ person may inconsistently seek medical care or 

avoid treatment.  Those factors often include both emotional problems as well as drug addiction.  

A longitudinal study that included a cohort of 266 HIV+ patients with alcohol problems aimed to 

investigate predictors of discontinuation of anti-retroviral medications.  It was found that among 

those with alcohol problems, depressive symptoms, but not substance use, predicted subsequent 

anti-retroviral discontinuation (Kim et al., 2007).  A second study aimed to obtain the opinion of 

women of color towards consistently taking anti-retroviral. This qualitative study found three 

themes emerged regarding the consistent use of the medications: trust/mistrust, 

approach/avoidance motivation and ‘constantly tethered’.  The women generally felt unsure of 

the effects of the medication, felt that the medications were a constant reminder of their illness, 

and they often felt that the time consuming medication regimen constricted their time and 

energy.  Such direct feedback from infected persons should be considered when developing 

strategies designed to increase medication adherence (Locher et al., 2007).  

            Another factor influencing adherence to medical treatment is the patient-clinician 

relationship.  In a cross-sectional study examining the determinants of adherence to treatment, it 

was found that the patient perception of being valued and respected by the clinician, the patient’s 

ability to initiate discussions about the treatment, the sense of empowerment felt by the patient, 

and the level of trust placed in the nurses were the primary predictors of patient adherence to 

treatment.  It was suggested that investing in educational and communication techniques to 
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improve the relationships with the patients would improve the maintenance of medical treatment 

(Molassiotis, Morris & Trueman, 2007).  The perception of the HIV patient by the medical 

professionals also affects the patient’s adherence to treatment. One study showed that among 

nursing students who work with HIV+ patients there is often the fear of becoming infected as 

well as a lack of knowledge regarding the virus both of which negatively affect their willingness 

to care for the infected in a caring manner.  It was concluded that an increase in the knowledge of 

the HIV virus promotes a willingness among medical professionals to care for the HIV nfected 

(Bektas & Kulakac, 2007). 

           Other factors negatively affecting the consistent treatment of HIV are feelings of fear, 

fatigue, pain, and feelings of social isolation.  The Stanford Patient Education Research Center 

solicited input from HIV service consumers regarding these issues.  It was found that the subjects 

identified many issues requiring educational as well as emotional support.  These issues 

included:  (1) deficits in their knowledge regarding integrating medication regimens into their 

daily schedules, (2) how to best deal with frustration, fatigue, and pain management, (3) fear of 

the implications of the illness, (4) how to communicate effectively with family, friends and 

health professionals, (5) nutritional support, (6) how to plan for advanced directives, and (7) how 

to evaluate both symptoms and new or alternative treatments.  In response to the subjects input, 

the Research Center developed an educational curriculum as well as a support system for 

developing the subject’s confidence in their ability to manage their health and maintain active 

and fulfilling lives. The program also emphasized the importance that social support can have on 

the belief in the ability to achieve goals and master tasks (HIV/AIDS Education, Prevention, and 

Services Programs, 2007).  With HIV/AIDS continuing to plague the global community, such 

programs are instrumental in the formulation of future HIV/AIDS prevention activities. 
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HIV Cases Both Nationally and Locally 

            In the United States and dependent areas, the Center for Disease Control and Prevention 

estimated the cumulative number of diagnoses of HIV through 2003 was 1,039,000 to 1,185,000 

with 24% to 27% undiagnosed and unaware of their HIV infection (Glynn M. & Rhodes, P., 

2003).  The cumulated estimated number of diagnoses of AIDS in the United States and 

dependent areas was 984,155.  Of these cases, males accounted for 761,723 cases among males 

and 181,802 cases in females.  In 2005, whites who accounted for approximately 66.9% of the 

population accounted for 41% of all HIV/AIDS cases.  At the same time, Hispanics comprised 

approximately 14.4% of the population in the United States (Census, 2006) and accounted for 

18% of all reported cases of HIV/AID.  African Americans, who accounted for 13.4% of the 

population in 2006 (Census Bureau, 2005) comprised approximately 49% of all HIV/AIDS cases 

in the United States (CDC).  Of those infected with AIDS, 43% were between the ages of 30-39.  

           At the end of 2005, the Department of Health and Human Services in the state where the 

interviews took place reported that there were 70,577 persons living with AIDS and 25,550 

persons living with HIV infection (TDH, 2005).  Of the female HIV cases, the largest number of 

reported HIV cases was between the ages of 25-39, with whites accounting for 14%, African 

Americans accounting for 63%, and Hispanics accounting for 20%.  Among the males reported 

with HIV, the largest number of HIV cases was among the ages of 25-39, which is roughly 

reflective of the national average.  Among the males, 36% were white, 37% were African 

American, and 25% were Hispanic.  According the United States Census Bureau’s 2003 report, 

white persons residing in the southwestern city where the study took place accounted for 71%, 

African Americans accounted for 11.5%, Hispanics and Latinos accounted for 32% and Asians 
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accounted for 2.7%.  Thus, in the state in which the interviews took place, minorities are 

disproportionately affected (U.S. Census, 2003), which is reflective of the national averages. 

           As of July, 2005 there were cumulatively 1,333 HIV cases and 4,424 AIDS cases reported 

in the county in which the interviews took place.  The largest age group constituting the HIV 

cases was among those between the ages of 20-49, reflective of both the national and state wide 

average age (Department of Health., 2005). Whites accounted for 60% of the cumulative cases of 

HIV, Black/African Americans accounted for 23% of all cumulative HIV cases, and Hispanics 

accounted for 22%.  Yet, according to the U.S. Census Bureau (2000), whites accounted for 

72.2% of the population of the county where the study took place, blacks or African Americans 

accounted for 7.7% of the population, and Hispanics accounted for 36% of the population, and 

(U.S. Census Bureau, 2000).   Although most of the new HIV cases in the city where the 

interviews took place were among whites, the rate of new HIV cases among black/African 

Americans was nearly four times higher.  The rate of persons living with HIV infection was also 

highest among the black population.  In addition, the HIV mortality rate was the highest among 

blacks.  Yet, the disparity of HIV and AIDS by ethnicity/race is the most pronounced among 

black/African American females who account for 57.7% of the new cases of HIV (DOH, 2005).  

As of 2003 in the county where the interviews took place, the rate of new HIV infection among 

females was more than 13 times higher among black/African Americans than white women.   

           In addition, the mode of exposure varies by ethnicity/race and sex.  Males who had sex 

with men accounted for more than half of all exposures for both Hispanics and whites, while 

black/African American men were exposed to HIV through sex with men 36% of the time.  

Black/African American men had a higher proportion of exposure through injection drug use 
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(27%) than whites (6%), and Hispanics (6%).  Reflective of the state and national trends, the 

minorities in the county where the interviews took place were disproportionately affected by the 

HIV virus, and the modes of transmission differ among minorities.  These differences are 

indicative of the importance of individually addressing the diverse needs of each ethnicity and 

gender.   Such needs include psychological, socioeconomic, social, and environmental issues.  

HIV Infection in Minority Populations      

            Research indicates that race and ethnicity are predictors of variations of health status 

(e.g., Braithwaite & Taylor, 1992).  Epidemiologic trends identify blacks and Latinos as the two 

groups at greatest risk for HIV infection, and who suffer a disproportionate burden of mortality 

and morbidity. Yet, research aimed at investigating the psychological factors that affect those at 

greatest risk is somewhat limited.  Thus, there is little known about the factors that contribute to 

their unique styles of coping with the stressors evoked by HIV/AIDS.  In addition, fewer studies 

have included black and Latina women or Spanish speakers of either gender.  

            What is known includes the existing evidence that suggests that being gay or bisexual is 

associated with an increased risk for mental illness, particularly depression (Rosenberger et al., 

1993), and it may be exacerbated in gay and bisexual black men and women who must cope with 

dual burdens of prejudice (Cochran & Mays, 1994). Despite the fact that Hispanics and Latinos 

comprise a growing number of residents in the United States, their inclusion within studies 

conducted within the fields of psychology, epidemiology, and kinesiology are sparse.   What 

little information regarding health status that pertains to Hispanics and Latinos is mostly 

provided by the United States Census (2000).  The Census indicates that Latinos have lower 

death rates for the two leading cause of death, heart disease and cancer, than do non-Hispanics.  
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Hispanics also have higher mortality rates than do non-Hispanic whites for chronic liver disease, 

tuberculosis, septicemia, cirrhosis, homicide and diabetes. In addition, Hispanics have a high 

prevalence of obesity and glucose intolerance, especially among Mexican Americans (Center for 

Disease Control, 2003).  All of these factors must be considered when designing a treatment 

plan.           

            The primary mode of exposure also differs according to both gender and ethnicity.   For 

example, among women who are infected with HIV, white women report higher numbers of 

infection by intravenous drug use followed by Hispanic/Latino women and then black women. 

Among men, Hispanic men report the highest percentage of exposure to HIV by injection drug 

use followed by black men and then white men.  The differences among and between the stated 

ethnicities indicates that the mode of exposure is unique for both gender and race.  Based on 

these distinct needs, we can more easily develop and support coping strategies tailored to both 

race and gender (Center for Disease Control, 2003).  One landmark, longitudinal study, which 

included minorities, examined the coping behaviors of a geographically and socio-

demographically diverse population of AIDS patients.  The results revealed significant 

differences in the manner that each gender, race, mode of transmission of HIV, and income 

copes with the stressors related to AIDS.  Yet, the majority of respondents who were available 

for the follow-up interview were white, employed and had health insurance, due in part because 

they were more likely to be located.   In addition, those who completed the second interview 

reported lower levels of physical impairment at the first interview.  It was found that race and 

HIV risk factors were related to the type of coping strategy employed.  White respondents had 

significantly lower scores on measures of positive outlook evidenced by statements such as, “Try 
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to learn more about AIDS”, “Make plans for the future”, and “Think about people who were less 

fortunate than you”.  

           The same study also found that respondents with a history of IVDU were less likely to 

seek support or to engage in “positive coping” which was defined as coping in a manner that 

promotes self-care.  Compared with other risk groups, respondents with a history of IVDU, 

women, and those with lower incomes had higher scores for “avoidance coping”, defined as 

coping by avoiding the stressful situation, than their counterparts.  In addition, avoidance coping 

was significantly related to symptoms, and was inversely related to the number of close friends.  

The greater the intensity of the symptoms, and the greater the number of months since 

notification of HIV infection, the more types of avoidance coping strategies were used.  

Respondents with a history of IVDU were more likely to use avoidance coping, compared with 

gay or bisexual respondents.  Black and Hispanic subjects were more likely than white 

respondents to use positive coping.  Women were more likely than men to seek social support 

but also reported more depressive symptoms.  Physical symptom scores were higher for 

Hispanics than for blacks or whites.  Compared to the white respondents, black and Hispanic 

respondents were more distressed.  Those in the lowest income category, compared with those in 

the highest, had significantly higher levels of depressive symptoms.  At the second stage of the 

study, symptom severity, functional impairment, and months since HIV notification were related 

to higher levels of distress (Fleishman & Fogel, 1994).  

             A second study sampled 272 women from a mass transit waiting areas in an urban 

center. The mean age of the participants was 26.5 years and included 68% blacks, 26% whites, 

3% Hispanics, and 3% Asian Americans.  17% of the sample were married, 69% were single and 

never married, 12% were divorced, and 2% were widowed.  Participants were grouped according 
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to the amount of risky behavior they self-reported having in the previous six months.  The study 

results indicated that, after controlling for years of education, minority women indicated less 

concern than their non-minority counterparts regarding their concern for an acquaintance getting 

AIDS.  Further analysis indicated that women at high risk reported greater concern about 

developing AIDS themselves, and greater concern about the risk of an acquaintance.  Minority 

women estimated themselves to be at lower risk.  Among all the women, AIDS was viewed as a 

less serious problem than employment, child care, and crime.  It was also found that ethnic 

groups differed in their AIDS-related knowledge with minority women demonstrating less 

accurate information.  Non-minority women at low risk were less interested than the other 

groups in obtaining AIDS related information.  In addition, it was found that ethnic groups 

differed in having talked to someone about AIDS in the past month with minority women less 

likely to have discussed AIDS with someone in the past month   Finally, the women in this study  

generally demonstrated an optimistic bias in their self-perceived susceptibility to HIV infection 

(Kalichman, Hunter & Kelly, 1992).   

 Another study that included 1005 women diagnosed with HIV or AIDS that lived in a 

large, urban city were surveyed in order to investigate the socio-demographic and behavioral 

characteristics of black women.  The sample was comprised of 64% single parents, 88% who 

were unemployed, and 86% who received public assistance.  The black women, compared to the 

white or Latina/Hispanic women were more likely to be single parents, recipients of public 

assistance and were more likely to live alone.  In addition, black women were more likely to 

delay seeking treatment.  With respect to high-risk behaviors, black women reported 

significantly more sexual partners in the previous five years when compared to the other women 

in the sample.  When controlling for number of sexual partners, black women were also more 
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likely to trade sex for drugs or money in the previous five-year period and had a statistically 

significant higher reported lifetime of sexually transmitted diseases, specifically gonorrhea, 

syphilis, nongonococcal urethritis, and pelvic inflammatory disease.  In addition, black women 

reported significantly more non-injection drug and crack-cocaine use than did the white or 

Latina/Hispanic respondents (Wohl, 1998).  50% of black/African-American women reported a 

high-frequency of crack use, compared to 15 % use of women of other ethnicities.   Finally, 

approximately one third to one quarter of the women in all ethnic groups did not always use a 

condom following notification of HIV.  Lower rates of condom use in the black, female 

community have been attributed to a sense of powerlessness and lack of personal control in 

sexual relationships with men (Hetherington et al., 1996).  The delay in seeking treatment for 

their HIV infection among black women is consistent with lower use of outpatient services and 

medical care in general by persons of color with HIV when compared to that of white persons 

(Piette et al., 1993).  It is likely that many of the black women sampled delayed seeking health 

care because of the need to address other pressing concerns such as providing housing, food, and 

transportation for their families (Lester, 1993).   

       Between 1985 and 1996, the prevalence rates of AIDS among Hispanic/Latino women in 

the state where the study took place, were increasing at a faster rate than that of non-Hispanic 

females (VitalStats, 1997).  During that same time period, it was found that Latinas/Hispanics 

were dying from HIV/AIDS at a faster rate than white women (Carter-Pokras & Woo, 1999).  

Latinas/Hispanics differ from non-Latina/Hispanic populations with regard to several risk factors 

for disease, including lower rates of childhood immunizations, higher levels of hypertension, a 

higher rate of overweight women and children, and they reported less physical exercise (NCHS, 

2000).  Yet, research has indicated that Latinas/Hispanics tend to consume diets high in fiber 
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(e.g. Jones et al., 1997) and have a lower prevalence of smoking cigarettes than do non-

Hispanics and Latinas (Rogers & Crank, 1995). 

           All women with HIV/AIDS have unique issues with which to contend. Among these 

issues women, as compared to men, tend to become infected with HIV in a unique manner.  The 

manner in which they manage the related stressors, and the types of coping strategies they 

employ differ from men.  In addition, research indicates that female, long-term survivors with 

HIV are typically more proactive with their physicians in making decisions regarding their care 

(Remien, 1992).  Minority women differ in their social support seeking efforts.  Among women, 

for each 1-point decrease in cumulative average of social support, as measured by the Sarason 

Brief Social Support Questionnaire (Sarason et al., 1987), the risk of AIDS increased 

approximately three-fold. Women also differ in the manner in which they respond to stress, their 

socio-economic status and the types of stressors that they commonly experience (Leserman et al., 

1999).   These research findings are further proof that each gender necessitates individualized 

treatment plans that are designed for the unique needs of the individual.   

            Other groups which are rarely examined include immigrants in the United States, whose 

numbers have grown in recent years to significant proportions.  In 2000, there were roughly 30 

million immigrants thought to be living in the United States (Passel & Fix, 2001), many of whom 

are considered minorities.   A large number of immigrants of color work in low-wage jobs or in 

small businesses that offer either no health coverage or unaffordable coverage.    For those 

immigrants who arrived in the United States after August, 1996, there is a five-year ban on 

Medicaid.  For those who do qualify for benefits, confusion and fear about participating in a 

public program often prevent non-citizens from seeking healthcare (Lillie-Blanton & Hudman, 
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2001).  Thus, these minorities often suffer from lack of access to healthcare as well as a lack of 

information regarding their psychological and health related status.   

           Given the unique manners in which each minority and gender encounter HIV, cope with 

the related stressors and manage psychologically and physically, it is crucial that programs are 

tailored to address the unique needs of each population.  Only by doing so are we going to begin 

to understand each group’s unique needs, determine appropriate health care management, and 

develop more effective preventive measures. 

Effects of Gender Differences on HIV  

           Until somewhat recently, HIV related research has focused on men.  Since women have 

become one of the fastest-growing groups among the newly infected, it is crucial to better 

understand the unique problems faced by HIV positive females. Because HIV infection initially 

appeared within the gay and bisexual male populations, community support for HIV+ women 

and heterosexual couples have just recently provided appropriate services.  Among the issues 

that pertain to HIV+ women, they suffer gender-specific, physical manifestations such as pelvic 

inflammatory disease and cervical neoplasia. Infected women acquire cervical cancer more often 

than women without HIV, and the course of the cancer is often more aggressive in its 

progression.  It is recommended that women with HIV be screened more closely for cervical 

cancer as well as other gynecologic related illnesses (Marr, 1998).   

 Research has also shown that women are often diagnosed later in the HIV disease stage 

than men (Maier, 1986), and that the morbidity rate for women is higher than for men (Klosser, 

1998).  Women also have to contend with socially sanctioned standards for women.  They are 
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often shamed due to their loss of the ability to function in a maternal or care giving role.  In 

addition to having to contend with this indignity, women are often targets of blame for having 

transmitted AIDS to their children.  Economically women are also at a disadvantage.  In a 

longitudinal study conducted between 1969 and 1979 in the United States, the rates of poverty 

were higher among women than among men.  Persistent poverty, which is defined as living in 

poverty for more than half of an eleven-year period, increased with age from 5% among women 

aged 25 to 45, to 11% among women aged 66 to 75 years of age (Duncan, 1988).  Adding to this 

problem, women who maintain custody of their children are often the sole economic providers 

(Macks, 1986). Myers and Durvasula (1999) sampled 234 black men who have sex with men and 

135 black women, most of whom were heterosexual.  The sampled population was comprised of 

both HIV+ individuals as well as persons who tested negative for HIV.  Compared with the HIV-

negative women, the HIV-positive women had significantly lower education, income, and a 

greater proportion was likely to have reported recent cocaine use.  It was noted that among the 

women in the sample, they were more vulnerable than the men due to a higher percentage of 

homelessness, a lower economic status, and often the women were victims of sexual and 

physical abuse. 

             Physical abuse is a persistent and pervasive problem that negatively affects women both 

physically and mentally. Among 230 HIV-positive women, aged 25-61, 50% of the sample 

reported abuse in childhood, 68% reported abuse in adulthood, and 7% reported physical assault 

or rape in the preceding 90 day period.  It was found that childhood abuse positively correlated 

with the frequency of current adaptive and avoidant coping strategies with avoidant coping 

having a stronger negative association (Simoni & Ng, 2000).  The implications of this study 

point out the importance of examining the history of abuse among HIV clients and the resultant 
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feelings.  With this history in mind, more effective coping strategies that account for avoidant 

behavior and other issues relating to sexual abuse can be taken into account when designing 

treatment plans.   

            Men also have to contend with unique issues that predict some of their ability to cope 

with stress.  Studies have shown that men encounter depression, substance abuse and other 

stressful life events at the same or greater rates than women, yet men of all ages and ethnicities 

are less likely than women to seek help for such problems (Winerman, 2005).  One 

epidemiologic survey found that two-thirds of mental health outpatient visits were made by 

women (Vessey, 1993).  It was found that men were less likely than women to see a psychologist 

or other mental health professional even when they realized that they were depressed, abusing 

alcohol or having some other type of problem (Mahalik, 2003).  The use of gender-sensitive 

interventions may support men in becoming more proactive towards achieving better mental 

health. 

           The inability or reluctance of men to seek professional assistance can harm their mental 

and physical health (Vessey, 1993). In our society, men are taught to seek less guidance or 

assistance (Good, 1995).  They are often socialized with the belief that they only have value if 

they are successful and to seek assistance is an indicator of failure.  Mahalik (2000) compared 

depressed men to non-depressed men and found that the statements given by the depressed men 

reflected the belief that negative consequences result from expressing themselves emotionally.  

Such cognitive distortions may contribute to their reluctance to seek help (Wisch et al., 1995).  In 

addition, the depressed men scored higher on statements that reflect beliefs that work must come 

before taking care of one’s self, family, or leisure.  Such gender-related cognitive distortions may 
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contribute to psychological distress (Mahalik, 1999), and therefore, are important to consider 

when tailoring treatment to men.    

            Prevention efforts must be culturally and socially sensitive to gender.  Women with HIV 

require unique services that are tailored to their dietary needs, mental health, gynecological 

needs, and methods of access to health care, housing and child care (Wood & Aull, 1990).  Men 

require the same gender sensitive health services that includes information regarding access to 

mental health care, HIV treatment facilities, and nutritional and HIV/AIDS educational services.  

The provision of gender specific services will more effectively manage the physical and mental 

health of the HIV infected person while promoting HIV prevention efforts.  

Effects of Socioeconomic Status on Health Outcomes 

 Recent research reveals that the socioeconomic status (SES) remains a pervasive 

predictor of variations in health outcomes (e.g. Adler et al., 1994).  SES is determined by 

numerous variables including income, education, and occupational status.  Data from the 

National Longitudinal Mortality Study (NLMS) reveals that higher levels of both income and 

education are associated with lower rates of mortality (Rogot, 1992).  Two national probability 

samples indicated that the association between SES and chronic conditions, functional status, and 

activity limitation is most marked between the ages of 45 to 64, but narrows with increasing age 

(House et al., 1990).   In 1980, among blacks, whites, males and females, the mortality ratios for 

persons with a total family income of less than $5,000 per year were at least twice those of 

persons with incomes greater than $50,000 per year.  In addition, the largest study of psychiatric 

disorders ever conducted in the United States, the Epidemiologic Catchment Area study (ECA) 

found that low SES predicted elevated rates of a broad range of psychiatric conditions.  This 
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inverse association between psychiatric disorders was evident for both blacks and whites 

(Williams et al., 1992).  Differences between SES groups in utilization, acceptability, quality of 

care, and differences in the benefits derived from medical care all contribute to this widening 

inequality.     

          Unlike the pattern for white families, the pattern for low-income black and Hispanic 

families shows an absolute decline in family income since 1973 (Hernandez, 1993).  This decline 

in black economic status as well as the black-white economic inequality is associated with 

worsening of health among blacks as indicated by various health status indictors.  In addition, 

rates of both pre-term delivery (Rowley et al., 1993) and low-birth rates (NCHS, 1994) have 

remained stable for white women but have been increasing among African Americans.  Also, a 

widening disparity of rates of sexually transmitted diseases between white and black women has 

grown.  Between 1986 and 1989, white women suffered a decrease of 50% cases of gonorrhea 

and syphilis while gonorrhea declined by only 13% for blacks and the syphilis rate increased by 

100%.  The increase in syphilis is thought to be related to increases of crack-cocaine usage and 

related increases in prostitution. Sexually transmitted diseases also causally related to a higher 

susceptibility to HIV infection (Castro, 1993).    

            In 1998, the median household income of Hispanics was $28,330, substantially lower 

than that of non-Hispanic at $42,439, and slightly higher than that of blacks whose median 

household income was $23,351 (NIHS, 2000).  Hispanics tend to rank low in education and job 

classification compared to non-white Hispanics and blacks.  In 1996, greater than 40% of 

Hispanics aged 25 to 64 years had completed fewer than 12-years of schooling compared to 

approximately 10% pf non-Hispanic whites and 20% of blacks (Pamuk et al., 1998).  Hispanics 

of both genders and at every level of family income are more likely than any other racial group 
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to be without health insurance.  In 1997, roughly 37% of Hispanics and blacks were uninsured, 

compared to 14% of non-Hispanic whites.  Hispanics were also less likely to use medical care.  

During 1995 to 1996, more Hispanics than other groups reported no physician contact within the 

past year (Kaiser Family Foundation, 2000). Studies such as these highlight the strong 

relationship between socio-economic status and health care. 

  Additional studies have focused on various indicators of socio-economic status, such as 

employment and income, and its relationsip to health care.  One such study examined the 

relationships between income, employment status and other socioeconomic characteristics 

among 308 HIV patients seen at a clinic.  It was found that employment status and income were 

predictive of health-related quality of life (Worthington, C. & Kretz, H., 2005).  Among minority 

men who have sex with men, high rates of poverty and unemployment and lack of access to 

health care are associated with high rates of HIV risk behaviors and are barriers to accessing HIV 

testing, diagnosis, and treatment (CDC, 2000).  This finding is in line with the findings of a 

 study by Billings and Moos (1981) who found that education and income have been found to be 

negatively related to avoiding or denying the situation and positively related to active-behavioral 

efforts to change the situation.  All of these factors need to be considered when developing 

intervention strategies for HIV+ persons from varied socioeconomic levels. 

 Socio-economic characteristics have also been shown to affect the status of the 

HIV/AIDS patient’s health status.  Housing status, employment, income, education and number 

of dependents affect the HIV+ person in unique ways, yet have the same negative effect upon 

managing the illness. In particular, the housing status of an infected individual is a strong 

predictor of his or her ability to manage these demands.  Homelessness among people with HIV 

has been found to be a significant predictor of health and medication adherence.  The obvious 
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reasons for this include the difficulty of maintaining the various demands when faced with the 

immediate housing crisis.  For example, it would be very difficult to sustain the medication 

regimen without the secure space to store and access the medications.  One study sought to 

compare health status, health care use, HIV medication use and adherence among housed and 

homeless people with HIV/AIDS. Data was obtained from a cross-sectional, multisite behavioral 

survey of adults (N = 7925).  The subjective ratings by the participants of mental, physical, and 

overall health revealed that the health status of the homeless participants was poorer than that of 

the housed respondents.  In addition, a greater proportion of the homeless respondents was 

uninsured, had visited an emergency department and subsequently was more likely to have been 

admitted to the hospital.  The homeless respondents had lowered CD4 counts and were less 

likely to be taking anti-retrovirals or be adherent to the anti-retroviral medications.  It was 

concluded that homeless people with HIV/AIDS are at an elevated risk of negative health 

outcomes (Kidder et al., 2007).   

 Housing status among HIV/AIDS persons also affects risk prevention efforts.  A study 

conducted by Elifson, Sterk & Theall (2007) aimed to investigate how housing status influences 

HIV risk behaviors and subsequent risk reduction among female drug users.  Among 336 

women, structured interviews were conducted at baseline and at 6-month follow-up.  At baseline, 

women with unstable housing conditions reported higher levels of HIV sex-related and drug risk 

behavior.   It was also found that there were less behavioral changes among the women with 

unstable living conditions.  It was concluded that housing conditions create a barrier to HIV risk 

reduction efforts.  A second study, that examined similar issues, performed a literature review of 

existing studies that have investigated the relationships between housing status, risk behaviors 

and health outcomes.  The investigators included 29 studies all of which found a significant 
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positive relationship between increased housing stability and better medication adherence, 

enhanced utilization of health and social services, and reduced HIV risk behaviors (Leaver et al., 

2007).  Due to the effect that housing status has on the health of persons with HIV/AIDS, public 

health policy should further investigate efforts to secure sustainable and affordable housing.     

 Employment status is another predictor of the management of HIV infection.  

Internationally, the employment rate of people living with HIV is lower than in the general 

population resulting in an elevated socioeconomic burden. One study that examined the 

relationships between HIV disease and employment status included 2750 working aged (<60 

years) participants in France.  Using a logistic regression model to account for 

sociodemographic/occupational and health characteristics, the participant’s health characteristics 

were compared according to employment staus and plans of access/return to work.  It was found 

that the overall employment rate was 56.5% with 44.9% who had remained employed since 

diagnosis and 11.6% had gained employment after diagnosis.  Compared with unemployed 

participants, those who had remained employed were less likely to be of fair/poor health and 

have a history of AIDS and Hepatitis C co-infecition, were more likely to have been diagnosed 

with HIV after 1996, have a history of HIV-related hospitalizations and a CD4 count of 200 cells 

or less.  70.1% of the emplyed participants had not discolosed their HIV status at the workplace 

and 8.5% reported HIV-related adjustments in their place of employment.  Among the 

unemployed, 64.5% reported plans to access/return to work and 58.2% of those had attempted to 

do so.  Motivations for returning to work were mainly psychological, social and financial in 

nature.  It was concluded that employment status of people living with HIV/AIDS is associated 

with sociodemographic/occurpational factors in addition to health characteristice (Dray-Sira, 

Lert & The VESPA Study Group, 2007).  Despite the current anti-retroviral medications, HIV 
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infection management at work remains a challenge.  It is probable that the regimen that is 

necessary for medication adherence is difficult to maintain in the work place particularly if 

he/she has not disclosed HIV health status.   

 A second study examined the level of employment at one-year and the potenetial 

predictors of future employment among 392 HIV-positive persons living in British Columbia 

who were adherent to anti-retroviral medication regimens.  Of the 392 individuals that were 

initially unemployed at baseline16.1% gained employment in the following 12 month period.  

Factors related to becoming employed included a baseline income over $10,000, having long-

term diability or unemployment insureance as an income source, having higher CD4 cell counts, 

and better physical, social, and role funcitioning.  Factors negatively associated with finding 

employment included having a history of injection drug use.  Again, it was concluded that the 

preponderance of HIV infected individuals are unable to gain and/or sustain employment (Lem 

et al., 2005).  In addition to the issues regarding the difficulty of obtaining and sustaining 

employment, the wages garnered through employment make it more feasible to maintain a host 

of activities including gaining HIV/AIDS social support, sustaining medical care, and the 

procurement of necessary medications and adequate nutrition.  All of these factors biologically 

and mentally affect the status of the HIV infection 

Impact of Age Differences on HIV                   

            Age also should be considered when developing HIV treatment strategies.  Historically, 

in the United States, approximately 85% of the persons diagnosed with AIDS were 20-29 years 

of age (CDC, 2001).  Studies have indicated that age has a significant effect on the manner in 

which one copes with the HIV infection. Age-related changes in coping have been interpreted in 

three ways.  The first interpretation, the development interpretation, is the developmental 
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approach, which supports the idea that there are inherent changes in the manner in which people 

cope as they age due to stage-related determinants.  The second interpretation, the contextual 

interpretation, suggests that age differences in coping are the result of changes in what people 

must cope with as they age.  This is supported by a study by Folkman and Lazarus (1980) that 

compared daily stressors and the types of coping strategies they employed. Their results found 

that particular differences in coping processes could be accounted for by differences in the 

sources of stress.  The third interpretation is the conceptual interpretation, which claims that 

stressful events are person-environment transactions that are appraised by the person as relevant 

to well-being and as taxing or exceeding coping resources.   

           Age also has implications that affect the manner in which infected individuals cope with 

their daily stressors and upon the approach toward devising treatment plans.  A study that 

examined whether and in what ways younger, married couples ( the wives ages were 35 to 45) 

and older community dwelling married, adult men and their wives (ages 65 to 74) differ in their 

sources of daily stress or hassles and in their coping processes. The sample was comprised of 

patients with at least an eighth-grade education and an above marginal family income.   The 

results indicated that there were consistent gender differences.  The men used more self-control 

and keeping one’s feelings to oneself and the women used more positive reappraisal than did the 

men.  Although there were no differences in the use of confrontive coping and planful problem-

solving coping, it was found that the younger people used proportionately more active, 

interpersonal problem-focused forms of coping, such as confrontive coping, seeking of social 

support, and planful problem solving.  The older sample used proportionately more passive, 

intrapersonal, emotion-focused forms of coping, distancing, acceptance of responsibility, and 

positive reappraisal than did the younger people.  The younger people appraised their encounters 
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as being more changeable than did the older people with an emphasis on problem-focused 

modes.  The older people appraised their encounters as less changeable than did the younger 

people which would indicate that the older people employed more emotion-focused modes of 

coping (i.e., distancing, positive reappraisal) (Folkman, et al., 1987). Because age differences 

were apparent across diverse contexts, the findings are generally consistent with a developmental 

interpretation.    

            Another study that examined the effects of age on coping with AIDS was conducted by 

Gonzalez (2004) who examined the adherence to HIV medication regimens among AIDS 

patients.  It was found that non-adherent participants were younger with a mean age of 36 than 

the older participants, mean age 41, who followed their medication regimens.  Based on the 

existing studies, age has a significant effect on the manner in which one appraises a situation as 

well as the types of coping strategies utilized.  In addition to the effects of aging on coping with 

HIV/AIDS, the changes in physiology as we age should be considered. The immune system 

weakens as we age (Gates, 1989) and makes the body more susceptible to infectious diseases 

such as autoimmune diseases or cancer (Goleman & Gurin, 1993).  With age, the thymus 

diminishes in size and function.  At the age of 20, the thymus has lost approximately 75% of its 

size and function, and by the age of 60, the thymus has lost nearly all of its ability to assist in 

immune function.   

            It is vital to consider the implications of age in order to properly support a patient both 

psychologically and physically.  In the context of this study, it is important to be cautious not to 

generalize coping related studies to all ages.  In order to account for aging, the proposed study is 
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confined to a limited age range.  By limiting the age of the participants of the study, the 

psychological and physiological differences dependent on age can be accounted for. 

The Physiological Reactions to Stress     

           The field of psychoneuroimmunology, which is the scientific investigation of how the 

brain affects the body’s immune system, has amassed a growing body of evidence to support the 

direct relationship between thought, emotion and behavior on immune function which affects the 

course of medical illness.  This is supported by the findings that, “the state of the mind, and 

efforts at dealing with the state of the mind, directly affect physical illness” (Lazar, 1996, p. 

169).  It has been shown that the brain and the immune system have a complex communication 

network.  The brain is directly linked to the spleen, thymus, and lymph nodes, all of which 

comprise the immune system.  Cells of the immune system are equipped with receptors that 

allow these cells to receive “messages” from chemicals produced in the brain, hormones, and 

natural occurring steroids (Chiaramonte, 1997).  

           It is undeniable that the notification and adaptation to the HIV virus creates an enormous 

amount of stress on the physical and emotional body.  Stress is defined as “a nonspecific 

automatic biological response to demands made upon an individual” (Kiev, 1987, p.1). The 

physiological stress response begins in two major systems:  (1) the nervous system, which reacts 

almost simultaneously, and (2) the endocrine system, which houses hormones.  The endocrine 

system takes longer to react, but the effects persist for a longer period of time.  Although the 

physiological responses occur in every response to stress, these same responses are tempered by 

a person’s coping ability, the manner in which one perceives the illness, the condition of one’s 
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body at the time of infection, and particular stressors already occurring at the time (Khalsa, 

1985).   

           We are more physiologically vulnerable to the effects of stress when we are already 

physically and mentally weakened by some other circumstance in our lives (Friedman, 1991).    

This fact is supported by numerous studies including one conducted by a psychiatrist, Dr. 

Holmes (1967) who looked at correlations between stress and physical illness.  He found that 

tuberculosis had occurred primarily among patients following a cluster of distressful evens, such 

as a new job or a death in the family.  Holmes claimed that the stress did not cause the 

tuberculosis; rather, the stress weakened the body or made it more vulnerable to the disease. 

Other stress related research includes the work of an oncologist, Bernie S. Siegel (1986), who 

found that among 33 children diagnosed with leukemia, 31 of the children had experienced a 

traumatic loss or move within the two years prior to their diagnosis. 

           Another issue to be considered is the differing physiological issues confronted by men and 

women.  Research shows that women compared to men suffer fewer long-term, stress-related 

problems, such as cardiovascular disease.  It is believed that one reason for such differences may 

include women’s greater propensity to express their feelings and seek support, both of which 

have been found to lessen the response to stress (Karren et al., 2002).   It has been proven that 

people who express their negative emotions survive adversity with better health outcomes than 

do those who constrict their emotions.  Among a study of patients with spinal-cord injuries, those 

who expressed strong grief and anger made more progress in rehabilitation than those who 

suppressed their emotions.   It was concluded that unexpressed feelings depress your immune 

response (Siegel, 1986).  A long-term study, which examined 972 medical students, found that 
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after 30 years, those who suppressed their emotions were 16 times more likely to develop cancer 

than those who expressed their emotions freely and who actively relieved their anger or 

frustration (Bower, 1987).  On the other hand, depression, which affects seven percent of women 

in the United States, versus three percent of men in the United States, greatly increases the 

likelihood of physical illness (Bardone et al, 1998).  Studies have found that depression weakens 

the immune system by suppressing the number of T cells, which triggers the immune system to 

fight disease (Harvard Medical School, 1986). All of these factors are important to consider 

when treating each, unique HIV infected person.   

           In addition to the positive relationship between expressing oneself and increased 

immunity, various studies have shown that positive self-esteem protects the function of the 

immune system.  One study, which measured the mental health of 111 college students, found 

that those with the highest self-esteem had the strongest immune system preventing them from 

disease (Heisel, 1986).  A second, quasi-qualitative study examined the coping strategies among 

two, homosexual men both diagnosed with AIDS.  The first study participant was a multi-drug 

user who indicated that he was highly promiscuous, but had a relatively large support system and 

a high level of self-esteem. The second male was a non-drug user who was typically 

monogamous, but had a low self-esteem evidenced by his difficulty accepting his homosexuality 

and his inability to express negative emotions.  Blood samples were taken at the time of the 

interview that indicated that the first male, who was expected to have a lower CD4 count, had a 

superior immune function to the second study participant.  It was hypothesized that the males 

with higher self-esteem was protected from many of the stressors, which can result in a 

depressed immune system (Locke & Colligan, 1986).   
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           Numerous studies have also indicted the important role of a “fighting spirit” when 

combating the stressors related to living with HIV or other chronic illnesses.  It has been found 

that people with a “fighting spirit” fully accept their diagnosis, are determined to fight the 

disease, they adopt an optimistic attitude filled with faith, and they tend to seek information that 

will assist them in combating and managing the deleterious effects of the illness (Karren, 2002).  

It was also noted that denial is the most successful coping strategy, which assists in maintaining 

a “fighting spirit”.  Studies, which have examined acutely ill cancer patients, have shown those 

who possess a “fighting spirit” live longer than those who “confront the facts squarely and 

honestly” (Dossey, 1993, p.61).  It was found that the lower level of anxiety resulting from 

denial and a “fighting spirit” resulted in lower levels of adrenalin, more stable blood pressure, a 

slower heart rate, and a decreased chance of heart irregularities.  It was stated that, “the 

unconscious seems to set in motion through denial a pattern of physical responses tailor-made for 

survival” (Dossey, 1993, p.62).  A separate study found that among women who had recently 

been diagnosed with cancer, those with a stronger fighting spirit, as opposed to feelings of 

hopelessness, were more likely to be alive after five, ten, and fifteen years (Greer, 1991).   

There are many other factors that influence the immune system including the perception of one’s 

social support system.  Research has shown that among a sample of women with breast cancer, 

those who perceived that they had strong social support from their spouses and their physicians 

had immune systems better able to fight the cancer.  Depression and bereavement have also been 

shown to impair immunity. A number of studies have shown that depression results in the 

reduction of white blood cells and lowered natural killer cell activity, both of which affect the 

ability to fight off disease.  Yet, the physical response to depression is partly due to symptoms of 
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depression, such as the tendency to have a change in diet, sleep patterns, and often increased 

drug use (Guide et al., 1998).  

Despite the differing physiological responses to stress, there is a distint pattern of 

physiological responses.  According to the general adaptation theory, there are three stages of 

physiological change following accompanying stressors:  (1) the alarm reaction, which includes 

the depression of the immune system causing the victim to become more susceptible to infection 

and disease, (2) the resistance stage, which includes the body’s attempt to adapt to the prolonged 

stress by working to correct the immunosuppression, and (3) the exhaustion phase during which 

the body’s immunity plummets and diseases related to stress occur (Goliszek, 1987).  Genetic 

susceptibility to depression, insomnia, poor diet, obesity, unrealistic goal setting, smoking, 

financial distress, unstable home circumstances, working at a job for which one is ill-suited and 

the consumption of drugs are basic factors that also reduce the ability to cope with stress.  In 

addition, genetic susceptibility to distress may be indicated by parents or grandparents who die 

before the age sixty-five (Hanson, 1986). 

Given the unique and universal responses to stress and their direct effect on the immune 

system, it is clear that each HIV infected person needs their physical and psychological treatment 

strategies individually tailored.to his or her needs.   It is vital that these strategies take into 

account the unique experience of each patient, his or her appraisal of stressors and the resultant 

coping strategies and immune response.  

Impact of Stressful Events on the Immune System 

           Stressful events also have a profound effect on the immune system.  In a landmark study, 

the effects of the cumulative experience of stressful events and social support on disease 

 41 
 



  

progression were examined.   Among a sample of 82 HIV-infected gay men recruited from rural 

and urban areas, the effects of stress, depressive symptoms, and social support on the progression 

of HIV infection (baseline CD4 count) was examined every six months for five and a half years.  

Study results found that the course of HIV progression was significantly associated with more 

cumulative stressful life events and less cumulative social support.  Stress and depressive 

symptoms, especially in combination, were associated with a decline in the CD4 count.  In 

addition, it was found that the risk of early HIV disease progression was doubled with every 

severe stressor per 6-month study interval.  For every 4-point increase in cumulative average 

stressful life event, or one severe stressor or two moderate stressors as measured by the 

Psychiatric Epidemiology Research Interview (Dohrenwend et al., 1978), the risk of AIDS was 

doubled.  A second study was conducted utilizing the same sample.  It was found that stressful 

events, support satisfaction, coping by means of denial, and cortisol levels were significantly 

associated with faster progression to AIDS.  For each 1-point increase in cumulative average 

stressful life events, progression to AIDS increased by 19%.  For each 4-point increase in 

cumulative average stressful life events, the equivalent of one severe stressor or two moderate 

stressors, the risk of AIDS was doubled.  For each 1-pont increase in cumulative average social 

support satisfaction, the risk of AIDS progression decreased by 62% (Leserman et al., 2000).   

Another study examined how severe stress and depressive symptoms among 66 HIV-

infected gay men who were asymptomatic at baseline, were related to changes in immune 

measures during a 2-year period.  The men were assessed medically, neurologically, 

neuropsychologically, and assessed psychiatrically at 6-month intervals for a two-year period.  It 

was found that stress and depressive symptoms, especially when they occurred together, 

decreased the number of T-lymphocyte cells.  Particularly important in explaining the immune 
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change were stressors and depressive symptoms that occurred in close proximity to the 2-year 

study visit.  The most common stressors included deaths of close friends or family members, 

life-threatening or deteriorating health of friends or close family members, and breaking up of 

love relationships.  The researchers concluded that stress and depressive symptoms may have 

clinical implication for the course of HIV infection (Leserman et al., 1997). 

Coping with HIV:  Coping Theory 

            In order to manage the stress related to a diagnosis of HIV/AIDS, coping strategies are 

utilized.  Coping strategies have been defined by Folkman and Lazarus (1988b, p.310) as 

“cognitive and behavioral efforts to manage specific external and/or internal demands that are 

appraised as taxing or exceeding the resources of the person.”  Both chronic and acute illnesses 

create psychological stress for the individual.  The stressors that are posed when confronting an 

illness include the interference in daily roles, functioning may be impaired, pain management, 

possible disfigurement, or disruption of personal relationships, all of which are associated with 

HIV illness.  Further stress is created by a host of other factors including the uncertainty 

regarding HIV/AIDS test results, the efficacy of treatment, the effects of the disease and the 

recurrence of symptoms.  The resultant stressors require coping strategies that will allow for the 

maintenance of well-being in the face of this stress (Folkman, 2002).  An important aspect of the 

management of HIV involves helping patients to develop coping strategies that will assist them 

in the maintenance of their emotional and physical health.   

           Dr. Susan Folkman, who has a prolific research history in the area of stress, coping and 

physical illness, has stated,” Just as we believe that stress affects health, so too do we believe that 

the harmful effects of stress can be mitigated if somehow we learn how to cope with it” (2002, 
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p.1).  Lazarus, another prolific researcher in the field of coping and stress, and Folkman claim 

that there are no prior assumptions about what constitutes good or bad coping; the definition of 

coping is simply a person’s efforts to manage demand, whether or not the efforts are successful 

(1988).  They claim that emotions depend on the significance of the cognitive appraisals of the 

person-environment relationship for the available options for coping and for the well-being of 

the client (1984).  Any one stressful event typically has more than one implication for well-being 

and more than one option for coping (Folkman et al., 1986).  The result is the emergence of 

multiple and often conflicting emotions.   

           Folkman and Lazarus argue that stress is a dynamic and a behavioral, three-stage process.  

Initially, there is a primary appraisal, which is the process of assessing the degree to which a 

stressor is seen as harmful, beneficial, threatening, or challenging.  After the initial appraisal, 

there is a secondary appraisal, which is the process of conceiving of a potential response to the 

threat.   The various coping strategies are evaluated, such as accepting it, seeking more 

information, or altering the situation.  Then, the primary and secondary appraisals converge to 

determine if the person-environment transaction is regarded as significant for well-being, and if 

so, if it is primarily threatening or challenging, both of which are associated with the possibility 

of harm or loss.  The appraisal process generates emotion.  Following this, “the appraisal and its 

attendant emotions influence coping processes, which act to change the person-environment 

relationship.  The altered person-environment relationship is reappraised, and the reappraisal 

leads to a change in emotion quality and intensity.  Viewed in this way, coping is a mediator of 

the emotion response” (Folkman & Chesney, 1988, p.2). The relationship between the stages is 

not linear but bi-directional because one process may reactivate a preceding process.  
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           Coping arises during the encounter and transforms the original appraisal and its attendant 

emotions.  The emotional response, which is generated in the encounter, may change the 

relationship between the antecedent and the outcome variables resulting in the transformation of 

the original appraisal and its associated emotions.  For example, when a coping strategy is less 

effective than anticipated, one may reappraise what coping response is appropriate or may 

reappraise the level of threat.   Within a stressful transaction, the processes may repeatedly cycle 

(Folkman & Lazarus, 1980).  The meaning that is derived from the stressor, or the psychological 

context, determines the personal significance of the stressful situation in relation to the 

individual’s beliefs, values, goals, or commitments.  This derived, or situational meaning, shapes 

the emotions the person experiences in the stressful encounter.  (Lazarus & Folkman, 1984).   

              Folkman and Lazarus assert that the resultant cognitive and behavioral coping strategies 

elicit two distinct types of coping strategies, problem-focused coping, and emotion-focused 

coping.   Problem focused coping is aimed at taking action to alter the stress, and emotion-

focused coping is aimed at managing the emotional distress that is associated with the situation.  

People often respond to a stressor with multiple, and sometimes conflicting emotions as well as 

the elicitation of both types of coping.  Problem-focused coping tends to be utilized when it is 

perceived that something constructive can be done and includes strategies for gathering 

information, making decisions, planning, and resolving conflicts (Lazarus & Folkman, 1984).   

Emotion-focused coping is typically utilized when it appears that the stressor must be endured 

and can be expressed in various forms including confrontive coping or planful problem solving 

(Folkman and Lazarus, 1980).   The assessment of which type of coping is necessary is thus 

based on the context of the stressful situation and is termed the goodness of fit model (1986). 

Folkman and Lazarus (1994) stressed that any one thought or act can have more than one coping 
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function, depending on the psychological context in which it occurs.  It was also stressed that 

coping strategies specific for an individual are the result of learning, and develops according to 

basic learning principles.  New forms of coping may appear during the course of coping behavior 

and may be incorporated into one’s coping repertoire.  This is especially true if the newly 

incorporated coping style has proven to be effective in overcoming stress.  Long-lasting stressful 

situations, such as living with HIV, changes over time, thus the situational circumstances change 

regularly.  Such changes require adaptive coping behaviors (Heszen-Niejodek, 1997) that are 

predominantly problem-focused in nature.  Such strategies are repeatedly found to be the most 

positively adaptive to managing the stressors related to HIV diagnosis as well as managing the 

course of the illness. 

            Previous studies have provided empirical support for the idea that coping usually includes 

both emotion solving and problem solving functions.  Based on this research, the revised Ways of 

Coping Questionnaire authored by Folkman that assesses emotional and informational support, 

includes a scale, Seeking Social Support, which can serve both problem-focused and emotion-

focused functions.  Among the many studies that have examined the prevalence of each type of 

coping, Folkman & Lazarus (1980) both forms of coping were represented in over 98% of the 

stressful encounters reported by middle-aged men and women.  In a second study that included 

college students who coped with a stressful examination, an average of 96% of the students 

utilized both form of coping (Folkman & Lazarus, 1980).  

           A host of additional research has focused on other aspects of Folkman and Lazarus’ 

coping theory. One study examined the relationships between primary and secondary appraisal, 

coping, and short-term outcomes of stressful encounters.  The sample of the study consisted of 

75 married couples with at least one child at home.  The researchers indicated that coping always 
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involves multiple thoughts and acts, some of which oriented them toward problem solving and 

others toward regulating emotional distress.  For example, physical health was associated with 

more seeking social support and escape-avoidance behavior.  Self-control, escape-avoidance, 

and seeking social support tended to be used more in “high-stake conditions” regardless of the 

stake involved.  Additionally, it was found that participants accepted more responsibility and 

used more confrontive coping, planful-problem-solving, and positive reappraisal in encounters 

they appraised as changeable, and more distancing and escape-avoidance in encounters they 

appraised as having to be accepted.  In encounters where the subjects appraised the situation 

required more information before they could act, they sought more social support, and used an 

increased amount of self-control and planful problem-solving.  In addition, satisfactory 

encounter outcomes were associated with higher levels of changeability (Folkman & Lazarus, 

1986).  These examples support the importance of the context of the situation when cognitively 

appraising an event.   

           According to Folkman and Lazarus (1984), the process oriented cognitive and behavioral 

efforts focus on what the person actually thinks and does in a specific stressful encounter, and 

how this changes as the encounter unfolds.  The contextual cognitive and behavioral efforts are 

influenced by the person’s appraisal of actual demands in the encounter and resources for 

managing them.  The focus on context means that specific person and situational variables 

together shape coping efforts.  They claim that following the utilization of a coping strategy, the 

immediate outcome, defined as a person’s judgment of the extent to which the encounter was 

resolved successfully, is encountered.  This overall judgment is based on the individual’s values 

and goals, and the person’s expectations concerning several aspects of the stressful encounter.              
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              In a study also conducted by Folkman and Lazarus (1988), two samples were included.  

One sample was comprised of young married couples with the wives between the ages of 35 and 

45 and the husbands between the ages of 26 and 54.  The second sample was comprised of older 

married couples with the wive’s mean age of 68.9 and the mean average age for the husbands 

was 68.3.  The study evaluated the extent to which eight forms of coping mediated four sets of 

emotions during stressful encounters.  The subjects used a 4-point Likert scale to indicate the 

extent to which they utilized each of the coping strategies named on one of two forms of the 

revised Ways of Coping Questionnaire.  Among both samples, findings supported the view that 

coping mediates emotions in stressful encounters.  In addition, they found that there were notable 

differences on the source of stress and on the effects of coping on emotion in the two age groups.  

There were developmental differences in the types of stressors described by the two groups.  The 

older sample had more stress related to health concerns.  (Folkman and Lazarus, 1980).  It was 

also found that four types of coping were strongly associated with changes in emotion.  These 

types of coping were:  planful problem-solving, positive reappraisal, confrontive coping, and 

distancing.  It was found that planful problem-solving was associated with an improved emotion 

state evidenced by less negative emotion and more positive emotion.  In addition, it was found 

that confrontive coping was consistently associated with worsened emotional states in the 

younger group.  Folkman and Lazarus hypothesized that, among this age group, confrontive 

coping is a maladaptive form of problem-focused coping in that it fails to improve person-

environment relationships and fails to provide relief from distress emotions.  It was also found 

that among the younger group, positive reappraisal was associated with improved emotional 

states, while in the older group, positive reappraisal was associated with an increase in distress 

(worry/fear).  Distancing consistently contributed to a worsened emotional state.  Following the 
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results of this study, Folkman and Lazarus (1980) reminded the reader that the adaptive value of 

a coping process depends on the context of the stressful event, which in this case involved 

samples without evidence of HIV infection.   

           There is a host of research that has focused on the coping response to HIV.  One study 

found that denial and behavioral disengagement in response to a positive HIV diagnosis 

predicted greater disease progression a year later (e.g. Ironson et al., 1994; Antoni, et al., 1995).  

Alcohol, high-risk sexual behavior, and recreational drug use in particular are considered 

behavioral forms of escape-avoidant coping (Lazarus & Folkman, 1984).  Among HIV-positive 

individuals who are on complicated medication regimens and require a great deal of vigilance, 

would not be well served by the utilization of denial, which may lead to adverse health outcomes 

(Ickovics & Chesney, 1997).  Yet, information seeking, which is generally considered an 

adaptive form of coping, can result in heightened anxiety.  Chesney (et al., 1996) investigated 

coping interventions for HIV-positive men.  The study included a coping skills group, a 

HIV/AIDS information and education group, and a no-treatment group.  It was found, that 

particularly among those who did not receive training skills for coping with anxiety, the anxiety 

level of the HIV/AIDS education and information group increased.  These results suggested that, 

while the education and information component is paramount to better prevention and self-care 

efforts, without knowledge regarding skills for coping, the new information will result in the 

provocation of anxiety.    In accordance with the goodness of fit model, this suggests that the 

attainment of HIV related information, which is a form of problem solving coping, provided the 

appraisal that the situation was not static resulted in better prevention and self-care efforts 
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           Lazarus examined the effectiveness of different coping strategies among the survivors of 

an accident at Three Mile Island and its two-year aftermath.  Biochemical, psychological, and 

behavioral aspects of stress were measured among 70 subjects during a protracted stress situation 

and were compared to indices of coping provided by the Ways of Coping Inventory. Because 

stress was chronic and the sources of stress were not easily changed, reappraisal-based emotional 

management appeared to be more effective in reducing psychological and behavioral 

consequences of stress. The use of denial or problem-oriented modes of coping under these 

conditions was less useful in reducing stress. It was concluded that planful problem-solving can 

be maladaptive if people persist in it in circumstances where nothing can be done to alter the 

outcome and confrontive coping can be adaptive when the situation calls for getting another 

person to act.  Problem solving efforts can be counterproductive, and may likely result in chronic 

distress when they fail.  In these circumstances, emotion-focused efforts would offer the best 

coping choice (Lazarus, 1993).   

            This same study also found that coping strategies change from one time to another in any 

given stressful encounter and is dependent on the particular adaptational demands and 

information available.  When stressful conditions were viewed as refractory to change, emotion-

focused coping predominated, while appraisals of controllable by action resulted in problem-

focused coping strategies.  As previous research has indicated, it was concluded that coping is 

capable of changing the emotional state from the beginning to the end of the encounter.  It was 

also found that particular coping strategies, such as positive reappraisal and problem solving, 

were related to changes in emotion from negative to less negative or positive, while other 

strategies, such as distancing and confrontive coping correlated highly with more distress. Again, 

coping strategies that produced positive outcomes in one context, or in one person, may not in 
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another context.  It was also stressed that threats that an individual experiences, though shared 

with others, may also be individualistic arising from their psychological situation, which includes 

a person’s social situation, work role, and the status of important life beliefs and goals.  Lazarus 

suggested that if we are to better understand how to assist people to cope better, we must 

examine what they are actually doing and telling themselves in their effort to cope.   

            A handful of studies have examined the relationship between coping strategies and the 

progression of HIV/AIDS.  Among them, Ironson and colleagues (1994) found that denial 

predicted a decline in CD4 cells one year later and progression to AIDS two years later.  The 

coping strategy, fighting spirit, (i.e. an optimistic attitude accompanied by a search for an 

increase in HIV-related information), was associated with less development of HIV related 

symptoms during one year.  An attitude of repression or denial was associated with more HIV 

related symptoms.  In a study conducted by Mulder and his colleagues (1995), they examined the 

relationships between stressful life events, psychiatric symptoms, coping, and social support, and 

HIV disease progression among 51 HIV infected homosexual men.  It was found at the one year 

follow-up that the coping strategy, active confrontation, was predictive of a decrease in clinical 

progression of HIV as measured by the participant’s CD4 count.  It was hypothesized that 

participants who used more active coping tend to feel less helpless and more in control of the 

course of their infection.    

 Another study examined the relationship of psychological variables and disease 

progression in homosexual males infected with HIV for 6-11 years.  Results indicated that 

personality, psychological morbidity, perceived social support, and life events did not effect 

disease progression, but that acceptance coping was a significant predictor of longer survival 
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without AIDS (Thorton et al., 2000).  A second study, which examined coping and psychological 

distress among HIV positive men who have sex with men, found that the greater use of 

approach-oriented coping strategies and less use of avoidant-oriented coping, were associated 

with lower levels of psychological distress.  The reported distress was evidenced by the 

participants report of a greater number of losses associated with their HIV status (Penedo et al., 

2003).  Thus, it has been repeatedly found that among HIV positive persons, numerous coping 

strategies are typically employed having different psychological and physiological effects.  

Impact of Psychosocial and Social Support on HIV Progression 

           Due to the stigma attached to HIV status, persons who disclose their condition risk losing 

relationships with significant others as well as loss of employment, loss of health insurance and 

loss of housing.  Such loss of support acts to further isolate the infected individual which often 

leads to increased stress.  As stated previously, the effects of stress can manifest in further 

difficulty managing the diverse demands required to promote wellness often negatively affecting 

immune function.  Psychosocial support can assist people in making informed decisions, more 

effective coping strategies, improve the quality of their lives, and decrease the level of 

depression. Due to the many negatively associated effects of loss of social support,  it is crucial 

to the management of HIV infection that efforts to boost his or her social network be considered 

when medical professionals plan a treatment plan. 

            Research and theory pertaining to social support from relationships with significant 

others support the negative influence that the loss of such support can have on physical health 

and adjustment. The beneficial effects of social support for those living with medical problems 

have been widely documented. Social support, which is often defined as the degree of one’s 

satisfaction with his or her social relationships, has been consistently related to adherence 
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behavior among various populations with chronic illnesses (Levy, 1983). Social variables are 

among the most significant factor that influence adherence to medical therapy.  In one such 

study, the relationship between medication adherence in HIV positive patients and social support 

was examined.  For all analyses, participants who had missed any medications over the previous 

four day period were compared to participants who reported taking all of their HIV related 

medications.  Results indicated that the perceived quality of social support, after controlling for 

age and alcohol consumption, was significantly associated with medication adherence.  The 

perceived quality of social support was also associated with less depressive symptomology 

(Gonzalez et al., 2004).   Kurdeck and Siesky (1990) found that psychological adjustment in gay 

men with HIV and with AIDS was related to a high satisfaction with perceived social support 

and an infrequent use of avoidance-coping strategies.  Hays, Chauncey, and Tobey (1990) found 

that the characteristics of a social support network that were most highly associated with 

psychological well-being were the amount of emotional and informational support received, the 

number of close relationships, and the percentage of friends versus relatives in a network.  

           In a phenomenologic study conducted by Coward and Lewis (1993) eight gay men with 

AIDS reported that at the time of diagnosis, they feared  feelings of rejection, the process of 

dying and  the loss of social connections through death and the possibility of dying with out 

being known to others, or without “making a difference”.  The subjects provided descriptions of 

experiences associated with feelings of increased inter-connectedness with others, reaching out 

for help and helping others alleviated the men’s sense of isolation and aloneness.  Another study 

that included a sample of 127 men and 15 women who were HIV positive, low perceived social 

support predicted higher levels of depression.  High-risk sexual behavior was predicted by both 

recreational drug use and a higher level of depression.  Significant findings also indicated that 

 53 
 



  

the number of months since learning of HIV-positive status predicted higher depression scores 

(Kelly et al., 1993).  Such findings indicate the need for clinical interventions that employ social 

support groups, community support programs, and the establishment or reestablishment of 

supportive relationships with friends. 

           Given all of the beneficial effects of social support for the newly diagnosed HIV person, 

community efforts should continually be made to provide therapy groups, support groups, crisis 

counseling via hot-lines specifically tailored to the needs of the HIV positive person, as well as 

other forums for the social interaction of HIV persons. 

 Depression Among HIV+ Patients  

           Several literature reviews have found that HIV-infected individuals are at an increased 

risk for Axis I affective and adjustment disorders and sustained distress, particularly depression 

(Rabkin et al., 1996).  A study which examined the risk of suicide among men aged 20-59 years 

old, found that the risk of suicide was 36.3 times greater in men with a diagnosis of AIDS than in 

men without the diagnosis and 55.15 times greater than the risk for the general population.  

Several studies have found elevated levels of psychological distress among HIV positive men 

who have sex with men (Marzirk et al., 1988), which may be accounted for by the effects of 

facing two social stigmas, infection with HIV/AIDS as well as homosexuality.  Studies of 

distress reactions to notification of HIV infection indicate that the majority of those who become 

clinically depressed or attempt suicide have previous history of psychiatric disorders (Hedge, 

1991).  Despite the fact that psychological responses to a positive HIV antibody test are highly 

variable from one person to another, there is a general time course to these initial reactions to 

HIV infection.  In one study, distress levels had decreased significantly when assessed 2 and 10 

weeks later (Perry, 1990), and in another study, they had decreased when assessed 5 weeks later 
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(Ironson, G, 1990). Crisis intervention and regularly scheduled counseling may help individuals 

cope with the intense reactions to a HIV diagnosis (Gaskins & Brown, 1992).   

           One study, which examined the relationship between dysfunctional attitudes, coping and 

depression, found that among HIV positive men who have sex with males there were higher 

levels of dysfunctional attitudes associated with more reported depressive symptoms as 

measured by the Beck Depression Inventory (Beck, A., & Beamesderfer, 1974).  The use of 

adaptive coping strategies such as active coping was associated with lower depression.  

Maladaptive strategies, such as denial, were related to higher levels of depression.  The findings 

suggest that that interventions aimed at reducing psychological distress among this population 

utilizing cognitive restructuring may enhance adaptive coping strategies as well as reduce 

maladaptive coping strategies (Penedo et al., 2001).   

           Results from a study (Mahalik, 2000) comparing depressed men to non-depressed men, 

indicated that depressed men’s statements reflected a stronger belief that they only have value if 

they are successful.  Such men would benefit from examining what “success” means, explore the 

pressure they feel to achieve, and assist them to develop more internal sources of evaluation that 

have less to do with winning or losing.  The perception that HIV infringes on their efforts to be 

successful can greatly effect his self-esteem and act to further the depressive symptoms. The 

depressed men also evidenced the distortion that showing affection toward other men will lead 

people to judge them negatively.  Their statements reflected the belief that negative 

consequences result from expressing themselves emotionally.  Such cognitive distortions may 

contribute to their reluctance to seek help (Wisch et al., 1995).  In addition, the depressed men 

scored higher on statements that reflect beliefs that work must come before taking care of one’s 

self, family, or leisure.  Such gender-related cognitive distortions may contribute to increased 
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psychological distress (Mahalik, 1999), and therefore, are important to consider when tailoring 

treatment plans for men.    

           In addition, several studies have found a significant relationship between depression and 

medical outcomes of HIV infection.  Lyketsos and his colleagues (1993), examined whether 

depressive symptoms predict accelerated mortality and worsened medical outcomes in 1718 

HIV-positive homosexual men.  Of the participants, 21.3% were classified as depressed on the 

overall scale, while 16.1% were classified as depressed on the affective scale, as defined by the 

Center for Epidemiologic Studies-Depression scale (CES-D) (Radloff, 1977) at baseline.  They 

found that those reporting more AIDS related symptoms and lower CD4 cell counts were more 

likely to be depressed.  A second study, which examined whether high levels of depression at 

baseline predicted more rapid decline of CD4 cell count and progression of HIV among 330 

homosexual or bisexual men.  10.7% of the participants were classified as depressed as defined 

by the CES-D.  Of those participants who had three or more CD4 cell counts recorded, baseline 

overall depression and affective depression predicted a significant decline in CD4 counts.  This 

decline was not attributable to baseline physiological differences.  It should be noted that the 

physical response to depression is partly due to symptoms of depression, such as the tendency to 

have a change in diet, sleep patterns, and often increased drug use (Guide et al., 1998). 

           The effects of hopelessness, which is highly correlated with depression, on HIV have been 

documented in a host of studies.  The effects of hopelessness have been found to impact the level 

of commitment to physical and health treatment as well as the engagement in risky behavior.  

Those who experience hopelessness have reportedly stated that they feel helpless, which is 

highly correlated with depression.  One study investigated the struggle of 11 HIV-positive 
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persons to maintain hope.  The significant findings reported on the manner in which 11 HIV-

positive men maintained hope.  The possession of hope involved having a future in spite of the 

diagnosis, having a renewed zest for life, finding a reason for living, usually one that was not 

evident before, and the finding that a treatment that one believed would contribute to survival 

(Hall, 1990).  The patients' disease stage did not affect their level of hope, but their perception of 

treatment effect was associated with this factor. No difference in level of hope was found 

between patients without pain and those with pain.  For those with pain, the cognitive dimension 

of pain was significantly correlated with hope, whereas sensory dimensions, pain intensity and 

relief, showed no such correlation. The study results support the role of cognition in promoting 

the psychological well-being of patients with cancer.” (Chen, 2003).  By providing HIV infected 

individuals with cognitive-behavioral strategies, they can learn new, more positively adapted 

manners in which to ascribe meaning to their particular situation.   

Cognitive Appraisal Theory 

           The cognitive appraisal theory attempts to specify the precise connections between 

cognitive evaluations of events and resultant discreet emotions.  This model is useful in 

facilitating dialogue among group members regarding the various manners in which thoughts 

translate into emotions and to understand the differences and commonalities that result from 

one’s subjective evaluations of the event.  An approach based on this model is a 

psychoeducational model that specifies the connection between thoughts and feelings in group 

work.  Psychoeducational groups promote growth in its members through the provision of 

knowledge (Association for Specialists in Group Work [ASGW], 1991).  These groups are 

usually formed for the purpose of education and prevention (ASGW, 1991).   
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           Processing the exchange of group members’ input from a cognitive perspective may focus 

on uncovering irrational beliefs (Ellis, 1977, 1992) or the identification of distorted thinking 

(Beck & Weishaar, 1989).  One psychoeducational model for group work, developed by 

Roseman, Antoniou and Jose (1996), is based on appraisal theory, which attempts to specify the 

exact links between cognitive evaluations of events and discrete emotions.  Roseman’s appraisal 

model may be particularly useful in group work because it facilitates a cognitively oriented 

group leader to assist member to trace backward from the emotions they are experiencing to the 

specific cognitive aspects that ar maintaining them.  This model is particulary useful in 

facilitating dialogue among group members regarding the ways in which thoughts translate into 

emotions and minimize the amount of misunderstanding and confusion often related with the 

processing of complicated and subjective aspects of human functioning (Conyne, 1997).   

              

             Lazarus and Folkman developed a cognitive-phenomenological theory of stress and 

coping which states that the relationship between the stressful events that a person encounters in 

daily living and emotional outcomes is mediated by cognitive appraisal and coping.  They define 

cognitive appraisal (Lazarus and Folkman, 1984, p. 283) as  
 
the process through which people evaluate both the significance of a specific stressful encounter 
for their well being (primary appraisal) and the options for coping (secondary appraisal). Coping 
refers to the thoughts and acts that people use to manage the internal and/or external demands 
posed by a stressful encounter. 

The coping efforts can be aimed at regulating emotional distress (emotion-focused coping) and 

managing the problem that is causing the distress (problem-focused coping.   

            Given that the manner in which one copes with the illness is paramount to successful 

management of the illness, it is imperative that treatment includes the emphasis on the 

importance of how the infected person conceptualizes issues pertaining to the illness.  These 

models can be utilized in developing treatment methods to attempt to change any distorted 

thinking, reinforce any positive thinking and to develop effective coping strategies.  The scope of 

 58 
 



  

the illness requires that medical professionals, support systems and the community be cognizant 

of the commitment needed to combat this illness and humanely care for those who are ill. 

Coping Effectiveness Training 

 The Coping Effectiveness Training (CET) endorsed by Folkman and her colleagues 

(1991) was developed within the context of the AIDS epidemic to assist people who are infected, 

their loved ones, and care providers cope with their daily stressors. The CET uses cognitive-

behavioral principles to improve people’s skills in appraising, coping, and obtaining social 

support in stressful situation.  It emphasizes appraisal, the fit between coping and appraisal, and 

social aspects of coping.  Effective coping depends on defining the problem with which he or she 

must cope.  People often report stress in global terms, which tend to be both ambiguous and 

highly complex, and as a result, difficult to cope with.  Appraisal training teaches people to 

divide global stressors into specific stressful situations by refining the definition of the source of 

stress.  Each of the stressful contexts needs to be narrowed further to specific stressful situations.  

Once this is accomplished, specific demands can be identified and goals for coping can be 

recognized.  
 The coping training includes familiarizing the participants with the distinction between 

problem-focused and emotion-focused coping and illuminates the concept of “fit” between 

appraisals of changeability and coping.  The emotion-focused training involves cognitive and 

behavioral strategies for reducing distress, and the cognitive strategies including selective 

attention, use of humor, and reframing the situation.  Behavioral strategies include relaxation, 

exercise, and the pursuit of pleasant activities, such as listening to music.  Coping training also 

includes communication skills training by teaching the participants to listen well, empathize, 

communicate their own points of view, and negotiate, which are all important to the use and 

provision of social support.  Social support training involves learning how to identify what kind 

of support is needed, who to seek it from, how to seek it, and how to maintain it (Folkman et al., 
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1991).  One study examined the effectiveness of an 8-week CET program on 40 homosexual 

males living in San Francisco who had fewer than two symptoms of HIV infection, the absence 

of hospitalizations within the last 3 years, knowledge of their HIV status, and not currently under 

psychiatric care. The study participants were divided into a control group and a group attending 

the CET. The study results indicated that among the HIV-positive and HIV-negative subjects, the 

treatment groups differed from the control group on the types of coping strategies employed.  

The effects included a reduction of self-blame coping in the treatment groups.  The effects of the 

intervention remained evident at the 6-week follow-up.  In addition, at the 6-week follow-up, the 

treatment groups had a reduction in depression and an increase in positive morale.  It was 

concluded that CET may provide healthier alternatives to risky behaviors, including self-

medication, alcohol use, unsafe sexual activity, smoking and eating and all behavior that many 

people report in their efforts to cope with stress (Folkman et al., 1991).   

            Antoni and his colleagues (2000) examined the relationship between cognitive-behavioral 

stress management (CBSM) intervention and stress management as well as T-helper count 

levels.  Participants included gay or bisexual men between the ages of 18-55 and a T-helper 

count between 200 and 700 cells per millimeter, which had an eighth-grade education and had 

written and verbal fluency in English.  The study participants were randomly assigned to a either 

a CBSM group or a control group.  Study results indicated that those in the CBSM group had 

significantly lower post-treatment anxiety than the members of the control group.  In addition, 

those in the CBSM group revealed a significantly lower score on the Perceived Stress Scale.  

Group differences in T-helper counts for each group revealed that after controlling for age, 

immune status, and HIV-related symptoms, the men assigned to the CBSM group has 
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significantly higher T-helper counts as compared with controls.  In addition, it was found that 

relaxation techniques practiced at home were associated with greater T-helper counts. 

            Based on the reported success of CET, it is a highly useful tool for psychologists as well 

as other health care professions to utilize with the HIV/AIDS patient.  It is vital that we look to 

research studies to determine the most effective tools in managing HIV related stressors. 

Through the reliance of continuing research endeavors, we can continue to improve our 

HIV/AIDS care and prevention programs.     

Harm Reduction Programs 

            The expanding access to treatment is bringing hope to people living with HIV, but this 

global movement must be matched with a commitment to expand access to comprehensive HIV 

prevention services.  Services tailored to the unique needs of each patient should be delivered to 

patients at highest risk for transmitting HIV infection and for acquiring other sexually 

transmitted diseases (Coury-Doniger et al., 1999).  Such services should include strategies to 

prevent further transmission of HIV, HIV/AIDS education, behavior change programs for young 

people and other populations at higher risk of HIV exposure, counseling, and vulnerability 

reduction through social, legal and economic change (UNAIDS, 2005).   

            A promising program endorsed by the World Health Organization (WHO, 2004) is aimed 

towards preventing or reducing the health consequences associated with certain behaviors.  Their 

program includes comprehensive interventions aimed at preventing HIV transmission that occurs 

through the sharing of non-sterile injection equipment and drug preparations.  This “harm 

reduction” program urges communities to provide “Needle-Syringe Programming” that will 

provide the community access to clean injection paraphernalia, including needles and syringes, 

filters and clean drug containers.  The program also endorses the medically supervised 
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substitution of opioids, such as methadone, HIV/AIDS treatment and further information and 

education related to harm reduction of injection drug use.  Particularly promising is the use of 

peer led approaches to outreach work to provide drug using networks information about harm 

reduction methods. 

             Condom promotion, a second harm reduction method, encompasses a set of 

interventions aimed at increasing the availability, acceptability, availability and use of condoms.  

The consistent and correct use of condoms significantly reduces the risk of infection as well as 

the transmission of sexually transmitted diseases including HIV.  The WHO promotes this 

method by providing the free distribution of condoms.  Distribution of condoms can be 

broadened by providing them in non-traditional locations, such as grocery stores, universities, 

places of work, and shops (WHO, 2004).  Such global commitment is essential to building 

stronger prevention efforts that can keep up with the ever changing HIV/AIDS trends.  Through 

continued prevention efforts, those who are infected can be better protected and those who have 

not been exposed may have an improved ability to avoid associated risk behaviors.  

 

Goal of the Proposed Study 

           The goal of the study is to explore the relationships between coping strategies, stress, both 

its perception and the types of prevention resources to combat its effects, depression, social 

supports, demographic information, socioeconomic status, and the progression of HIV.  The 

ultimate goal of the study is to identify those reported behaviors, thoughts and perceptions that 

are unique to each gender and ethnicity living with HIV.  Because HIV initially infected 

primarily white men, many studies include only white men with fewer studies including women 

or minorities.  With a better understanding of the coping strategies of each gender as well as 

minorities, the impact of these strategies on the status of one’s health can be determined, and 
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consequently, counseling services can better meet the needs of each particular group.   The 

secondary goal of the study is to explore the manner in which those who consistently adhere to 

medical care compare to those who are less consistent in the way in which they manage the 

stressors of the illness, conceive of their social and psychological well-being, their 

socioeconomic status and the progression from HIV to AIDS.  This data can be utilized to 

account for those factors that may affect medical treatment adherence which can ultimately act to 

bolster HIV/AIDS prevention and treatment efforts.  
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Chapter III 

Methodology 

 
            In the proposed study, convenience sampling will occur among residents of a mid-size, 

southwestern city who have been identified as recently testing HIV positive and are patients at 

the city's publicly funded HIV/AIDS clinic.  The patient’s who chose to participate in the study 

will be offered an incentive upon completion of the interview.  The surveys include a 

demographic data form, a scale to measure socio- economic status, a measure of coping 

strategies, a scale to assess social support, a scale to measure perceived stress, a preventive 

resources inventory, a scale to assess depression, and a self-report of the most recent CD4 count 

and viral load.  Following each of the subject’s completion of the surveys, his or her medical 

records will be accessed in order to verify the most recent CD4 count and viral load.  Nine 

through fifteen months following the initial interview, each of the subject’s medical records will 

be reviewed again at which time each of the participant's most recent CD4 count and viral load 

will be noted.  The difference between the CD4 count, obtained at the time of the interview, and 

the second CD4 count, obtained 9-15 months later, will be included in the analyses of the 

proposed study and will be referred to in much of the study as the change score.. 

Participants 

            Participants will include male and female, English and Spanish speakers who are 

HIV/AIDS patients being treated for HIV/AIDS infection at the public health HIV/AIDS 

treatment clinic.  The clinic at which the participants will be sampled, serves approximately 1800 

HIV/AIDS patients on an outpatient basis who reside in the city and the surrounding areas 

regardless of sex, gender, race, sexual orientation, disability, national origin or religion 
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(Department of Health and Human Services (DHHS), 2004). The clinic, which routinely enrolls 

three new patients per week, is the largest provider of HIV medical services in the surrounding 

area.  These services include the provision of medical services by board certified medical staff, 

who continually assesses the patient’s disease progression.  In addition, the clinic provides 

immunizations, nutrition counseling, complete laboratory testing, health education, medical case 

management, massage and an on-site pharmacy.  The clinic provides a Patient Assistant 

Coordinator who works with the patients, the providers, and the drug companies to obtain needed 

medications for those who do not qualify for medication assistance elsewhere (DHHS, 2004). 

The clinic also offers all female patients a HIV-specific, women's health clinic staffed entirely by 

women and aimed at providing gynecological assessment and treatment services. The 

comprehensive services provided at the clinic are reflected in the superior service available to the 

HIV/AIDS patients.   

            In order to avoid confounding the measurement of the immune and neuropsychological 

measures, the inclusion criteria requires that all participants are between the ages of 20 and 50, 

which comprised approximately 90% of the HIV positive clients seen at the clinic on March 2, 

2005. (HHSD, 2005). This trend is reflective of the national trend which indicates that at the 

close of 2003, newly infected individuals between the ages of 25-54 accounted for 86.83% of all 

HIV infections in the United States (CDC, 2003). In addition, the participants must fall below the 

200% poverty level as defined by the United States Department of Health and Human Services.  

In 2005, in order to be classified as falling below the 200% poverty level, the annual income for 

a one-person household must be less than $19,140 (2008). Exclusion criteria will include the 

diagnosis of a history of significant, medical illness (e.g., heart, lung, or kidney disease).   
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Previous studies have indicated that age as well as physical health may impact the immune 

system's ability to effectively counter immunoviruses (Leserman, et al, 2000).   

           All new patients at the clinic are required to present laboratory proof of HIV-positive 

status. If the patient is unable to provide these lab results, the clinic will perform a HIV Viral 

Burden Assay (RNA), which provides proof of a HIV-positive status. After a patient’s HIV 

status has been proven positive, each client is required to undergo a complete physical 

examination and provide a complete medical history.  Utilizing the laboratory results, including 

the CD4 count and viral load, providers can determine the immunological and health status of the 

patient as well as develop a medical plan of treatment for the patient (CHC, 2004).  Thus, each 

patient has all of their medical information in their individualized chart at the clinic.  Each 

patient has an equal opportunity to utilize the services at the clinic.  It is the decision of each 

patient whether they will take advantage of the available services 

Procedures  

            When patients arrive at the clinic for a scheduled appointment, they are instructed to 

register with the receptionist.  At this time, the receptionist will present each client with a flier 

that provides a description of the proposed study, examples of the types of questions that will be 

asked, and information regarding the utility of the data.   Those patients who are eligible for 

participation in the study and are willing to participate will be encouraged to contact the 

researcher via a telephone line, installed and maintained by the researcher for the purposes of this 

study, or by e-mail, in order to schedule a mutually beneficial time to participate in the study 

being conducted in available offices at the clinic.  The participants will be offered a 90 minute 
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time slot and will be told that it should take them between one and one and one-half hours to 

complete the study.   

            Studies have indicated that technical tools, such as computers, have been found to elicit 

more self-reported risk behaviors than did interviewer-administered questionnaires, particularly 

among younger patients (Bronstone, G. et al., 1999).  Based on these findings, none of the self-

report instruments will be read out loud and will be offered both in English and Spanish on paper 

and on a computer provided by the researcher.  Should a participant require assistance, the 

researcher will answer questions or assist with the use of the computerized scales.  Initially, the 

participant will be provided a flier that outlines the intent of the study as well as the telephone 

number of the researcher’s dissertation advisor to be contacted should any concerns related to the 

study arise.  Following the presentation of the flier to be kept by the participant, he or she will be 

provided a consent form that includes both a statement indicating their understanding of their 

involvement in the study as well as consent to the examination of their medical records for the 

purposes of this study.  At this time the participant will be encouraged to ask any pertinent 

questions.  The guidelines stipulated by the American Psychological Association and the 

University of Texas Institutional Review Board for the Protection of Human Rights Subjects will 

be adhered to throughout the study in order to ensure the confidentiality of the participant as well 

as the protection of the rights of the participants. 
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             Following the presentation of the consent form, each participant will be provided the 

following for completion:  (1) a demographic survey including gender, ethnicity, level of 

education, mode of exposure to HIV, the date when he or she first tested HIV-positive,  and their 

history of and adherence to anti-retroviral medications, (2) a socio-economic scale developed for 

the purposes of this study, (3) the Revised-Ways of Coping Questionnaire, (4) the 

 



  

Multidimensional Scale of Perceived Social Support (5) the Perceived Stress Scale, (6) the 

Preventive Resources Inventory, and (7) the Beck Depression Inventory. Should a participant be 

unable to complete the entire interview in a single encounter, the interviewer will attempt to 

schedule a follow-up interview.  After the participant has responded to all of the scales, the 

interviewer will review the scales to ensure that all of the items have been clearly marked and to 

check for indicators of suicidality.  A debriefing form will then be provided to the participant 

that will repeat the purpose of the study, the intended utilization of the data, the confidentiality of 

both the completed scales and the identity of the participant, and referrals for services in the area 

including Coping Effectiveness Training and referrals for both mental and physical health related 

resources including the State Hospital, the YWCA, and various other community counseling and 

support services.   Should the participant request a notification of the results of the study, the e-

mail address of the researcher will also be provided.  Once again, the participant will be 

encouraged to ask any questions they may have and discuss any feelings that may have arisen in 

response to the surveys.  At this time each participant will be compensated with a $20 grocery 

store coupon. 

           If a participant indicates either on the Beck Depression Scale, or otherwise, that he or she 

is suicidal, a Suicide Assessment Scale will be administered.  If the participant indicates on this 

scale that he or she is not currently suicidal, a contract will be discussed that states that the he or 

she will not hurt themselves, and if they have thoughts of doing so, they will immediately seek 

emergency services.  If the participant agrees to these terms, he or she will sign and date the 

contract.  If the participant verifies on the Suicide Assessment Scale that they are currently 

suicidal, the same contract previously mentioned with be discussed and then, upon consent, 

signed by the participant.  Following the consent and signature of the contract, all participants 
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who have completed the Suicide Assessment Scale will be walked over to meet with one of the 

medical social workers who can provide emergency counseling, referrals for additional services 

and further assessment of the participant’s condition.  

           Following each interview, the researcher will score and code each of the responses, 

review the participant’s medical records to verify the participant’s most recent viral load and 

CD4 count, and in the interest of confidentiality, substitute the name of the client with his or her 

medical record number and remove any other identifying information.   After scoring the 

surveys, they will be placed in a locked file cabinet in a locked storage space only accessible by 

the primary researcher.  Between 9 and 15 months after the scales are completed, each of the 

subject’s medical records will be reviewed for a second time.  At this time, each of the 

participant’s most recent CD4 count and viral load will be obtained. In order to determine the 

progression of the HIV since the initial review, the second CD4 count will be subtracted from the 

CD4 count that was collected at the time of the interview. The difference of the two scores 

indicates the progression of the HIV virus and will be utilized in the study’s analyses. Those 

subjects who do not return for an appointment following the initial participation in the study will 

be excluded from the analysis.  After extracting the lab results from each of the participant’s 

charts, the identifying medical record numbers will be substituted for random numbers.  At this 

point, the researcher will analyze the findings utilizing linear, multiple regression analyses.  

          Approximately 75 men and 75 women will be needed in order to have a power level of 

about 50%.  In order to obtain a more robust depiction of the experience of the newly diagnosed 

HIV-positive client, the researcher hopes to conduct approximately 30 interviews with 
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participants in order to gain an anecdotal/qualitative perspective.  By doing so, the significance 

of the data will be enhanced.  

Instrumentation 

Demographic Questions 

           Participants will be asked to provide information about their gender, ethnicity, level of 

education, income, number of dependents, housing status, employment status, the mode of 

completing the scales (paper vs. computer), the date of their initial HIV-positive test, their 

history of usage of anti-retroviral medications, the manner in which they were infected with the 

HIV virus, and their most recent CD4 count and viral load.  

Socio-Economic Status Scale 

           Based on the existing literature, socio-economic status can be identified through the 

measurement of five primary categories:  housing status (ownership, rental, or without a home), 

amount of yearly income, the quantity of education (completion of elementary school, 

completion of middle school, etc.), employment status (working full-time, working part-time or 

unemployed), and the number of children in a home receiving public assistance income.  The 

importance of these factors is based on the assumption that higher levels of home ownership, 

employment and education indicate higher levels of socioeconomic well-being, while higher 

levels of poverty and higher percentages of children in the home receiving public assistance 

income indicate lower levels of socioeconomic well-being. (e.g., Census Bureau, 2000).  Each of 

the categories should be scored and weighted equally in order to produce a total score.  Because 
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there is not an existing simplified measurement of socio-economic status, the researcher created 

a scale to be utilized for the purposes of this study.  

Revised-Ways of Coping Scale (R-WOC) 

 The Revised-Ways of Coping questionnaire is designed to identify the actions and 

thoughts an individual has utilized to cope with a specific stressful encounter.  In this context, 

coping is defined as “the cognitive and behavioral efforts to manage specific external and/or 

internal demands appraised as taxing or exceeding the resources of the individual” (Folkman & 

Lazarus, 1988, p. 2). The scale contains 67 items that describe a broad range of cognitive and 

behavioral strategies people use to manage internal and/or external demands in specific stressful 

encounters.   The scale utilizes a 4-point Likert scale.   A response to each item is indicative of 

the frequency with which each strategy was used.  The following defines the value of each 

response:  0 indicates “Does not apply and/or not used; 1 indicates “Used somewhat”; 2 indicates 

“Used quite a bit; and 3 indicates “Used a great deal”.  For the purposes of this study, the 

instructions state, “Please circle the item numbers that reflect the ways that you tried to cope 

with HIV infection during the first few months after notification of a positive result.” 

           Factor analyses suggest eight coping scales:  (a) Confrontive Coping (e.g., stood my 

ground and fought for what I wanted”); (b) Distancing (e.g., “went on as if nothing had 

happened”); (c) Self-Control (e.g., “I tried to keep my feelings to myself”); (d) Seeking Social 

Support (e.g., “talked to someone who could do something concrete about the problem”); (e) 

Accepting Responsibility (e.g., “criticized or lectured myself”); (f) Escape-Avoidance (e.g., 

“wished that the situation would go away or somehow be over with”; (g) Planful Problem-

Solving (e.g., “I knew what had to be done, so I doubled my efforts to make things work”); and 
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(h) Positive Reappraisal (e.g., “changed or grew as a person in a good way”) (Folkman & 

Lazarus, 1988).   

 Each of the sub-scales of the R-WOC corresponds to one or both Emotion Focused 

coping or Problem Focused Coping.  Emotion Focused coping refers to efforts to regulate 

stressful emotions while Problem Focused coping refers to efforts to manage or change the 

stressful person-environment relationship (Folkman & Lazarus, 1980).  The sub-scales of the R-

WOC, Confrontive Coping and Planful Problem-Solving, typically have primarily Problem-

Focused functions.  Distancing, Self-Control, Accepting Responsibility, and Positive Reappraisal 

primarily have Emotion-Focused functions.  The Seeking Social Support sub-scale can provide 

both emotional supports, thus categorized as Emotion-Focused problem solving, as well as 

informational support that is considered a Problem-Focused approach to coping.  In addition, 

Problem-Focused coping can sometimes be used to regulate emotion, and therefore be 

considered an Emotion Focused coping strategy.  Also, Emotion-Focused strategies can have a 

Problem-Focused function when it is used to reduce anxiety that is impeding task-related work. 

 In one study, internal consistency coefficients (Cronbach’s alpha) for the scale ranged 

from .65 to .80 (Aldwin & Revenson, 1987).  A second study found that the Cronbach’s alpha 

ranged between .61 and .79.  Folkman and Lazarus pointed out that the internal consistency 

estimates of coping measures generally fall below the traditionally accepted range (1988).  

Billings and Moos (1981) stated in order to address this issue, efforts are made to minimize item 

redundancy within each coping strategy resulting in relatively independent clusters of coping 

strategies within each category.The Spanish translation of the Ways of Coping questionnaire, 

which will also be utilized in the study, has been found to have consistent and strong factorial 

invariance, suggesting it is appropriate for cross-cultural research assessing coping within 
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diverse Latino population (Munet-Vilaro, Fregorich & Folkman, 2002).  Research to examine the 

reliability and validity of the Spanish translation has yet to be conducted. 

Multidimensional Scale of Perceived Social Support  (MSPSS) 

           The Multidimensional Scale of Perceived Social Support assesses perceptions of social 

support adequacy from friends, family, and significant others.  The 12-item scale uses a 7-point 

Likert-type response format (1 = very strongly disagree; 2 = strongly agree; 3 = mildly disagree; 

4 = neutral; 5 = mildly agree; 6 = strongly agree; 7 = very strongly agree).  The three subscales, 

which measure social support from friends, social support from family, and social support from 

significant others is assessed with four items.  The reliability, validity and factor structure of the 

MSPSS has been demonstrated across a number of different samples including psychiatric 

outpatients (Cecil et al., 1995) and pregnant women (Zimet et al., 1990).  Cronbach’s coefficient 

alpha, representing the internal validity, found for the Significant Other subscale, the Family 

subscale and the Friends subscale values were .91, .87, and .85 respectively with the reliability 

score for the total score was .88 (Zimet, G., Dahlem, N., Zimet, S. & Farley, G., (1988).  

            Underlying the development of the MSPSS, the author of the scale hypothesized that 

perceived social support would negatively be related to reported depression and symptoms 

related to anxiety. The MSPSS and its subscales were correlated with the Depression and 

Anxiety subscales of the Hopkins Symptom Checklist (HSCL; Derogatis, Lipman, Rickels, 

Uhlenhuth & Covi, 1974).  It was found that perceived support from Family was significantly 

inversely related to both depression, r = -.24 and anxiety, r = -.18, both at the .01 level.  

Perceived support from Friends was related to symptoms of depression, r = -.24 but not related to 

anxiety, both at the .01 level.  The Significant Other subscale was significantly negatively related 

to depression with the r = -.13 at .05 level of significance as was the whole scale, r = -.25, 
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significant at the .01 level.  These findings confirm the construct validity of the MSPSS (Zimet, 

G., Dahlem, N., Zimet, S. & Farley, G. (1988).  

Perceived Stress Scale (PSS) 

           The PSS is a 14-item index designed to measure the degree to which situations in one’s 

life occurring within the past month are appraised as stressful (Cohen, Kamarck, & Mermelstein, 

1983).  The items were designed to assess how unpredictable, uncontrollable, and overloaded the 

respondents perceive their lives.  The PSS also includes several indirect queries about current 

levels of experienced stress. The scale was intended to be used in community samples with 

subjects who have at minimum a junior high school education.  The PSS utilizes a Likert-type 

scale with 0 = Never, 1 = Almost Never, 2 =Sometimes, 3 = Fairly Often, and 4 = Very Often.  

Higher PSS scores have been found to be associated with failure to quit smoking, failure among 

diabetics to control blood sugar levels and greater vulnerability to stressful life event-elicited 

depressive symptoms.   

 Among three samples, Cohen et al., (1983) found coefficient alphas for scores on the 

scale between .84 and .86 and test-retest reliability over 2 days was found to be .85.  The 

concurrent validity of scores from the PSS was assessed among two samples of college students 

and one sample of enrollees in a smoking cessation program.  The correlations ranged from .52 

to .76 between scores on the scale and reported depressive and physical symptomatology, social 

anxiety (a range of .37 to .48) and utilization of health services (.20). Because the levels of 

appraised stress should be influenced by daily events, changes in coping resources, and major 

events, predictive validity of the PSS is expected to taper rapidly following four to eight weeks 

(Cohen et al., 1994).   
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Preventive Resources Inventory (PRI) 

           The Preventive Resources Inventory (PRI) asks participants to indicate the extent to 

which they agree with specific stress-prevention related statements across all contexts. The 

measure contains 82 items indicated on a 5-point Likert scale pertaining to personal habits 

related to the general prevention of stress.  The measure also includes five scale scores and 18 

subscale scores. The following are the scales of the PRI:  Perceived Control, Maintaining 

Perspective, Social Resourcefulness, Self-Acceptance, and Scanning (McCarthy & Lambert, 

2001).  The Perceived Control scale measures the belief that one can cope successfully with 

life’s demands and manage situations that could potentially become stressful (e.g., “I can handle 

most things.”).  The scale is further defined by its subscales:  Efficacy, a global belief in one’s 

successes when confronting potential stressors; Mastery, confidence in specific preventive skill 

sets; and Persistence, a willingness to remain engaged and flexible in applying preventive 

strategies to potentially stressful situations.  A second scale of the PRI, Maintaining Perspective, 

is defined as attitudes and beliefs consistent with preventing stressful situations and keeping 

stress-produces emotions at manageable levels (e.g., “I am able to avoid causing myself stress by 

keeping things in perspective”).  The subscales further define the scale.  Each represents 

intentional cognitive strategies represented by its subscales:  Maintaining a Flexible Perspective, 

Maintaining Self-Direction, Cognitive Restructuring of Perspective, and Knowing Your Limits.  

(Lambert, R., McCarthy, C., Gilbert, T., Sebree, M, & Steinley-Bumgarner, M., 2006).   

            The Social Resourcefulness scale measures the ability to draw upon a social network of 

caring others who can act as a buffer against life’s demands (e.g.., “I have mutually supportive 

relationships”).  This scale is comprised of the Reciprocity in Relationships subscale, which 

measures one’s perceived ability to develop and maintain mutually beneficial social connections.  
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The remaining subscales, Comfort in Relationships, Feedback from Relationships, and 

Assistance in Relationships, reflect the respondent’s self-assessment of the quality of their social 

support system.   

            The Self-Acceptance scale measures the degree to which one can accept and overcome 

shortcomings, imperfections, and limitations when dealing with demanding life situations. This 

scale is comprised of three subscales:  Identify Comfort, which addresses a sense of acceptance 

and contentment with one’s life circumstances, Balance, defined as the internalization of goals 

and values that contribute to a healthy and focused perception of one’s circumstances, and 

Accepting Limitations.  An example of an item from the Accepting Limitations subscale is, “I 

may not always get what I want.”  (Lambert, R., McCarthy, C., Gilbert, T., Sebree, M, & 

Steinley-Bumgarner, M., 2006).  The fourth scale of the PRI is Scanning, which attempts to 

measure one’s perceived ability to recognize, anticipate, and plan for demands and potential 

stressors (e.g., I am good at identifying things that will cause stress in the future.”).  The 

remaining subscales of the Scanning scale are Anticipation of Demands, Recognition of 

Opportunities to Prevent Stress, Planning Ahead, and Follow Through (Lambert, R., McCarthy, 

C., Gilbert, T., Sebree, M, & Steinley-Bumgarner, M., 2006).   

            McCarthy (et al., 2002) conducted psychometric investigations of the original 80-item 

scale using a sample of 501 undergraduate students.  The factor analyses revealed that the five-

factor solution accounted for 46.83% of the variance in the items.  In addition, convergent and 

discriminant validity coefficients showed that many of the highest correlations were exactly as 

predicted.  A second study utilized a sample of 344 undergraduate students to examine the 

relationships between a set of observed variables, the subscales of the PRI, and their underlying 

factors. Correlations between the PRI total score and several measures of psychological distress 
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or dysfunction were indicative of convergent validity of the PRI because they demonstrated 

relationships between the PRI and the various measures in the predicted directions.  For example, 

the correlations between the total score and the Perceived Stress Scale, the Beck Depression 

Inventory, and Interpersonal Sensitivity, a subscale of the Inventory of Personal Problems, were 

all stronger than -500.  In addition, the researchers found, as predicted, moderately strong 

negative associations (-.233 to -.646) between the PRI scales and the Inventory of Interpersonal 

Problems and the Five-Factor Inventory.  Discriminant validity was indicated by the finding that 

the PRI scale scores were not associated with any of the NEO-FI scales at a level stronger than 

.253.  These findings support a form of discriminant validity because the PRI scale scores were 

not predicted to be related to measures of personality constructs (Lambert, R., McCarthy, C., 

Gilbert, T., Sebree, M, & Steinley-Bumgarner, M., 2006). 

            Following the completion of the items on the PRI, the participant is prompted to write 

any additional comments regarding how he or she manages their stressors.  This section will 

allow for the participants to voice their individual thoughts and will allow for a richer and more 

complete analysis of the experience of those affected by HIV/AIDS.  

Beck Depression Inventory (BDI) 

            The Beck Depression Inventory (BDI; Beck et al., 1979) is a 21-item self-report 

instrument developed as an indicator of the presence and degree of depressive symptoms which 

are consistent with the DSM-IV.  Each depressive symptom is represented by four statements 

indicating the symptom’s presence and severity during the past week.  Each of the scale’s items 

corresponds to a specific category of depressive symptoms and/or attitudes.  Each of the 

categories describes a specific behavioral manifestation of depression and consists of a graded 

series of four self-evaluative statements.  The statements are rank ordered and weighted to reflect 
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the range of severity of the symptom from neutral to maximum severity.  Numerical values of 0, 

1, 2, and 3 are assigned to each statement to indicate degree of severity.  Higher total scores 

represent higher levels of depression.  The BDI has shown a split-half reliability ranging from 

.86 to .93 and has correlated well with global clinical assessment evidenced by a concurrent 

validity range of .61 to .73 (Beck, A. & Beamesderfer, 1974).   A study of outpatients indicated 

an internal consistency between .39, for the item that indicates a loss of interest in sex, to .70 

which measures a loss of pleasure (Beck et al. 1988). 

Research Hypotheses: 

Hypothesis One:    

            It is hypothesized that there is a linear relationship between  gender, ethnicity,  socio-

economic status, manner in which one copes (problem versus emotion focused strategies), 

perceived social support, perceived stress, preventive resources, depression, and the dependent 

variable, the difference between the CD4 count obtained at the time of the interview and the CD4 

count obtained again 9-15 months later. 

Rationale:   

            This hypothesis is based on the research findings of numerous studies that have examined 

the manner in which gender, ethnicity, socio-economic status, social support, perceived stressors 

and resources to combat stress, depression and coping strategies affect mental and physical 

health.  Each factor independently and all factors inter-dependently affect health in unique ways.  

With regard to HIV/AIDS, these factors are important to understand as well as to inform both 

treatment and prevention strategies.             
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 The coping method utilized to manage the stressors related to HIV/AIDS has far reaching 

implications.  Thus, a field of research has emerged to examine the impact of coping strategies 

on HIV disease progression.  The type of coping strategy used has been shown to forecast future 

health outcomes.  Prior research has found that among HIV positive patients, active 

confrontation, a form of problem-solving coping, was predictive of decreased clinical 

progression at a one year follow-up after taking into account behavioral and biomedical variables 

(e.g. Mulder et al, 1995).  A second study conducted by Penedo and colleauges (et al., 2001) 

found that adaptive coping strategies, such as problem-focused coping, were associated with 

lower depression, while a maladaptive strategy such as denial, which is an emotion-focused 

coping strategy, was related to higher levels of depression.  Among a sample of 94 HIV-positive 

injection drug users, after controlling for time since HIV testing, a reliance on avoidance coping 

following HIV testing was correlated with high levels of recent HIV risk behavior and increased 

HIV related symptomology.  The use of coping strategies, particularly problem solving 

behaviors, was related to medication adherence.   

 Psychological factors, particularly depression, have also proven to be indicators of health 

outcome.  Depression may result in the suppression of appetite, the inability to maintain social 

relationships, and feelings of hopelessness, which may further the depression as well as impair 

one’s ability to be proactive towards self-care.  Depression may also lead to the inability to 

adhere to medication and medical treatment, all of which negatively affect HIV progression. 

Higher-levels of overall depression and affective depression, which may result from some 

emotion-focused coping strategies, have been found to predict a depressed immune function and 

decreased CD4 count (e.g., Burack et al., 1993).     
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 Socioeconomic factors, including income, housing status, number of dependents, and 

level of education, greatly affect the ability to cope with HIV related stressors.  Given the 

multitude of unique factors faced by the HIV+ person, having to also manage the implications of 

socioeconomic stress can be overwhelming and debilitating.  In one study that examined health 

care disparities among minorities, those in the lowest income category, compared with those in 

the highest, had significantly higher levels of depressive symptoms, higher symptom severity, 

and functional impairment, all of which were directly related to higher levels of distress 

(Fleishman & Fogel, 1994).  A high level of distress, coupled with depression, has consistently 

been linked to lowered immune function and HIV progression (Burack et al., 1993).   

Proposed Statistical Analyses 

  The independent variables will include demographic data, subscales of the R-WOC, sub-

scales of the MSPSS, the PSS, the Beck Depression Inventory and sub-scales of the PRI.  The 

dependent variable will be the numerical difference between the CD4 count at the time of the 

interview and the second CD4 count obtained 9-15 months later.  The analyses will include the 

entire data set and will be performed utilizing linear correlational analyses some of which will 

include variables that are stratified.  The stratified analyses will include gender and ethnicity. 

Significance will be found at the .05 level.  Since there will be multiple comparisons utilizing the 

same sample, the adjusted Bonferroni statistic may be warranted.  

Hypothesis Two:         

            It is hypothesized that those who return infrequently for medical appointments will have 

diminished coping strategies, fewer perceived social supports and resources, increased 
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depression, and will report a greater number of stressors as compared to those participants who 

attend regularly scheduled medical appointments. In addition, it is hypothesized that the 

aforementioned variables will negatively affect the CD4 count.  A negative effect is reflective of 

a negative difference in the CD4 counts, one taken at the time of the interview and the second 

taken 3 through 8 months later. 

Rationale: 

            Monitoring a complex disease such as HIV/AIDS requires consistent adherence to 

medical treatment.  Substantial lapses in medical attention to monitor the illness can lead to a 

variety of conditions that act to further the HIV/AIDS infection. For example, should the HIV 

infection result in an AIDS defining illness or should a drop in the CD4 count or an increase in 

the viral load occur, antibiotics and/or antiretroviral medication may be necessary.  Without 

regularly scheduled appointments, such conditions would not be appropriately treated or 

monitored.   

Proposed Statistical Analyses  

            As stated previously, the data set to be analyzed will include only those participants 

whose second CD4 count and viral load were performed three through eight months later.  The 

first CD4 count will be obtained by the researcher at the time of the interview while the second 

CD4 count will be obtained by the researcher 9-15 months later. The independent variables will 

include demographic data, subscales of the R-WOC, sub-scales of the MSPSS, the PSS, the Beck 

Depression Inventory and sub-scales of the PRI.  The dependent variable will be the difference 

between the CD4 count at the time of the interview and the second CD4 count obtained from the 
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clinic 9-15 months later.  The analyses will be linear correlational analyses and the ignificance 

will be found at the .05 level.  Only those analyses that were found to be significant when 

performed to address hypothesis one or three or that were found significant when run to address 

this particulary hypothesis will be presented.  Since there will be multiple comparisons utilizing 

the same sample, the adjusted Bonferroni statistic may be warranted.  

Hypothesis Three: 

 It is hypothesized that attending consistent and frequent appointments to monitor 

HIV/AIDS will positively affect the rate of progression of the illness and is reflective of the 

types of coping strategies used, level of depression, perceived stress, perceived resources to 

combat stress, and perceived social support.  For the purposes of this study, the rate of the 

progression of HIV will be measured by the difference between the CD4 count collected by the 

research at the time of the interview and the CD4 count collected from the clinic 9-15 months 

later.  

Rationale:   

           As previously stated, the importance of consistent health care utilization is paramount to 

the health of the HIV/AIDS patient.  Through the consistent medical monitoring of the illness, 

efforts to stave off the decline of the immune system can be improved.  Proactively attending to 

medication and medical regimens may reflect effective coping strategies, less perceived stress, 

lower levels of depression, more perceived social supports, and more perceived resources than 

do those who do not frequently and consistently seek medical monitoring and treatment.  The 

result of these positively affected factors will act to slow the suppression of the immune response 

slowing the progression of the virus.   
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Proposed Statistical Analyses  

            The data set to be analyzed will include only those participants whose second CD4 count 

and viral load were performed 9 through 15 months since the original CD4 count and viral load 

were analyzed by the clinic.  The first CD4 count will be obtained by the researcher at the time 

of the interview while the second CD4 count will be obtained by the researcher 9-15 months 

later. The analyses will be linear correlation analyses, some of which will be stratified variables.  

Significance will be found at the .05.  Like the analyses utilized for hypothesis one and two, the 

independent variables will include demographic data, the R-WOC subscales, sub-scales of the 

MSPSS, sub-scales of the PRI, the BDI, and the PSS. The dependent variable will be the “change 

score” which is the difference between the CD4 count obtained at the time of the interview and 

the CD4 count obtained 9-15 months later.  Those independent variables found to be significant 

in the analyses to address hypothesis one and hypotheses two will be analyzed. In addition, 

among the analyses to address the present hypothesis, only those found to be significant will be 

reported.  Since there will be multiple comparisons utilizing the same sample, the adjusted 

Bonferroni statistic may be warranted.  

Hypothesis Four:  

            It is hypothesized that there will be a linear correlation between each of three ethnicities 

and the manner in which each copes with stressors related to HIV 

Rationale:  

             Despite the plethora of research aimed at investigating coping strategies among 

HIV/AIDS infected individuals, there is a paucity of research aimed at looking at the different 

types of coping used by each gender and ethnicity.  Given that each gender and ethnicity has 
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unique stressors, norms and physical responses to illness, it is likely that each group utilizes a 

distinctive coping repertoire.  The socioeconomic factors, which drive some of the health-care 

related activities, also differ according to ethnicity and gender and are related to the types of 

coping strategies utilized to manage the stress related to HIV infection.  The proposed study will 

include Spanish speakers who are often not included in research studies and have been included 

in even fewer studies examining coping strategies among those infected with HIV/AIDS.    

Proposed Statistical Analyses  

           The analyses to address this hypothesis will be broken into three sets, one of which will 

include only black males and females, the second of which will include Hispanic males and 

females, and the third set of analyses will include white males and females.  The dependent 

variables for each set of analsyses will be each of the sub-scales of the R-WOC Questionnaire.  

The independent stratified variables will be ethnicity and gender.  The analyses will be linear 

correlational analyses with significance found at the .05 level.  Since there will be multiple 

comparisons utilizing the same sample, the adjusted Bonferroni statistic may be warranted.  In 

doing so, the standard of proof needed to find significance is increased.  
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Chapter IV 

Results 

  This section will present the results of the study.  Multiple regression analyses were 

calculated and carefully considered in order to ascertain the relationships among the variables of 

the study.  Following the initial analyses, the results of the secondary or final analyses will be 

presented. 

Overview of the Analyses 

            The first hypothesis utilized the entire data set that included 78 participants.  The 

analyses examined gender, ethnicity, socio-economic status, the manner in which the interview 

was completed (computer versus paper administration), mode of transmission of HIV, the 

manner in which one copes (problem versus emotion focused strategies), perceived social 

support, perceived stress, preventive resources, depression, and the dependent variable, the 

change score which is the difference between the CD4 count obtained by the interviewer at the 

time of the initial data collection and the the collection of the second CD4 count 9-15 months 

later.  .   

            Due to the high volume of data examined and the confines of having a sample size of 78, 

preliminary, linear, multiple regression analyses were conducted at which time the dependent 

variable remained the change score and the independent variables were grouped according to the 

qualities of their relationships.  Following these initial analyses, the variables that were found to 

be significant were utilized in constructing the final models for analysis.  The results were 

compared to the results of the analyses that addressed hypothesis two and three, both of which 

included subsets of the complete data set. 
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            The second hypothesis included a N of 17 participants, all of whose second CD4 count 

was was drawn from the participant 3 through 8 months since the first CD4 count was drawn 

from the participant.  The linear, multiple regression analyses examined the relationships 

between, gender, ethnicity, mode of HIV infection, housing status, employment status, social 

economic status, the manner in which the interview was completed (computer versus paper 

administration), the manner in which one copes (problem versus emotion focused strategies), 

perceived social support, perceived stress, subscales of the Preventive Resources Inventory and 

the dependent variable, the change score. Following these analyses, the results were compared to 

the analytic results that addressed the first hypothesis, which included the entire data set, and the 

analytic results that addressed the third hypothesis, whose data set only included those 

participants whose second CD4 count was obtained 9 through 15 months since the original CD4 

count was collected. 

 The third hypothesis addressed included 61 participants; all of who’s second CD4 count 

was drawn at the clinic 9 through 15 months since the time of the interview when the original 

CD4 count was collected.  The linear, multiple regression analyses examined the linear 

relationships between gender, ethnicity, mode of transmission of HIV, socio-economic status, the 

manner in which the interview was completed (computer versus paper administration), the 

manner in which one copes (problem versus emotion focused strategies), perceived social 

support, preventive resources, and the dependent variable, the change score. The analyses that 

were found to be significant were compiled into secondary or final models.  Following these 

analyses, the results were compared to the results of the analyses that addressed hypothesis one 

and hypothesis two  
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            The fourth hypothesis included three subsections, each broken down into ethnicity and 

gender.  The first set of analyses included black males and females. The next set of analyses 

included Hispanic males and females and the third set of analyses included white males and 

females. Each set of analyses were multiple regression analyses, utilized gender and ethnicity as 

the independent variables with the dependent variables being each of the subscales of the 

Revised-Ways of Coping (R-WOC).  The output was compared in order to examine the effects of 

differing gender and ethnicity on the manner of coping.  

Hypothesis #1 

Analyses of the Data 

            The first analysis was a multiple regression analysis which examined the ability of the 

independent variables, gender and ethnicity, to predict the dependent variable, the change score.  

The second analysis, was a stratified, multiple regression analysis with independent variables 

being white male, black male, and black female; the dependent variable will be the change score.  

The third analysis was a stratified, linear, multiple regression analysis with the independent 

variables being Hispanic male and gender.  The fourth analysis was a linear, multiple regression 

analysis with the independent variable being level of education, current income, number of 

dependents, housing status, and employment status and the dependent variable being the change 

score.  According to the United States Census Bureau (2006), these factors are indicative of 

social economic status (SES). The fifth analysis was a multiple regression analysis that will 

examine the ability of the SES Scale to predict the dependent variable, the change score. The 

SES Scale is comprised of level of education, current income, and the number of dependents, 

housing status, and employment status and was developed for the purposes of this study.  This 
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analysis allowed for the comparison of the predictive value of the SES scale versus the predictive 

value of the variables that comprise the SES scale.   

 The sixth linear, multiple regression analysis examined the ability of the mode of 

completion of the surveys (computer versus paper) to predict the change score.  The mode of 

completion of the questionnaires may be indicative of socio-economic status as well as the 

ability to pursue employment.  A seventh linear, multiple regression analysis was conducted to 

examine the predictive qualities of three of the six modes of infection with HIV, male sex with 

male, intravenous drug use, and heterosexual contact.  The dependent variable was the change 

score.  

 The eighth analysis examined the correlations among the sub-scales of the Revised-Ways 

of Coping Questionnaire (R-WOC), the Beck Depression Inventory (BDI), the Perceived Stress 

Scale (PSS), the subscales of the Multidimensional Scale of Perceived Social Support (MSPSS), 

and the sub-scales of the Preventive Resources Inventory (PRI), to predict the change score.   

The ninth linear, multiple regression analysis examined the ability of the independent variables, 

all of which are sub-scales of the R-WOC, Confrontive Coping Average Response, Distancing 

Average Response, Self-Control Average Response, Seeking Social Support Average Response, 

Accepting Responsibility Average Response to predict the dependent variable, the change score. 

     The tenth analysis examined the ability of the independent variables, sub-scales of the R-

WOC, Confrontive Coping Relative Score, Distancing Relative Score, Self-Controlling Relative 

Score, Seeking Social Support Relative Score and the Accepting Responsibility Relative Score, 

to predict the dependent variable, the change score. The eleventh analysis examined the ability of 

the independent variables, all of which are also sub-scales of the R-WOC, Positive Reappraisal 

Relative Score, Planful Problem Solving Relative Score, and Escape-Avoidance Relative Score 
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to predict the dependent variable, the change score. The twefth analysis of the R-WOC sub-

scales examined the ability of the independent variables, the Sum of the Problem Focused 

Coping score, comprised of the sum of the items classified as Confrontive Coping, Positive 

Problem Solving, Escape-Avoidance, and Seeking Social Support, and the sum of the items 

classified as types of Emotion Focused Coping, comprised of the sum of the items classified as 

Distancing, Self-Control, Accepting Responsibility, and the Positive Reappraisal, to predict the 

dependent variable, the change score.  Both the Sum of the Problem Focused Coping score and 

the Sum of the Emotion Focused Coping score were created for the purposes of this study. 

           The thirteenth analysis examined the ability of The BDI Sum to predict the dependent 

variable, the change score. The fourteenth analysis examined the ability of the Perceived Stress 

Scale to predict the dependent variable, the change score.  The fifteenth analysis examined the 

ability of the independent variable, the sum of all of the items on the MSPSS, the items that 

comprise the Significant Others subscale of the MSPSS, the items that comprise the Family 

subscale of the MSPSS and the items that comprise the Friends subscale of the MSPSS, to 

predict the dependent variable, the change score.   

         The following analyses examined the relationships between the subscales of the 

Preventive Resources Inventory (PRI) and the change score. The sixteenth analysis of the PRI 

sub-scales examined the ability of the independent variables, the mean of the Identify Comfort 

(IDC) subscale, the mean of the Accepting Limitation (ACL) sub-scale, the mean of the Balance 

(BAL) sub-scale and the mean of the Scanning score (SCN) subscale` to predict the dependent 

variable, the change score.   

           Analysis seventeen examined the ability of the independent variables, the mean of the 

Anticipate Demands (ANT) sub-scale, the mean of the Recognition of Opportunities to Prevent 
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Stress (REC) sub-scale, the mean of the Follow Through (FTH) sub-scale and the mean of the 

Social Resourcefulness (SOC) sub-cale to predict the dependent variable, the change score.  

Analysis eighteen examined the ability of the independent variables, the mean of the Reciprocity 

in Relationships (RCP), the mean of the Comfort in Relationships (CMF), the mean of Feedback 

from Relationships (FDB), the mean of the Assistance in Relationships (ASS) sub-scale and the 

mean of the sub-scale, the mean of Perceived Control (PCN) to predict the dependent variable, 

the change score.  Analysis nineteen examined the ability of the independent variables, the mean 

of the Efficacy (EFF) sub-scale, the mean of the Mastery (MST) subscale, the mean of the 

Persistence (PRS) sub-scale, the mean of the Maintaining Perspective (MPR) and the mean of 

the sub-scale, Maintaining a Flexible Perspective (FLX), to predict the dependent variable, the 

change score.  Analysis twenty examined the ability of the independent variables, the mean of 

the Maintaining Self-Direction (SDR) subscale, the mean of the Cognitive Restructuring of 

Perspective(COG) sub-scale, the mean of the Knowing Your Limits (KYL) sub-scale, the mean 

of  the TEN sub-scale, and the mean of the sub-scale, PRI, to predict the dependent variable, the 

change score.  Analysis twenty-one examined the ability of the mean of the Sum of the sub-

scales of the MSPSS and Planning Ahead (PAH) to predict the dependent variable, the change 

score.  

 Final Models for Hypothesis #1 

            The final models, or secondary analyses, were comprised of the significant independent 

variables found from the preceding analyses. The first of the final models, analysis number 

twenty-two, examined the ability of the independent variables, IVDU, housing status, the R-

WOC sub-scale, the Relative Score of Positive Reappraisal, and the MSPSS subscale, Family, to 

predict the dependent variable, the change score.   The second final model, analysis number 
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twenty-three, examined the ability of the independent variables, the R-WOC sub-scale, Average 

Response of Escape-Avoidance, and the Relative Score of the R-WOC subscale, Escape-

Avoidance, to predict the dependent variable, the change score.  The third of the final models, 

analysis number twenty-four, examined the ability of the independent variable, the R-WOC sub-

scale, Average Response of Escape-Avoidance, to predict the dependent variable, the change 

score.  The last of the final models, analysis number twenty-five, examined the ability of the 

independent variable, a sub-scale of the the PRI, Mastery (MST), to predict the dependent 

variable, the change score.   

Hypothesis #2 

 The first linear, multiple regression analysis examined the ability of the independent 

variable, gender, to predict the dependant variable, the change score.  The second analysis 

examined the ability of the independent variable, ethnicity, to predict the dependant variable, the 

change score.  The third analysis examined the ability of the independent variable, the IVDU, as 

a mode of infection of HIV, to predict the dependent variable, the change score.  The fourth 

analysis examined the ability of the independent variable, employment status, to predict the 

dependent variable, the change score.  The fifth analysis examined the ability of the independent 

variable, housing status, to predict the dependent variable, the change score.  The sixth analysis 

examined the ability of the independent variable, the manner in which the survey was completed 

(computer versus paper), to predict the dependent variable, the change score. 

 The seventh analysis examined the ability of the independent variable, a sub-scale of the 

R-WOC, Escape-Avoidance Average Response, to predict the dependent variable, the change 

score.  The eighth analysis examined the ability of the independent variable, a sub-scale of the R-

WOC, Positive Reappraisal Average Response, to predict the dependent variable, the change 
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score.  The ninth analysis examined the ability of the independent variable, a sub-scale of the R-

WOC, Positive Reappraisal-Relative Score, to predict the dependent variable, the change score.  

The tenth analysis examined the ability of the independent variable, the sum of the Problem 

Focused Coping sub-scales of the R-WOC, a variable developed for the purposes of this study, to 

predict the dependent variable, the change score.  The eleventh analysis examined the ability of 

the independent variable, the Sum of the Emotion Focused Coping sub-scale of the R-WOC, a 

variable created for the purposes of this study, to predict the dependent variable, the change 

score.  The Sum of the Emotion Focused Coping score is comprised of items classified as 

Distancing, Self-Control, Accepting Responsibility, and Positive Reappraisal. 

            The twelfth analysis examined the ability of the independent variable, a sub-scale of the 

Multidimensional Scale of Perceived Social Support (MSPSS), Family, to predict the dependent 

variable, the change score.  The thirteenth analysis examined the ability of the independent 

variable, the sum of the items on the MSPSS inventory, to predict the dependent variable, the 

change score.  The fourteenth analysis examined the ability of a sub-scale of the Preventive 

Resources Inventory (PRI), Identify Comfort (IDC), to predict the dependent variable, the 

change score.  The fifteenth analysis examined the ability of the sub-scale of the PRI, Scanning 

(SCN), to predict the dependent variable, the change score. The sixteenth analysis examined the 

ability of the independent variable, a sub-scale of the PRI, Recognizing Opportunities to Prevent 

Stress (REC), to predict the dependent variable, the change score.  The seventeenth analysis 

examined the ability of the sub-scale of the PRI, Perceived Control (PCN) to predict the 

dependent variable, the change score.  The eighteenth analysis examined the ability of the 

independent variable, a sub-scale of the PRI, Efficacy (EFF), to predict the dependent variable, 

the change score.  The nineteenth analysis examined the ability of the independent variable, a 
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sub-scale of the PRI, Mastery (MST), to predict the dependent variable, the change score.  The 

twentieth analysis examined the ability of the independent variable, a sub-scale of the PRI, 

Persistence (PRS), to predict the dependent variable, the change score.  The twenty-first analysis 

examined the ability of the independent variable, a sub-scale of the PRI, Maintaining a Flexible 

Perspective (FLX), to predict the dependent variable, the change score.  The twenty-second 

analysis examined the ability of the independent variable, the sum of the items on the PRI (PRI), 

to predict the dependent variable, the change score.  The twenty-third analysis examined the 

ability of the independent variable, a sub-scale of the PRI, Maintaining Self-Direction (SDR), to 

predict the dependent variable, the change score.  The twenty-fourth analysis examined the 

ability of the independent variable, a sub-scale of the PRI, Planning Ahead (PAH), to predict the 

dependent variable, the change score.   

Hypothesis #3 

 The first analysis examined the ability of the stratified, independent variables, gender, 

white, black and Hispanic, and gender, to predict the dependent variable, the change score.  The 

second analysis examined the ability of the independent variables, black male, Hispanic male, 

and white male, to predict the dependent variable, the change score.  The third analysis examined 

the ability of the independent variables, black female and Hispanic female to predict the 

dependent variable, the change score.  The fourth analysis examined the ability of the 

independent variables, male sex with male, male sex with male and IVDU use, and contaminated 

blood products, to predict the dependent variable, the change score. The fifth analysis examined 

the ability of the independent variables, housing status, income, employment status, and 

dependents, to predict the dependent variable, the change score.  The sixth analysis examined the 
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ability of the independent variable, the mode of completion of the questionnaires, computer 

versus paper, to predict the dependant variable, the change score.  

 The seventh analysis examined the ability of the independent variables, sub-scales of the 

Revised-Ways of Coping, Sum of the Emotion Focused Ways of Coping items and Sum of the 

Problem Focused Ways of Coping items, both of which were calculated for the purposes of this 

study, to predict the dependent variable, the change score. The Sum of the Emotion Focused 

Coping score is comprised of items classified as Distancing, Self-Control, Accepting 

Responsibility, and Positive Reappraisal. The Sum of the Problem Focused Coping score is 

comprised of items classified as Confrontive Coping, Positive Problem Solving, Escape-

Avoidance, and Seeking Social Support. 

 The eighth analysis examined the ability of the independent variables, sub-scales of the 

Revised-Ways of Coping (R-WOC), Accepting Responsibility Average Response, Escape-

Avoidance Average Response, Planful Problem Solving Average Response, and Positive 

Reappraisal Average Response, to predict the dependent variable, the change score.  The ninth 

analysis examined the ability of the independent variables, the R-WOC subscale, Positive 

Reappraisal Relative Score, the Perceived Stress Scale, and the sum of the items on the MSPSS, 

to predict the dependent variable, the change score.  The tenth analysis examined the ability of 

the independent variables, sub-scales of the MSPSS, Significant Others, Family and Friends, to 

predict the dependent variable, the change score.   

 The eleventh analysis examined the ability of the independent variables, sub-scales of the 

PRI, Identify Comfort (IDC), Accepting Limitations (ACL), and Balance (BAL), to predict the 

dependent variable, the change score.  The twelfth analysis examined the ability of the 

independent variables, sub-scales of the PRI, Scanning (SCN), Anticipation of Demands (ANT), 
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Recognition of Opportunities to Prevent Stress (REC), and Planning Ahead (PAH) to predict the 

dependent variable, the change score.  The thirteenth analysis examined the ability of the 

independent variables, sub-scales of the PRI, Feedback from Relationships (FDB), Assistance in 

Relationships (ASS), Perceived Control (PCN), and efficacy (EFF), to predict the dependent 

variable, the change score.  The fourteenth analysis examined the ability of the independent 

variables, sub-scales of the PRI, Mastery (MST), Persistence (PRS), Maintaining Perspective 

(MPR), and Maintaining a Flexible Perspective (FLX), to predict the dependent variable, the 

change score.  The fifteenth analysis examined the ability of the independent variables, sub-

scales of the PRI, Maintaining Self-Direction (SDR), Cognitive Restructuring of Perspective 

(COG), and Knowing Your Limits (KYL), to predict the dependent variable, the change score.  

The sixteenth analysis examined the ability of the independent variables, sub-scales of the PRI, 

Tension (TEN) and the sum of the items on the PRI, to predict the dependent variable, the 

change score.   

            Final models were comprised of those variable found to be significant in the preliminary 

models.  The first final model, analysis seventeen, examined the ability of the sub-scale of the 

PRI, Identify Comfort (IDC), IVDU, and a sub-scale of the MSPSS, Sum of the items of the 

MSPSS, to predict the dependent variable, the change score.  Analysis eighteen, examined the 

ability the sub-scale, Family, on the MSPSS, and the sub-scales of the PRI, Efficacy and Mastery 

(MST), to predict the dependent variable, the change score.  Analysis nineteen, examined the 

ability of the sub-scales of the PRI, Perceived Control (PCN), Recognize Opportunities to 

Prevent Stress (REC), Scanning (SCN), and Self-Direction (SDR), to predict the dependent 

variable, the change score.   
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Hypothesis #4 

          The fourth hypothesis utilized three separate subsets of data, one of which included black 

men and black women; the second subset included Hispanic men and women; and, the third 

subset included white men and women.  Each of the analyses performed for each subset, all of 

which were stratified, linear, multiple regression analyses, utilized the specific subset’s gender 

and ethnicity as the independent variables and the dependant variable was one of each of the 

subscales of the R-WOC.  The following list of analyses was replicated for each subset.   

            The first analysis examined the ability of the specified gender and ethnicity to predict the 

dependent variable, the R-WOC sub-scale, Confrontive Coping Average Response.  The second 

analysis examined the ability of the specified gender and ethnicity to predict the dependent 

variable, the R-WOC subscale, Distancing Average Response.  The third analysis examined the 

ability of the specified gender and ethnicity to predict the dependent variable, the R-WOC sub-

scale, Self-Controlling Average Response.  The fourth analysis examined the ability of the 

specified gender and ethnicity to predict the dependent variable, the R-WOC sub-scale, Seeking 

Social Support Average Response.  The fifth analysis examined the ability of the specified 

gender and ethnicity to predict the dependent variable, the R-WOC sub-scale, Accepting 

Responsibility Average Response.   The sixth analysis examined the ability of the specified 

gender and ethnicity to predict the dependent variable, the R-WOC sub-scale, Escape-Avoidance 

Average Response.  The seventh analysis examined the ability of the specified gender and 

ethnicity to predict the dependent variable, the R-WOC sub-scale, Planful Problem Solving 

Average Response.  The eighth analysis examined the ability of the specified gender and 

ethnicity to predict the dependent variable, the R-WOC sub-scale, Positive Reappraisal Average 

 96 
 



  

Response.  The ninth analysis examined the ability of the specified gender and ethnicity to 

predict the dependent variable, the R-WOC sub-scale, Sum of the Average Response.   

            The tenth analysis examined the ability of the specified gender and ethnicity to predict 

the dependent variable, the R-WOC sub-scale, Confrontive Coping Relative Score.  The eleventh 

analysis examined the ability of the specified gender and ethnicity to predict the dependent 

variable, the R-WOC sub-scale, Distancing Relative Score.  The twelfth analysis examined the 

ability of the specified gender and ethnicity to predict the dependent variable, the R-WOC sub-

scale, Self-Controlling Relative Score.  The thirteenth analysis examined the ability of the 

specified gender and ethnicity to predict the dependent variable, the R-WOC subscale, Seeking 

Social Support-Relative Score.  The fourteenth analysis examined the ability of the specified 

gender and ethnicity to predict the dependent variable, the R-WOC sub-scale, Accepting 

Responsibility Relative Score.  The fifteenth analysis examined the ability of the specified 

gender and ethnicity to predict the dependent variable, the R-WOC sub-scale, Escape Avoidance 

Relative Score.  The sixteenth analysis examined the ability of the specified gender and ethnicity 

to predict the dependent variable, the R-WOC sub-scale, Planful Problem Solving Relative 

Score.  The seventeenth analysis examined the ability of the specified gender and ethnicity to 

predict the dependent variable, the R-WOC sub-scale, Positive Reappraisal Relative Score.   

 The eighteenth analysis examined the ability of the specified gender and ethnicity to 

predict the dependent variable, the R-WOC sub-scale, the Sum of the Problem Focused Coping 

variables.  The Sum of the Problem Focused Coping score was comprised of items classified as 

Confrontive Coping, Positive Problem Solving, Escape-Avoidance, and Seeking Social Support 

and was calculated for the purposes of this study.  The nineteenth analysis examined the ability 

of the specified gender and ethnicity to predict the dependent variable, the R-WOC sub-scale, the 
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sum of the Emotion Focused Coping score.  The Sum of the Emotion Focused Coping score was 

comprised of items classified as Distancing, Self-Control, Accepting Responsibility, and Positive 

Reappraisal and was calculated for the purpose of this study. 

Descriptive Data 

          Data was collected via convenience sampling at the David Powell Clinic, a federally 

funded HIV-AIDS clinic. Participants were HIV+ patients who had a CD4 count of greater than 

200 and were between the ages of 20 and 50.  All of the participants were provided  a consent 

form followed by the following self-report measures via a computer or paper, which ever 

medium each participant preferred:  (1) a demographic survey including gender, ethnicity, level 

of education, mode of exposure, and the date when he or she first tested HIV-positive,  and their 

history of anti-retroviral medications, (2) the Socio-Economic Scale, (3) the Revised Ways of 

Coping Scale, (4) the Multidimensional Scale of Perceived Social Support (5) the Perceived 

Stress Scale, (6) the Preventive Resources Inventory, and (7) the Beck Depression Inventory. 

            After participants completed the surveys, the completed Beck Depression Scale and the 

additional comments section of the PRI were scanned for indicators of suicidality.  Three of the 

participants indicated that at the time of the interview, they were suicidal.  At this point, a 

Suicide Assessment Scale was offered followed by the participants contracting to not hurt 

themselves.  The contracts also included the promise that should they wish to hurt themselves, 

they would immediately contact 911 or drive to the closest emergency room  In addition, each of 

the three participants were escorted to an available counselor at the David Powell Clinic who 

provided counseling and any additional referrals deemed necessary.  After each of the 

participants completed all of the surveys and had provided any feedback, a debriefing form was 

provided that restated the purpose of the study, highlighted the confidential nature, provided 
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referrals for HIV/AIDS related services in the surrounding metropolitan area, and listed the name 

of the researcher’s e-mail address as a mode of contact should any questions arise.  After 

meeting with each of the participants, medical records were accessed in order to obtain each 

participant’s most recent CD4 count and viral load.  Between 9 and 15 months after the surveys 

were completed, each of the subject’s medical records were reviewed for a second time during 

which the most recent CD4 count and viral load were once again obtained.  The change that 

occurred in the CD4 count from time one to time two was then recorded.  

 While 89 subjects participated in the study; 78 patients qualified and completed the study, 

thus the final N = 78. The sample was comprised of 20.5% females, including one trans-sexual, 

and 79.5% males, 39.7% white, 32.1% black, 26.9% Hispanic, and 1.3% other. 29.9% of the 

sample tested HIV positive less than five years ago, while, 69.2% of the sample tested positive 

greater than five years ago.  75.6% indicated that they are currently taking anti-retroviral 

medications with 66.7% of those taking the medications consistently, 14.1% taking their 

medications inconsistently, and 19.2% not taking anti-retroviral medications at all.  Of the 78 

participants, 60.2% men reported contracting HIV by sex with men; 5.1% of the male 

participants reported contracting HIV by having sex with men in addition to intravenous drug use 

(IVDU); and 6.4% of the sample reported contracting HIV by using IVDU.  Of the females 

sampled, 1.2% of females reported contracting HIV by having sex with females; 1.2% of the 

women reported contracting HIV by having sex with females in addition to IVDU use; 5.1% 

reported contracting HIV by exposure to HIV contaminated blood products; 16.6% of those 

surveyed reported contracting HIV through heterosexual contact, and 3.8% contracting HIV via 

heterosexual contact and IVDU. (Refer to Appendix X.) 
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Quantitative Results:   
 
Hypothesis #1 
 
            Hypothesis number one addressed the relationships between gender, ethnicity, indicators 

of socio-economic status, mode of infection with HIV, coping strategies, depression, perceived 

stress, perceived social support, resources to prevent stress, and the change score which was the 

difference between the CD4 count obtained from the participant/patient and the second CD4 

count obtained from the participant/patient 9 through 15 months later utilizing the entire sample, 

78 subjects.  To test these hypotheses, a series of linear, multiple regression analyses were 

conducted.   

            Analysis one revealed that ethnicity and sex do not predict the change score, seen from 

the lack of significance of the ANOVA, which revealed the poor fit of the model. In addition, the 

p-values of variables, sex and ethnicity, did not indicate significance.  Analysis number two, 

which examined the ability of the interaction variables, white male, black female and black male 

as well as gender to predict the change score, found no significance. The ANOVA revealed that 

the above variables did not predict the change score, and therefore the model was a poor 

indicator of the ability of the independent variables to predict the dependant variable.  The p-

values of each of the variables were also not significant.                                           

            Analysis three, which examined the ability of the interaction of Hispanic/male and all 

Hispanics to predict the change score, did not reveal any significance. Both the model was a poor 

fit and the correlational analysis found no significance.  The ANOVA for analysis four was 

significant at .05, which revealed that the model was a good fit, and therefore, the independent 

variables were good indicators of the dependant variable, the change score.  The p-values for 

education, income and dependants were not good predictors of the dependant score.  The p-value 
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for housing was significant at .014.  Analysis five did not reveal significance as a model nor was 

there significance found for the independent variable, the Socio-Economic Status scale.  For 

analysis six, both the ANOVA and the independent variable, use of a computer versus paper to 

complete the surveys, were insignificant.   

            The ANOVA for analysis seven was insignificant at .160.  The p-values for male sex 

with male and heterosexual contact, each a mode of contracting HIV, revealed that both are poor 

predictors of the dependant variable, the change score.  Yet IVDU, with a significant p-value of 

.030, was a good predictor of the dependent variable.  Neither the ANOVA nor the p-values 

revealed any significance for analysis eight, which examined the ability of several of the 

subscales of the R-WOC to predict the dependant variable, the change score.  The ANOVA for 

analysis nine was significant at .059, indicative of the goodness of fit of the model.  The p-value 

for the sub-scale of the R-WOC, Escape-Avoidance Average Response, was .026 and therefore 

was significant and a good predictors of the dependant variable, the change score.  Analysis ten 

was insignificant as a model and the independent variables, sub-scales of the R-WOC, were poor 

predictors of the dependant score, the change score.   

            The ANOVA for analysis eleven found significance at .033, thus the independent 

variables were good predictors of the dependant variables.  Also, the probability of the sub-scale 

of the R-WOC, Positive Reappraisal Relative Score at .042, to predict the dependant variable, the 

change score, was significant.  The ANOVA of analysis twelve was insignificant as was the 

correlation.  Analysis thirteen was found to be a poor model, as revealed by the ANOVA, and 

found no significance for the independent variable, the BDI, to predict the dependant variable, 

the change score.  Analysis fourteen was also a poor model and the independent variable, the 

PSS, was a poor indicator of the dependant variable, the change score.  The ANOVA of analysis 
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fifteen was insignificant while the p-value for the sub-scale of the MSPSS, Family, was .023, 

therefora a good indicator of the dependant variable.  The ANOVA for analysis sixteen was 

insignificant while the p-value for the independent variable, the sub-scale of the PRI, Identify 

Comfort at .057, was a good predictor of the dependant variable, the change score.   

            Analysis seventeen was neither a good model, which was indicated by an insignificant 

ANOVA, nor was the independent variables, sub-scales of the PRI, good predictors of the 

dependant variable, the change score.  Analysis eighteen also revealed a poor model, as indicated 

by the ANOVA, and insignificant independent variables, all of which were sub-scales of the PRI.  

The ANOVA of analysis nineteen was significant at .037, which revealed that the model’s 

independent variables were good predictors of the dependant variable.  The p-value for the sub-

scale of the PRI, Mastery, was significant at .004.  Thus, Mastery was a good indicator of the 

dependant variable, the change score.  Analysis twenty found that both the model was 

insignificant and the independent variables, sub-scales of the PRI, were poor predictors of the 

dependant variable, the change score. Analysis twenty-one found that both the model and the 

independent variables, the sum of the sub-scales of the MSPSS and the mean of the PRI sub-

scale, Planning Ahead, were insignificant and therefore poor predictors of the change score.  

            The following analyses, analyses 22-25, were the secondary or final models that are 

comprised of the independent variables that were previously significant.  The ANOVA for 

analysis twenty-two was significant at .000.  The p-values for housing (.040), the sub-scale of the 

R-WOC, Relative Score of Positive Reappraisal (.039), the sub-scale of the MSPSS, Family, 

(.000), the sub-scale of the PRI, Identify Comfort (IDC) at .028 and IVDU at .030 were all 

significant, and therefore, were good predictors of the dependent variable, the change score.  For 

analysis 23, the ANOVA was significant at .017 and the p-value, a sub-scale of the PRI, 
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Mastery, at .019 was significant.  For analysis 24, the ANOVA was significant at .049 and the p-

value for the sub-scale of the R-WOC, the Average Response for Escape-Avoidance, at .049 was 

significant.  Analysis 25 revealed a significant ANOVA at .004 and a significant p-value of .004 

for a sub-scale of the PRI, Mastery (MST).  Thus, the model was a good fit and the correlational 

analysis revealed a good predictive of the dependent variable, the change score. 

Hypothesis #2 

              Hypothesis two utilized a sub-sample of the entire data set to include those participants 

whose second CD4 count was drawn at the lab less than 9 months since the original CD4 count 

sample was drawn from the participant/patient.  (The original CD4 count was noted by the 

researcher at the time of the interview.) The purpose of analyzing this subset was to examine 

how those who were not frequenting medical services compared to those participants who 

returned more frequently for medical monitoring and treatment.   This subset was comprised of a 

total of 17 participants with 13 men and 4 women.  Of the 13 men, 10 were white and 2 were 

Hispanic.  Of the females, 3 were black and 1 was Hispanic.  Among this sample, 11 reported 

contracting HIV through male sex with male contact (MSM), 2 reported contracting HIV through 

MSM and intravenous drug use (IVDU), 2 reported contracting HIV through IVDU alone, 1 

reported contracting HIV via heterosexual contact and 1 reported contracting HIV through blood 

products. 

            The analyses that were conducted addressed the relationships between gender, ethnicity, 

indicators of socio-economic status, mode of infection with HIV, coping strategies, perceived 

social support, resources to prevent stress, and the change in CD4 count from the time of the first 

lab work to the second lab work obtained 9-12 months later.  The analyses that were conducted 

only included those independent variables that were found to be significant for the preceding 
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analyses that addressed hypothesis one, which included the entire data set, as well as additional 

analyses of importance.  To test this hypothesis, linear, multiple regression analyses were 

conducted.   

            Analysis one examined the ability of gender to predict the change score.  The ANOVA 

revealed that the independent variable was a poor predictor of the dependant variable, thus the 

model was a poor fit.  The p-value was also insignificant. The ANOVA for analysis two was 

insignificant as was the p-value, thus the model was a poor fit and the independent variable, 

ethnicity, was a poor predictor of the dependant variable, the change score.  Analysis three 

examined the ability of the independent variable, IVDU, to predict the dependant variable, the 

change score.  Both the model and the p-value were insignificant.  Analysis four, which 

examined the predictive value of employment, was insignificant and the ANOVA revealed that it 

was a poor model.  The ANOVA for analysis five was significant at .025 revealing the good fit 

of the model.  In addition, the p-value was significant at .025, thus the independent variable, 

housing status, was predictive of the dependant variable, the change score.  Both the ANOVA 

and the p-value for analysis six were insignificant, therefore the independent variable, the use of 

a computer versus paper to complete the surveys, was a poor indicator of the dependant variable, 

the change score.  The ANOVA and the p-value for analysis seven were also insignificant, thus 

the model was a poor fit and the independent variable, a subscale of the R-WOC, Escape-

Avoidance Average Response, was a poor predictor of the dependant variable, the change score.   

            The ANOVA and p-value for analysis eight were insignificant thus the model was a poor 

fit and the independent variable, a subscale of the R-WOC, Positive Reappraisal Average 

Response, was a poor predictor of the dependant variable, the change score.  The ANOVA and 

p-value for analysis nine were insignificant revealing the poor fit of the model and the poor 
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predictive quality of the independent variable, a subscale of the R-WOC, Positive Reappraisal 

Relative Score, to predict the dependent variable, the change score.   The ANOVA and p-value 

for analysis ten were also insignificant revealing the poor fit of the model and the poor predictive 

quality of the independent variable, a subscale of the R-WOC, the Sum of those items classified 

as Problem Focused Coping, to predict the dependent variable, the change score.  The ANOVA 

and p-value for analysis eleven were also insignificant revealing the poor fit of the model and the 

poor predictive quality of the independent variable, a sub-scale of the R-WOC, the Sum of those 

items classified as Emotion Focused Coping, to predict the dependent variable, the change score.    

            The ANOVA and p-values for analysis twelve were insignificant.  This reveals both a 

poor model and the poor predictive ability of the independent variable, Family, a sub-scale of the 

MSPSS, to predict the dependant variable, the change score.  The ANOVA and p-value for 

analysis thirteen was both a poor model and an insignificant correlation. The p-value revealed 

that the independent variable, MSPSS Sum, is a poor predictor of the dependant variable, the 

change score.  Analysis fourteen revealed that both the ANOVA and the p-value were 

insignificant, therefore the model was not a good fit and the independent variable, Identify 

Comfort, a subscale of the PRI, was a poor predictor of the dependent variable, the change score.  

Analysis fifteen also revealed that the model was a poor fit and that the independent variable, 

Scanning, a subscale of the PRI, was a poor predictor of the dependent variable, the change 

score. Analysis sixteen revealed that the model was a poor fit ant that the independent variable, 

Recognition of opportunities to prevent stress, a sub-scale of the PRI, was a poor predictor of the 

dependent variable, the change score.  Analysis seventeen revealed that the model was a poor fit 

ant that the independent variable, Perceived Control, a subscale of the PRI, was a poor predictor 

of the dependent variable, the change score.  Analysis eighteen revealed that the model was a 
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poor fit ant that the independent variable, Efficacy, a subscale of the PRI, was a poor predictor of 

the dependent variable, the change score.  Analysis nineteen revealed that Mastery, a subscale of 

the PRI, was a poor predictor of the dependant variable, the change score.  The ANOVA also 

found no significance, thus the model was not a good fit.  Both the ANOVA and the p-value for 

analysis twenty were insignificant.   Thus, the model was poor and the independent variable, 

Persistence, a subscale of the PRI, was a poor predictor of the dependant variable, the change 

score.  Analysis twenty-one found an ANOVA and a p-value that were insignificant.  Thus the 

model was a poor fit and the independent variable, Maintaining a Flexible Perspective, a 

subscale of the PRI, was a poor predictor of the dependant variable, the change score.   

           Analysis twenty-two revealed that the model was not a good fit and the independent 

variable, the sum of the items on the PRI, was not a good predictor of the dependent variable, the 

change score.  Analysis twenty three also revealed that the model was not a good fit and that the 

subscale of the PRI, Maintaining Self-Direction, was not a good predictor of the dependent 

variable, the change score.  Analysis twenty four revealed that the model was not a good fit and 

that the subscale of the PRI, Planning Ahead, was not a good predictor of the dependent variable, 

the change score.   

Hypothesis 3 

            Hypothesis three utilized a sub-sample of the entire data set to include those participants 

whose second CD4 count was obtained from the participant/patient at the HIV/AIDS clinic nine 

through fifteen months since the original CD4 count was obtained from the patient. The sub-

sample was comprised of 61 participants, 48 men and 13 women.  Of the 48 men, 15 were 

Hispanic, 21 were white, 11 were black and 1 identified as other.  Of the 13 women in the sub-

sample, 3 identified as Hispanic, 1 identified as white and 9 identified as black.  Of this sample, 
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37 reported contracting HIV by MSM, 2 reported contracting HIV by MSM and IVD, 2 reported 

contracting HIV by IVDU alone, 1 reported contracting HIV by female sex with female and 

IVDU, 4 reported contracting HIV through blood products, 12 reported contracting HIV through 

heterosexual contact and 3 reported contracting HIV through heterosexual contact and IVDU.  

The analyses that were conducted addressed the relationships between gender, ethnicity, the 

mode of infection with HIV, indicators of socio-economic status, coping strategies, perceived 

stress, perceived social support, resources to prevent stress, and the change score.  Among the 

models that are reported are the ones that were of significance when utilized to address 

hypothesis one and two as well as the analyses that found significance when addressing 

hypothesis three.   

            Analysis one examined the ability of the independent variables, white, black, Hispanic 

and gender, to predict the dependant variable, the change score.  Both the model was 

insignificant as were the p-values.  Analysis two revealed that the ANOVA was insignificant as 

were the p-values.  Thus, the stratified, independent variables, black male, Hispanic male, and 

white male, were poor predictors of the dependant variable, the change score. Analysis three also 

revealed that the ANOVA was insignificant as were the p-values.  Thus, the stratified, 

independent variables, black females, Hispanic females, and white females, were poor predictors 

of the dependant variable, the change score. The ANOVA for analysis four was insignificant and 

the p-value for the independent variable, IVDU, was significant at .005, and thus, was a good 

predictor of the dependant variable, the change score.  The p-values for the male sex with male, 

IVDU, and HIV infected blood products, were insignificant.  Evidenced by an insignificant 

ANOVA, analysis five was insignificant, and the independent variables, housing status, income, 

employment status, and dependents, were poor predictors of the dependent variable, the change 
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score.  The ANOVA for analysis six was insignificanct and the p-value for use of the computer, 

versus paper, to complete the survey, was also insignificant.  Thus, the method used to complete 

the survey was a poor predictor of the dependant variable, the change score.  

             Analysis seven indicated that both the model and the p-values were insignificant.  Thus, 

the sub-scales of the R-WOC, the sum of the items classified as Emotion Focused Coping and 

the sum of the items classified as Problem Focused Coping, were poor indicators of the 

dependant variable, the change score.  The ANOVA for analysis eight indicated a poor model, 

while the p-value revealed that a sub-scale of the R-WOC, Escape-Avoidance Average 

Response, was a significant predictor of the dependant variable, the change score.   Analysis nine 

revealed both a good model, indicated by an ANOVA of .045, and an independent variable, the 

Sum of the MSPSS, with a p-value of .030.  Thus, the sum of the sub-scales of the MSPSS was a 

good predictor of the dependant variable, the change score.  The ANOVA for analysis ten was 

insignificant, thus the model is a poor fit.  The p-value for the subscale of the MSPSS, Family, 

was significant at .026, thus was a good predictor of the dependent variable, the change score.   

            The ANOVA for analysis eleven revealed that the independent variables are poor 

predictors of the dependent variable, the change score.  The p-value for a sub-scale of the PRI, 

Identify Comfort (IDC), was significant at .022, thus was a good predictor of the dependant 

variable the change score.  The ANOVA for analysis twelve also revealed that the independent 

variables were poor indicators of the dependant variables.  The p-values for the independent 

variables, sub-scales of the PRI, Scanning (SCN) and Recognition of Opportunities to Prevent 

Stress (REC), were significant at .047 and .050 respectively, thus were good predictors of the 

dependant variable, the change score.   
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The ANOVA for analysis thirteen was insignificanct, thus was a poor model.  The independent 

variables, sub-scales of the PRI, Perceived Control (PCN) and Efficacy (EFF), were significant 

at .013 and .054, thus were good predictors of the dependant variable, the change score.  The 

ANOVA for analysis fourteen was .036 indicating the good predictive value of the independent 

variables to predict the dependant variable.  The p-value for a sub-scale of the PRI, Mastery 

(MST), was .004 and therefore was a good predictor of the dependant variable, the change score.  

The ANOVA for analysis fifteen was insignificant while the p-value for a sub-scale of the PRI, 

Maintaining Self-Direction (SDR), was significant at .041.  Thus, SDR was a good predictor of 

the dependant variable, the change score.  Analysis sixteen was a poor model and the correlation 

was insignificant.  

 The remaining analyses were considered the final models which were comprised of the 

independent variables in the initial models that were found to be significant. The first of the final 

models, analysis seventeen, was a very good model with an ANOVA of .000.  The p-values of 

the independent variables, IVDU, at .025, the sub-scale of the MSPSS, Sum of the scales of the 

MSPSS, at .003, and the sub-scale of the PRI, Identify Comfort (IDC), at .001, were all 

significant, and therefore, were good predictors of the dependent variable, the change score.  The 

ANOVA for analysis eighteen was .001, indicative of a good mode.  In addition, the independent 

variables, the sub-scale of the MSPSS, Family, at .005, and the sub-scale of the PRI, Mastery 

(MST), at .002 were good predictors of the dependent variable, the change score.  The ANOVA 

for model nineteen was significant at .015, indicative of a good fit of the model.  In addition, the 

sub-scales of the PRI, Perceived Control (PCN), at .028, Recognition of Opportunities to Prevent 

Stress (REC), at .045, and Self-Direction (SDR) at .059 were all significant at the .05 level.   
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(Refer to the Significance table on the following page as a means of comparing the results for 

Hypotheses 1, 2, and 3.) 

 

 
Significance Table for Hypotheses 1, 2, & 3 

Independant Variables Hypothesis 
#1 

Hypothesis 
#2 

Hypothesis 
#3 

Gender .405 .961 .616 
Ethnicity .262 .983 .381 
Black Male .318  .942 
White Male .663  .654 
Hispanic Male .198  .454 
Hispanic .704  .162 
Education .822  .192 
Income .126   
Dependants .523   
Housing Status .014* .025* .129 
Employment Status .066 .968 .100 
SES .848   
Computer Use vs. Paper .076 .563 .097 
Mode of Exposure:Male Sex 
with Male- 

.970   

Mode of Exposure: IVDU .030* .727 .005* 
Mode of Exposure: 
Heterosexual Contact 

.886   

Confrontive Coping (R-
WOC) 

.673   

Distancing (R-WOC) .439   
Self-Controlling (R-WOC .739   
Seeking Social Support (R-
WOC) 

.626   

Accepting Responsibility (R-
WOC) 

.368   

Escape-Avoidance (R-WOC) .026* .754 .062 
Planful Problem Solving (R-
WOC) 

.913   

Positive Reappraisal 
(R-WOC) 

.072 .257 .329 

Confrontive Coping Relative 
Score (R-WOC) 

.534   

Distancing Relative Score .257   
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(R-WOC) 
Self-Controlling Relative 
Score (R-WOC) 

.501   

Seeking Social Support (R-
WOC) 

.205   

Accepting Responsibility (R-
WOC) 

.883   

Escape-Avoidance (R-WOC) .321   
Planful Problem Solving 
Relative Score (R-WOC) 

.412   

Positive Reappraisal Relative 
Score (R-WOC) 

.042* .488 .124 

Sum of Problem Focused  
Coping (R-WOC) 

.097 .210 .388 

Sum of Emotion Focused 
 Coping (R-WOC) 

.243 .935 .262 

Beck Depression Inventory .158   
Perceived Stress Scale .121   
 Significant Others (MSPSS) .681   
Family (MSPSS) .023* .664 .026* 
Friends (MSPSS) .201   
Sum of MSPSS .275 .673 .030* 
Identify Comfort (PRI) .057* .950 .022* 
Accepting Limitations (PRI) .511   
Balance (PRI) .465   
Scanning (PRI) .478 .231 .047* 
Anticipation of Demands  
(PRI) 

.680   

Recognition of Opportunities
 To Prevent Stress (PRI) 

.174 .494 .050* 

Follow Through (PRI) .779   
Social Resourcefulness (PRI) .176   
Reciprocity in Relationships 
 (PRI) 

.844   

Comfort in Relationships 
(PRI) 

.999   

Feedback from Relationships
 (PRI) 

.318   

Assistance in Relationships  
(PRI) 

.546   

Perceived Control (PRI) .152 .460 .013* 
Efficacy (PRI) .799 .654 .054* 
Mastery (PRI) .004* .700 .004* 
Persistence (PRI) .082 .091 .672 
Maintaining Perspective .510   
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(PRI) 
Maintaining a Flexible  
Perspective (PRI) 

.823 .095 .350 

Tension (PRI) .546   
Sum of PRI .474 .635 .083 
Knowing Your Limits (PRI) .860   
Cognitive Restructuring of 
 Perspective (PRI) 

.438   

Maintaining Self-Direction  
(PRI) 

.352 .600 .041* 

Planning Ahead (PRI) .725 .704 .098 
FINAL MODELS                    FINAL MODELS    
HYPOTHESIS #1                    HYPOTHESIS #3 
                 
Housing .040* Perceived 

Control (PRI) 
.028* 

Mode of Exposure: IVDU .030* Mode of  
Exposure: 
IVDU 

.025* 

Escape-Avoidance-(Average  
Response) (R-WOC) 

.049* Family 
(MSPSS) 

.005* 

Positive Reappraisal 
 (Relative Score) (R-WOC) 

.039* Efficacy (PRI) .912 

Identify Comfort (PRI) .028* Mastery (PRI) .002* 
Family (MSPSS) .000* Identify  

Comfort (PRI) 
.001* 

Mastery (PRI) .004* Scanning (PRI) .517 
  Recognition of 

Opportunities 
to Prevent  
Stress (PRI) 

.045* 

  Sum (MSPSS) .003* 
  Maintaining  

Self-Direction 
(PRI) 

.059 

*Correlation is significant at the .05 level. 
  

Hypothesis #4 

             Hypothesis four proposed that each ethnicity included in the study, black, Hispanic and 

white, relies on a unique set of coping strategies.  As a result, each of the three sets of analyses 

will have differing types of coping that is significantly predicted by each ethnicity.  The first set 
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of analyses that examined the coping strategies of black men and women was comprised of a 

sample of 13 males and 12 women.  The second set of analyses that examined the coping 

strategies of Hispanic men and women included 18 males and 3 females.  The third set of 

analyses that examined the coping strategies of white men and women includes 30 males and 1 

females.  Each of the three sets of analyses utilized the gender and ethnicity as the independent 

variable. The dependant variables for each analysis included each of the sub-scales of the R-

WOC run individually.   

Subset of Black Men and Black Women 

 The ANOVA and p-value for analysis one revealed no significance.  Thus, black women 

and black men were not good predictors of the dependent variable, the sub-scale of the R-WOC, 

Confrontive Coping Average Response.  The ANOVA and p-values for analysis two revealed no 

significance.  Thus, black women and black men were not good predictors of the dependent 

variable, the sub-scale of the R-WOC, Distancing Average Response.  The ANOVA and p-value 

for analysis three revealed no significance.  Thus, black women and black men were not good 

predictors of the dependent variable, the sub-scale of the R-WOC, Self-Controlling Average 

Response.  The ANOVA and p-values for analysis four revealed no significance.  Thus, black 

women and black men were not good predictors of the dependent variable, the sub-scale of the 

R-WOC, Seeking Social Support Average Response.  Both the ANOVA and the p-value for 

analysis number five were insignificant.  Therefore, black males and black females were poor 

predictors of the dependent variable, a sub-scale of the R-WOC, Accepting Responsibility 

Average Response.  The ANOVA and p-values for analysis six revealed no significance.  Thus, 

black women and black men were not good predictors of the dependent variable, the sub-scale of 

the R-WOC, Escape-Avoidance Average Response.   
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 The ANOVA and p-values for analysis seven revealed no significance.  Thus, black 

women and black men were not good predictors of the dependent variable, the sub-scale of the 

R-WOC, Planful Problem Solving Average Response.  The ANOVA and p-values for analysis 

eight revealed no significance.  Thus, black women and black men were not good predictors of 

the dependent variable, the sub-scale of the R-WOC, Positive Reappraisal Average Response.  

The ANOVA and p-values for analysis nine revealed no significance.  Thus, black women and 

black men were not good predictors of the dependent variable, the sub-scale of the R-WOC, the 

sum of the Average Responses.  The ANOVA and p-values for analysis ten revealed no 

significance.  Thus, black women and black men were not good predictors of the dependent 

variable, the sub-scale of the R-WOC, Confrontive Coping Relative Score.  The ANOVA and p-

values for analysis eleven revealed no significance.  Thus, black women and black men were not 

good predictors of the dependent variable, the sub-scale of the R-WOC, Distancing Relative 

Score.  The ANOVA and p-values for analysis twelve revealed no significance.  Thus, black 

women and black men were not good predictors of the dependent variable, the sub-scale of the 

R-WOC, Self-Controlling Relative Score.  

             The ANOVA and p-values for analysis thirteen revealed no significance.  Thus, black 

women and black men were not good predictors of the dependent variable, the sub-scale of the 

R-WOC, Seeking Social Support Relative Score.  Both the ANOVA and the p-value for analysis 

number fourteen were significant at .051.  Therefore, the model was a good fit and black males 

and black females were good predictors of the dependent variable, a subscale of the R-WOC, 

Accepting Responsibility Relative Score.  The ANOVA and p-values for analysis fifteen 

revealed no significance.  Thus, black women and black men were not good predictors of the 

dependent variable, the sub-scale of the R-WOC, Escape-Avoidance Relative Score.  The 
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ANOVA and p-values for analysis sixteen revealed no significance.  Thus, black women and 

black men were not good predictors of the dependent variable, the sub-scale of the R-WOC, 

Planful Problem Solving Relative Score.  Both the ANOVA and the p-value for analysis number 

seventeen were significant at .046.  Therefore, the model was a good fit and black males and 

black females were good predictors of the dependent variable, a sub-scale of the R-WOC, 

Positive Reappraisal Relative Score.  The ANOVA and p-values for analysis eighteen revealed 

no significance.  Thus, black women and black men were not good predictors of the dependent 

variable, the sub-scale of the R-WOC, the sum of the items classified as Problem Focused 

Coping.  The ANOVA and p-values for analysis nineteen revealed no significance.  Thus, black 

women and black men were not good predictors of the dependent variable, the sub-scale of the 

R-WOC, the sum of the items classified as Emotion Focused Coping. 

Subset of Hispanic Men and Hispanic Women 

  The ANOVA and the p-value for analysis one were insignificant.  Thus, the model was a 

poor fit and Hispanic male and Hispanic female were poor predictors of the dependent variable, a 

sub-scale of the R-WOC, Confrontive Coping Average Response.  Both the ANOVA and the p-

value for analysis two were insignificant.  Thus, the model was a poor fit and Hispanic male and 

Hispanic female were poor predictors of the dependent variable, a sub-scale of the R-WOC, 

Distancing Average Response.  Both the ANOVA and the p-value for analysis three were 

insignificant.  Thus, the model was a poor fit and Hispanic male and Hispanic female are poor 

predictors of the dependent variable, a sub-scale of the R-WOC, Self-Controlling Average 

Response.  Both the ANOVA and the p-value for analysis four were insignificant.  Thus, the 

model was a poor fit and Hispanic male and Hispanic female are poor predictors of the 

dependent variable, a sub-scale of the R-WOC, Seeking Social Support Average Response.  Both 
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the ANOVA and the p-value for analysis five were insignificant.  Thus, the model was a poor fit 

and Hispanic male and Hispanic female were poor predictors of the dependent variable, a sub-

scale of the R-WOC, Accepting Responsibility Average Response.   

Both the ANOVA and the p-value for analysis six were insignificant.  Thus, the model was a 

poor fit and Hispanic male and Hispanic female are poor predictors of the dependent variable, a 

sub-scale of the R-WOC, Escape-Avoidance Average Response.  Both the ANOVA and the p-

value for analysis seven were insignificant.  Thus, the model was a poor fit and Hispanic male 

and Hispanic female are poor predictors of the dependent variable, a sub-scale of the R-WOC, 

Planful Problem Solving Average Response.  Both the ANOVA and the p-value for analysis 

eight were insignificant.  Thus, the model was a poor fit and Hispanic male and Hispanic female 

are poor predictors of the dependent variable, a sub-scale of the R-WOC, Positive Reappraisal 

Average Response.  Both the ANOVA and the p-value for analysis nine were insignificant.  

Thus, the model was a poor fit and Hispanic male and Hispanic female were poor predictors of 

the dependent variable, a sub-scale of the R-WOC, the sum of the Average Response.  The 

ANOVA and p-value for analysis ten were insignificant.  Thus, the model was a poor fit and the 

independent variables, Hispanic male and Hispanic female, had a poor predictive ability of the 

dependent variable, the sub-scale of the R-WOC, Confrontive Coping Relative Score.   

 Both the ANOVA and the p-value for analysis eleven were insignificant.  Thus, the 

model was a poor fit and Hispanic male and Hispanic female are poor predictors of the 

dependent variable, a sub-scale of the R-WOC, Distancing Relative Score.  Both the ANOVA 

and the p-value for analysis twelve were insignificant.  Thus, the model was a poor fit and 

Hispanic male and Hispanic female are poor predictors of the dependent variable, a sub-scale of 

the R-WOC, Self-Controlling Relative Score.  Both the ANOVA and the p-value for analysis 
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thirteen were insignificant.  Thus, the model was a poor fit and Hispanic male and Hispanic 

female are poor predictors of the dependent variable, a sub-scale of the R-WOC, Seeking Social 

Support Relative Score.  Both the ANOVA and the p-value for analysis fourteen were 

insignificant.  Thus, the model was a poor fit and Hispanic male and Hispanic female are poor 

predictors of the dependent variable, a sub-scale of the R-WOC, Accepting Responsibility 

Relative Score.  Both the ANOVA and the p-value for analysis fifteen were insignificant.  Thus, 

the model was a poor fit and Hispanic male and Hispanic female were poor predictors of the 

dependent variable, a sub-scale of the R-WOC, Escape-Avoidance Relative Score.  Both the 

ANOVA and the p-value for analysis sixteen were insignificant.  Thus, the model was a poor fit 

and Hispanic male and Hispanic female were poor predictors of the dependent variable, a sub-

scale of the R-WOC, Planful Problem Solving Relative Score.  . 

 Both the ANOVA and the p-value for analysis seventeen were insignificant.  Thus, the 

model was a poor fit and Hispanic male and Hispanic female were poor predictors of the 

dependent variable, a sub-scale of the R-WOC, Positive Reappraisal Relative Score.  Both the 

ANOVA and the p-value for analysis eighteen were insignificant.  Thus, the model was a poor fit 

and Hispanic male and Hispanic female were poor predictors of the dependent variable, a sub-

scale of the R-WOC, the sum of the items classified as Problem Focused Coping.  Both the 

ANOVA and the p-value for analysis nineteen were insignificant.  Thus, the model was a poor fit 

and Hispanic male and Hispanic female were poor predictors of the dependent variable, a sub-

scale of the R-WOC, the sum of the items classified as Emotion Focused Coping. 

Subset of White Men and White Women 

 Both the ANOVA and the p-value for analysis one were insignificant.  Thus, the model 

was a poor fit and white male and white female are poor predictors of the dependent variable, a 
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sub-scale of the R-WOC, Confrontive Coping Average Response.  Both the ANOVA and the p-

value for analysis two were insignificant.  Thus, the model was a poor fit and white male and 

white female are poor predictors of the dependent variable, a sub-scale of the R-WOC, 

Distancing Average Response.  Both the ANOVA and the p-value for analysis three were 

insignificant.  Thus, the model was a poor fit and white male and white female are poor 

predictors of the dependent variable, a sub-scale of the R-WOC, Self-Controlling Average 

Response.  Both the ANOVA and the p-value for analysis four were insignificant.  Thus, the 

model was a poor fit and white male and white female were poor predictors of the dependent 

variable, a sub-scale of the R-WOC, Seeking Social Support Average Response. Both the 

ANOVA and the p-value for analysis five were insignificant.  Thus, the model was a poor fit and 

white male and white female were poor predictors of the dependent variable, a sub-scale of the 

R-WOC, Accepting Responsibility Average Response. 

 Both the ANOVA and the p-value for analysis six were insignificant.  Thus, the model 

was a poor fit and white male and white female were poor predictors of the dependent variable, a 

sub-scale of the R-WOC, Escape-Avoidance Average Response.  Both the ANOVA and the p-

value for analysis seven were insignificant.  Thus, the model was a poor fit and white male and 

white female were poor predictors of the dependent variable, a sub-scale of the R-WOC, Planful 

Problem Solving Average Response.  Both the ANOVA and the p-value for analysis eight were 

insignificant.  Thus, the model was a poor fit and white male and white female are poor 

predictors of the dependent variable, a sub-scale of the R-WOC, Positive Reappraisal Average 

Response.  Both the ANOVA and the p-value for analysis nine were insignificant.  Thus, the 

model was a poor fit and white male and white female were poor predictors of the dependent 

variable, a sub-scale of the R-WOC, Sum of the Average Response.   
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             Both the ANOVA and the p-value for analysis ten were insignificant.  Thus, the model 

was a poor fit and white male and white female are poor predictors of the dependent variable, a 

sub-scale of the R-WOC, Confrontive Coping Relative Score.  Both the ANOVA and the p-value 

for analysis eleven were insignificant.  Thus, the model was a poor fit and white male and white 

female were poor predictors of the dependent variable, a subscale of the R-WOC, Distancing 

Relative Score.  Both the ANOVA and the p-value for analysis twelve were insignificant.  Thus, 

the model was a poor fit and white male and white female were poor predictors of the dependent 

variable, a subscale of the R-WOC, Self-Controlling Relative Score.  Both the ANOVA and the 

p-value for analysis thirteen were insignificant.  Thus, the model was a poor fit and white male 

and white female were poor predictors of the dependent variable, a sub-scale of the R-WOC, 

Seeking Social Support Relative Score.  Both the ANOVA and the p-value for analysis fourteen 

were insignificant.  Thus, the model was a poor fit and white male and white female were poor 

predictors of the dependent variable, a sub-scale of the R-WOC, Accepting Responsibility 

Relative Score.   

 Both the ANOVA and the p-value for analysis fifteen were insignificant.  Thus, the 

model was a poor fit and white male and white female were poor predictors of the dependent 

variable, a sub-scale of the R-WOC, Escape-Avoidance Relative Score.  Both the ANOVA and 

the p-value for analysis sixteen were insignificant.  Thus, the model was a poor fit and white 

male and white female were poor predictors of the dependent variable, a sub-scale of the R-

WOC, Planful Problem Solving Relative Score.  Both the ANOVA and the p-value for analysis 

seventeen were insignificant.  Thus, the model was a poor fit and white male and white female 

were poor predictors of the dependent variable, a sub-scale of the R-WOC, Positive Reappraisal 

Relative Score.  Both the ANOVA and the p-value for analysis eighteen were insignificant.  
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Thus, the model was a poor fit and white male and white female were poor predictors of the 

dependent variable, a sub-scale of the R-WOC, the sum of the items classified as Problem 

Focused Coping. Both the ANOVA and the p-value for analysis nineteen were insignificant.  

Thus, the model was a poor fit and white male and white female werepoor predictors of the 

dependent variable, a sub-scale of the R-WOC, the sum of the items classified as Emotion 

Focused Coping.  

  (Refer to the Significance table below to compare coping strategies between ethnicities.) 

 

     Hypothesis #4:  Significance table  

     Dependent Variables                            Independent Variables 
 
                                                   Black                          White                   Hispanic 
                                                   Men/Women              Men/Women       Men/Women 

Confrontive 
Coping  
(R-WOC) 

.692 .325 .117 

Distancing 
(R-WOC) 

.155 1.000 .807 

Self-Controlling (R-
WOC) 

.318 .782 .987 

Seeking Social Support 
(R 
-WOC) 

.939 .763 .583 

Accepting  
Responsibility 
(R-WOC) 

.065 .904 .168 

Escape-Avoidance (R-
WOC) 

.384 .572 .146 

Planful Problems 
Solving  
(R-WOC) 

.457 .278 .777 

Positive Reappraisal 
 (R-WOC) 

.305 .947 .551 
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Sum of Average 
Response 

.543 .593 .360 

Confrontive Coping 
Relative Score  
(R-WOC) 

.961 .097 .122 

Distancing Relative 
Score  
(R-WOC) 

.125 .830 .758 

Self-Controlling 
Relative  
Score (R-WOC) 

.479 .196 .457 

Seeking Social Support  
Relative Score (R-
WOC) 

.729 .688 .938 

Accepting 
Responsibility  
Relative Score (R-
WOC) 

.051* .740 .139 

Escape-Avoidance 
Relative 
 Score (R-WOC) 

.188 .846 .104 

Planful Problem Solving  
Relative Score (R-
WOC) 

.765 .231 .263 

Positive Reappraisal 
Relative 
 Score (R-WOC) 

.046* .385 .166 

Sum of Problem 
Focused  
Coping (R-WOC) 

.988 .382 .226 

Sum of Emotion 
Focused  
Coping (R-WOC) 

.356 .929 .913 

*Correlation is significant at the .05 level. 
            
Qualitative Results from Participants 

Question 1: 

Following the 82 items on the Preventive Resources Inventory (PRI), the participants  

were asked, “Do you have any additional comments regarding how you can prevent stress?” 

 The responses of those who chose to respond are as follows:  
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1. A Hispanic male with a high school degree who was diagnosed two years ago, is not taking 
HIV medications, contracted HIV by having sex with men, makes less than $10,000 a year, 
works part-time and has one to two dependents responded, “By organizing and planning my day, 
I am usually able to keep my daily demands from becoming stressful” “I’m accustomed to 
having unexpected things arise.  The problems are that if something annoys me or stresses me I 
have a lot of anxiety and then sickness followed by a resignation that fills me with sadness.  And 
I believe that the North American philosophy…all is materialistic, different from the Hispanic 
philosophy that emphasizes the importance of believing in the passion of each moment...the 
feelings for me are very important but very difficult to handle. I believe and that is the origin of 
my problems, and with the news that I have HIV, changed every aspect of my life, 
psychologically, socially…each having a great impact that I don’t know how to handle.”  He 
finished the questionnaires and wrote the following:  “Thanks for submitting me to these 
important questions.” 
 
2. A Hispanic, female who finished some grade school, has known of her HIV for less than five 
years, is not taking anti-retroviral medications, contracted HIV through heterosexual contact, 
makes less than $10,000 a year, has less than a 9th grade education, is unemployed and has two to 
four dependents, stated that she deals with stress “with therapy composed of… laughter and 
communication.”   
 
3.  A white, male who has a high school degree, found out about his HIV status over five years 
ago, is currently taking anti-retroviral medications, which he takes consistently, who contracted 
HIV by having sex with men, stated, “Sometimes I just leave everything and go play with my 
dog or my grandkids.  In the past I have turned to drugs and alcohol. So, I have a hard time 
coping when I am straight.” 
 
4.  An African American male who completed high school and some college, who found out his 
HIV status more than five years ago and consistently takes his HIV meds., contracted HIV by 
IVDU and/or hetero sexual contact responded to the PRI in the additional comments section that 
he prevents stress “by talking about it, exercising, meditation, music, and reading.”  
 
5.  A male, white with some college, who found out his HIV status more than five years ago, is 
consistently taking his HIV meds, contracted HIV by having sex with males, rents a place to live, 
makes between $15,000 and $24,999, has some college credits and works part-time stated on the 
PRI’s additional comments section, “My experience of life that there is a force that has guided 
me greatly whenever I have had the listening for it, and the willingness to let things take their 
natural course.  That and a multitude of close friends who act as my ‘family’. Relatives are not 
involved in any way.  And, not least, my doctor and clinic staff.  All these enable me to get 
through whatever I encounter.”  
 
6.  A white male who found out his has HIV more than five years ago, consistently takes his HIV 
meds, reported that he got HIV by “blood transfusion or related to hemophilia”, lives with his 
friends, earns $14,800 a year, has some college but no degree, is currently unemployed, has 1-2 
dependents stated that he prevents stress by “ meditation, prayer, music, movies…comedy”  On 
the BDI, when asked if he has suicidal thoughts or wishes (#9), he stated that he wouldn’t answer 
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this question but stated, “I won’t answer this question…I wouldn’t go down that road…I’ve 
already done that-I wouldn’t.” 
 
7.  A black female who found out about her HIV more than five years ago, contracted HIV by 
IVDU, rents a place to live, takes her HIV medications consistently, makes less than $10,000, 
completed high school, is unemployed, has two to four dependents, stated, “most of the time I go 
with the flow and do a lot of praying!!!”   
 
8. A white male who found out his HIV status within the last five years, who got HIV by having 
sex with men, rents a place to live, makes less than $10,000, has some college, is unemployed 
with no dependents, stated on the PRI additional comments section, “keeping a good attitude” 
helps manage the stressors related to HIV.   
 
9.  A Hispanic male who found out his HIV status within the past five years, is taking HIV 
medications consistently, got HIV by sex with males, rents a place to live, makes $15,000 to 
$24,999 a year, has some college, works full-time with no dependents stated on the PRI 
additional comments section, “I have recently been given the comfort of prayer and medication.  
Even when I feel extremely stressed wherever I am…I can usually get out of it by these means.”   
 
10.  A white male who found out his HIV status less than five years ago, takes his HIV 
medications consistently, got HIV by male sex with men and IVDU, rents a place to live, makes 
less than $10,000 a year, has some college credit, is currently unemployed, has no dependents, 
stated that when he is overwhelmed with stress, he “Take(s) (his) dog for a walk!” 
 
11.  A black female who found out she had HIV within the last year, consistently takes her HIV 
medications, got HIV by heterosexual contact, rents her place of residence, makes less than 
$10,000 a year, has earned some college credits, works full-time with one to two dependents 
stated on the PRI comment section, “I read the bible…I pray or call ministries to pray for me, 
listen to music…light a candle or sometimes I cry and I still move on.” 
 
12.  A black female who found out she has HIV less than 5 years ago, takes her HIV medications 
consistently, contracted HIV by heterosexual contact, rents her place of residence, makes less 
than $10,000, has some college credit, is disabled/unemployed with one to two dependents stated 
on the comment section of the PRI, “My daughter, friend and boo say I cause myself 
stress…always cleaning, organizing, thinking about next… I’m always people pleasing in my 
life; I try to avoid problems.  But most of the time, the problems is still always within me.” 
 
13.  A Hispanic male who tested positive  less than five years ago, takes HIV medications 
consistently, got HIV by having sex with men, lives with a friend, makes less than $10,000, 
attended some college, and is currently unemployed stated on the PRI comment section, “Stress 
has been such a consumption of myself, physically, emotionally.  I find that trying to stay on top 
of my psychological meds. is stressful enough plus making sure I have met all doctor 
appointments for HIV meds. as well.  When I have my meds. all filled, I fret over in other areas 
of my life.  Living situation, job, finances.  I have only been on Ritalin for 4 months now, I was 
diagnosed Bi-Polar and for five years pretty medicated.  After one year off of all psychological 
meds., actually 10 months, I insisted to my psychiatrist I felt that I was more attention deficit 
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than manic.  Being on Ritalin now for four months has given me a different perception on so 
many areas of my life.  I needed to have been on this medication years ago.  Now trying to ‘fix” 
my life, job, finances, relationships, have I realized how much my HIV and medications have 
helped me out.  I know I need to stay on my meds, and not lapse time between refills because 
that is when I do things or make choices that cost me the most.  My continuous style with alcohol 
has been the most difficult.  And realizing the negative interaction it has on my decision making 
and viral load of HIV, I have been able to step my personal abuse of alcohol and see that my lab 
work has benefited.  I can prevent stress in my life by staying sober and staying on my 
medications both HIV and psychological.”   
 
  14.  A white male who discovered his HIV status less than five years ago, contracted HIV by 
having sex with men, rents a place of residence, makes $15,000 to $24,999, has a graduate 
degree and works part-time stated on the PRI comment section that he prevents stress by, “ 
meditation…I have a loving pet in addition to a loving partner/spouse, save as much as you can, 
be yourself and know yourself-don’t necessarily try to live the way t.v., media, some others ‘say 
you should.” 
 
15.  A white male who found out he has HIV within the last three months, is not taking HIV 
medications, got HIV from sex with males, lives with a friend, has an associates degree, and is 
currently unemployed stated on the PRI commentary section, “A lot of the time, I access the 
problem, consider the ‘pros and cons’ and make a logical choice off a list of various choices.”  
 
16. A white male who found out he has HIV less than five years ago, takes HIV medications 
consistently, contracted HIV by having sex with males, rents a place of residence, makes less 
than $10,000 a year, has a bachelor’s degree, and is currently unemployed stated on the PRI 
commentary section “Thank you, for allowing me to be a part of this!”   
 
  17.  A Hispanic male, with a high school degree, found out he has HIV less than five years ago, 
does not take HIV medications, contracted HIV by sex with men, IVDU, male sex with men and 
IVDU and heterosexual contact, is homeless, makes less than $10,000 a year, works part-time, 
and has one to two dependents stated on the comment section of the PRI, “I have learned to be 
content with the situation as a whole, infirm or otherwise.” 
 
  18.  A Black female with an initial HIV diagnosis less than five years ago, is not taking HIV 
medications, contracted HIV from heterosexual contact, rents a place of residence, makes 
between $15,000 -$24,999, has some college credit, is currently unemployed, has one to two 
dependents, and one to two children receiving public assistance responded on the PRI comments 
section that she responds to stress “by preventing others to get close to me or in m life.” 
 
  19.  A white male who was diagnosed with HIV  less than five years ago, is not taking HIV 
medications, contracted HIV by male sex with men, lives with a friend, earns less than $10,000 a 
year, has some college credit, is currently unemployed, stated on the comments section of the 
PRI, “How I can prevent stress?  I guess the main thing is to slow down and not try to do too 
much.” 
 

 124 
 



  

  20.  A white male who was initially diagnosed with HIV less than five years ago, consistently 
takes his HIV medications, contracted HIV by male sex with men, rents a place of residence, 
earns less than $10,000, has a graduate or professional degree, and is employed part-time stated 
on the PRI comment section that he responds to stress by “monitor(ing) my thinking, be aware of 
negative or critical self talk, pray often, stay sober and clean, work the 12 steps, be of service to 
others, have more fun, ask for help, thank God for everything!” 
Question 2: 
For those participants who responded to item #9 on the Beck Depression Inventory (BDI) with 

responses either b. “I would like to kill myself.” or c. “I would kill myself if I had the chance”, 

the Suicide Assessment, (Appendix I) was administered.  The following responses were given: 

1. A male, black, high school graduate, who found out that he had HIV more than five years ago, 
is not taking anti-retroviral medications, got HIV through IVDU, rents a place to live, makes 
between $15,000 to $24,999, is currently unemployed, and has 1-2 dependents, stated on the BDI  
item #9, “I would kill myself if I had the chance” was administered the Suicide Risk Assessment 
at which time he stated that he had a low intention of suicidal ideation.  He followed up by 
stating, “I’m o.k.-there’s just a lot of shit right now.”  Following the administration of the 
Suicide Risk Assessment, The patient signed a “Patient no harm contract” and then was 
immediately escorted to meet with one of the medical social workers at the clinic. 
 
2. A white male with a graduate degree who found out he had HIV more than five years ago, 
currently taking anti-retroviral medications which he takes inconsistently, contracted HIV by sex 
with men, indicated that he is waiting for SSDI, is currently unemployed making less than 
$10,000 and rents a place to live indicated on the BDI, “I would like to kill myself” He stated 
that he has a “history of Bi-Polar Disorder, has suicidal behavior by taking pills or cutting his 
wrists and has suicidal thinking episodes on a one to two day cycles…comes in waves during the 
day.” He stated that his reasons for living are his “family” and his reasons for dying “no use in 
this life”.  He indicated that at the time of the interview, he posed little harm to himself. The 
patient signed a “Patient no harm contract” and then was immediately escorted to meet with one 
of the medical social workers at the clinic. 
 
3.  A black male who was diagnosed with HIV within the last three years, inconsistently takes 
his HIV medications, contracted HIV by sex with males, lives with a friend, makes less than 
$10,000 a year, has some college credit, and is currently unemployed, indicated on the BDI that 
he “would kill myself if I had the chance” and was therefore administered a suicide risk 
assessment.  He stated, “every few months I’ll have a bad day” which results in a high intensity 
of suicidal ideation.  He stated that the reason for living is “family, two best friends” and the 
reason for dying is “freedom.”  The participant was evaluated-he described a depressive mood 
and periods (hours every few months) of wanting to overdose with alcohol and/or marijuana).  
The participant was walked over to a medical social worker who provided counseling and the 
patient signed a “Patient no harm contract.” 
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Following the administration of Suicide Risk Assessment, all of the participants were provided 

mental health counseling by one of the clinic’s medical Licensed Masters of Social Work.  In 

addition, assistance making appointments with appropriate services, such as appointment at a 

counseling service, was provided.   

  Common themes emerged from the participant’s feedback regarding their efforts 

to manage their stressors. The common themes include utilizing a good attitude, laughter, 

communication with others, spending time with family or avoiding close relationships, 

maintaining organization in their lives and planning their activities in advance.  One very 

prominent theme was the use of spirituality and religion to counter the stressors related to the 

diagnosis of HIV.  One particularly touching piece of feedback, provided either in writing or 

orally, was appreciation for the opportunity to participate in a study that could potentially 

improve services for those infected with HIV/AIDS and allow them voice their thoughts and 

feelings.  Often, participants would state that they infrequently had the opportunity to candidly 

express themselves to an interested audience.  It was often stated that along with their HIV 

diagnosis came the silencing of their voices.   

 The interviewer provided the participants with a forum to explore and discuss the unique 

manner in which they perceived and managed the stressors related to their HIV diagnosis.  The 

questionnaires often evoked feelings that may have been unexplored or suppressed.  The role of 

the interviewer was to support the participant in contemplating these thoughts and feelings in a 

safe environment where their input would be appreciated.  The interviewer was able to relate to 

the participants’ feelings and personal situations in a mutually respectful manner that fostered 

genuine responses as well as genuine interpersonal connections.  Given the wealth of important 
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data that was collected in this manner, future qualitative research should continue to explore 

these important issues.  
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Chapter IV 

Discussion 

 

 This analytic review of HIV positive individuals indicates that among 78 HIV+ patients 

seen at a federally and city funded HIV/AIDS clinic, there are significant relationships between 

gender, ethnicity, socio-economic status, self-reported mode of exposure to HIV, the types of 

coping strategies utilized, social support, perceived stress, preventive resources, and disease 

progression as measured by each participant’s CD4 count. Specifically, the findings indicated 

that among the 78 participants who completed the surveys, housing status (homeless versus 

having a home), IVDU, Escape-Avoidance behavior, Positive Reappraisal, the perception of 

having familial support, and the perception of mastery were all significantly correlated with the 

difference between the CD4 counts, one obtained at the time of the interview  and the second 

CD4 count obtained 9-15 months later. 

 Among the 78 participants in the study, housing status, namely homelessness, was found 

to be predictive of a decrease in the CD4 count over a 3 through15 month period which is 

indicative of the progression of the HIV virus.  This finding is supported by a research study that 

investigated housing status as a contextual factor affecting access and maintenance to medical 

care. Among a sample of 1,661 persons infected with HIV, after controlling for client 

demographics, health status, insurance coverage, co-occurring mental illness, problem drug use 

and the receipt of supportive services to address co-occurring conditions, it was found that there 

was a strong and consistent relationship between housing need and little or no HIV treatment.  

Access and retention in medical care and appropriate treatment was increased by housing 
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assistance. These findings provide strong evidence that among HIV persons, housing needs are a 

major barrier to consistent, appropriate medical treatment.   

Socio-economic status, which in part is defined by housing status, is correlated with 

increased stress and decreased endocrine function, both of which influence immune function.  In 

addition, literature suggests that emotional distress and stress negatively affect the immune 

system’s CD4 cells that fight HIV.  Despite the consistency of the medication regimen, this 

results in a shortened amount of time to the first regimen failure (Price, 2007).  A recent study 

found that a person's socio-economic position also plays a key role in the effectiveness of 

antiretroviral drug treatments for people with HIV.  It was found that a lower socio-economic 

position is correlated with increased stress as well as a further burden on the endocrine system, 

two factors that appear to influence immune functioning (Price, 2007). Thus, housing status 

directly affects the ability of the HIV+ person to seek out and maintain HIV treatment.  

Progressive, prevention efforts are mandatory in the fight to contain HIV. Currently, the City of 

New York’s supportive housing program, a collaboration between NY State and City, aims to 

reduce chronic homelessness by providing supportive housing for 9,000 individuals who are 

chronically homeless and HIV/AIDS positive, mentally ill or substance users, and to adolescents 

aging out of foster care. The evaluation of this program will inform supportive housing programs 

both locally and nationwide (NYCDH, 2008).  Such efforts are the type of forward thinking that 

should be implemented nationwide.   

It was surprising that the other indicators of socio-economic status, employment, income, 

number of dependents, and the number of dependents receiving social security benefits, were not 

significantly correlated with the difference between the CD4 counts obtained at the time of the 

interview and the second CD4 count which was taken 9-15 months later.  Given that each of 
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these factors could negatively affect the ability to adhere to medical management of the illness as 

well as contribute to existing stressors, it seems counter-intuitive.  Taken at face value, unlike 

housing status, these predictors do not directly affect health status.  Thus, as long as an HIV+ 

person has a home in which to live, the amount of money earned, the number of dependents 

living in one’s home and employment status are not as predictive of health outcome. 

Among the 78 participants in the study, self-reported IVDU as a mode of transmission of 

HIV was also found to be significantly correlated with the progression of HIV over a 3-15 month 

period.  Research has indicated that IVDU is associated with an elevated risk of HIV infection.  

Among injection drug users, cocaine injection has been consistenty associated with sharing 

needles and higher HIV incidence, greater numbers of partners, decreased condom use during 

intercourse and sex trade involvement (Strathdee, S. & Patterson, T.,  2006).  In a longitudinal 

study that examined the impact of drug use and abuse on medication adherence among 150 HIV-

infected individuals, drug-participants demonstrated significantly worse medication adherence 

than did drug-negative participants.  It was concluded that stimulant users were at greatest risk 

for poor adherence.  It was also suggested that the acute effects of intoxication leads to 

difficulties with medication adherence (Hinkin et al., 2007).  Given the effects of intoxication, it 

can be surmised that the adherence to other aspects of HIV treatment such as attending regularly 

scheduled appointments with HIV medical professionals would also be adversely affected.   

 Among the 78 participants in the study, a sub-scale of the WOC Questionnaire, Escape-

Avoidance, which is described as, “wishful thinking and behavioral efforts to escape or avoid the 

problem” (Folkman & Lazarus, (1998), was predictive of less change in the CD4 count or an 

increase in the CD4 over a 3 through 15 month period.  Among the studies that support this 

finding, Dossey (1993, p.61) found that among acutely ill patients, denial is the most successful 
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coping strategy, assisting patients in maintaining a “fighting spirit”.  Studies, which have 

examined acutely ill cancer patients, have shown those who possess a “fighting spirit” live 

longer than those who “confront the facts squarely and honestly” (Dossey, 1993, p.61).  It was 

also found that the lower level of anxiety resulting from denial and a “fighting spirit” resulted in 

lower levels of adrenalin, more stable blood pressure, a slower heart rate, and a decreased chance 

of heart irregularities.  In addition, it was stated that, “the unconscious seems to set in motion 

through denial a pattern of physical responses tailor-made for survival”.  Such physical 

advantages act to bolster the immune system therefore enhancing the health status of the HIV+ 

patient.   

 The relationship between “fighting spirit” and Escape-Avoidance, as a means of coping, 

necessitates further exploration.  The Escape-Avoidance sub-scale of the Revised-Ways of 

Coping Questionnaire is comprised of items that include, “Wished the situation would go away 

or somehow be over with.”; “Hoped a miracle would happen.”; and, “Refused to believe that it 

had happened.”   These items suggest a general avoidance or denial of thoughts and feelings 

pertaining to the stressful situation that the participant in the study identified as “the most 

stressful situation that (the participant) have experienced in the past week” (Folkman & Lazarus, 

1988), as per the directions of the questionnaire.  “Fighting spirit” implies that one would make 

every effort possible to directly address all of the aspects of a stressful situation.  Given the 

differences in the type of coping that these two strategies imply, their mutual relationship seems 

counter-intuitive.  One possible explanation for their mutually positive effect on the progression 

of HIV is that if denial or avoidance allows one to focus on issues not related to the stessor, one 

will have optimism to combat issues pertaining to the stressor.   
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 Among the 78 participants of the study, the sub-scale, Positive Reappraisal, defined by 

the WOC Questionnaire as, “efforts to create positive meaning by focusing on personal growth 

(including) a religious dimension” (Folkman & Lazarus, 1998), was significantly, negatively 

correlated with the progression of HIV, as measured by the CD4 count, over a 3-15 month 

period.  Positive Reappraisal is defined by items such as, “Changed or grew as a person in a good 

way.”; “Found new faith.”; and, “I was inspired to do something creative.” This particular sub-

scale describes the contribution of Positive Reappraisal relative to all of the scales of the R-WOC 

combined.  Several interpretations exist for this finding.  Among them is the possibility that 

should the HIV+ person focus on personal growth in place of focusing on treatment strategies, 

such strategies including adherence to both medication and active treatment by HIV specialty 

doctors, their physical health may suffer.  In addition, one’s efforts to “create a positive 

meaning” of the diagnosis of HIV may result in the denial of the gravity of their physical state 

and may act as a barrier to treatment.   

 Among the 78 participants of the study, the perception of familial social support was 

found to be significantly and positively predictive of a positive change in the CD4 count between 

the time of the interview and the time that the CD4 count was obtained, 3-15 months later.  Many 

studies have found that one’s social network can mediate the effects of life demands on health 

and well-being (e.g., Berkman, 1985; Cohen & Wills, 1985).  One study found that among 21 

HIV-positive gay or bisexual men, there was a positive relationship between social support and 

CD4 cell count (Abracen, 1996).    This finding appears intuitive in that the effects of social 

support, especially provided by one’s family, can potentially bolster the ability to remain positive 

in critical situations such as HIV, can lend itself to proactive treatment adherence, and can 

potentially provide the emotional and financial support to maintain self-care regimens such as a 
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healthy diet.  It was surprising that the other sub-scales of the MSPSS, Friends and Significant 

Others, were not predictive of a a positive change in the CD4 count between the date of the 

interview and 3-9 months later when the CD4 count was obtained for a second time.  It is 

possible that the support provided by the family is more meaningful and thus is a stronger buffer 

against the stressors related to HIV and therefore a better defendent of the immune system.   

 Among the 78 participants of the study, Identify comfort, a subscale of the PRI, defined 

as “a sense of acceptance and contentment with one’s life circumstances” (McCarthy et al., 

2006), was found to have a significant, negative relationship to the progression of the HIV virus, 

as measured by the CD4 count, over a 3-15 month period.  This sub-scale is defined by items 

such as, “I know who I am.”; “I am comfortable with the circumstances in my life.”; and, “I do 

not want to trade my life for anyone else’s life.” This finding is somewhat counter-intuitive in 

that one would assume that a sense of acceptance and contentment would manifest itself through 

efforts to maintain both emotional and physical well-being.  Yet, there are possible explanations 

for this finding.  The HIV+ infected individual may accept the status of his or her infection as 

static resulting in inert efforts to alter the progression of the virus.  Acceptance and contentment 

may imply that one has internalized the HIV infection resulting in the belief that the virus should 

naturally take its course.  While contententment and a sense of acceptance are desirable attributes 

of the HIV patient, in this case they might be stalling the individual in obtaining or sustaining 

adequate HIV medical treatment as well as act as a further barrier to treatment.  

 The study also found that among the 78 participants, Mastery, a subscale of the PRI, 

which is defined as, “confidence in specific preventive skill sets” (McCarthy et al., 2006), was 

significantly and negatively predictive of the progression of the HIV virus, as measured by the 

change of the CD4 count over a 4-15 month period.  The sub-scale, Mastery, is defined by items 
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such as “I can handle stressful situations.” and “I know how to handle stress.” This finding is in 

opposition to one study that found that a sense of control and mastery is essential in successfully 

combating the harmful effects of stress (Sapolsky, 1994).  One possible explanation for this 

finding is that one’s perception of having a strong set of preventive skills will render the HIV 

infected person over confident in his or her ability to manage the multitude of factors affecting 

one’s health status.  Again, this finding may impede proper health care maintenance as well as 

negatively affect preventive efforts such as safe sex or drug use.  With the provision of HIV 

counseling, such beliefs could be addressed and challenged.   

 Of the 17 of the total 78 participants who did not return to the clinic consistently, defined 

by inconsistent medical treatment over a fifteen month period, only housing status, specifically 

homelessness, was found to be significantly and negatively correlated with the change in the 

CD4 count.  As mentioned previously, the provision of housing has been found to significantly 

decrease the ability to maintain adherence to HIV treatment.  Given the difficulties posed by the 

virus, such as adhering to medication regimens that can require taking upwards of 20 plus anti-

retroviral pills per day, homelessness results in yet another treatment barrier and can act to defy 

prevention efforts.  The lack of overall significance of the analytic models to address hypothesis 

two may have been caused by a small N of 17.  Without a significantly greater sample size, it is 

difficult to ascertain the validity of the results and even more difficult to generalize the findings 

to other populations of patients inconsistently attending to their HIV treatment.  Future studies 

should continue to examine the relationships between inconsistent medical management and 

factors associated with mental health.  The provision of such data could facilitate efforts to 

improve adherence to medical management among those affected with HIV/AIDS.  
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 Of the 61 of the 78 participants who did return to the clinic consistently, IVDU, the 

perception of family as supportive, the perception of having sources of comfort, the perception of 

the ability to scan the environment as a resource, the perception that one recognizes the 

opportunity to prevent stress, perceived control, the perception that one has control, the 

perception of efficacy, the perception that one can master tasks, and the perception that one can 

maintain self-direction were all significantly correlated with the change in the CD4 count over a 

9 through15 month period.  

 Self-reported IVDU, as a mode of contraction of HIV, was found to be significantly and 

negatively predictive of the progression of the virus as measured by the CD4 count.  As stated 

previously, the effects of the resultant intoxication caused by IVDU can lead to poor decision 

making which may result in the further spread of HIV as well as the lack of adherence to medical 

treatments.  In addition, the stress that drug use puts on the body can result in impaired immune 

function which is already suppressed by the HIV virus.  This finding reflects that of the entire 

sampled population of participants and is indicative of the overall negative effects of IVDU on 

the progression of HIV.  Perceived family support, a sub-scale of the MSPSS, was significantly 

and positively predictive of increased immune function acting to slow the progression of HIV.  

This finding is also reflective of the findings of the entire N included in the study which is 

indicative of the far reaching benefits of having the perception that those considered family are 

supportive of one’s efforts.   

 Among the 61 participants, the sum of the items on the MSPSS was found to be 

significantly and positively correlated with the progression of HIV over a 9-15 month period.  

The items included in the sum are Significant Others, Family, and Friends.  With the perception 

that you have the support of significant others, family and friends, an HIV patient is more likely 
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to positively manage the stressors associated with HIV, adhere to treatment strategies as well as 

prevention efforts.  Thus, the perception of support is crutial to efforts to sustain HIV prevention 

and control.  Given this finding, it is critical that treatment strategies include endorsing 

community services, counseling, and support groups.  “Identify Comfort”, a sub-scale of the PRI, 

was significantly and negatively correlated with the progression of the HIV virus, as measured 

by the CD4 count, over a 9-15 month period.  As stated previously, this finding suggests that the 

a sense of contentment and acceptance may render the HIV+ person complacent in his or her 

efforts to manage HIV resulting in moderate efforts to adhere to treatment regimens.  

  The sub-scale, Scanning, is defined by the PRI as the “perceived ability to recognize, 

anticipate, and plan for demands and potential stressors” (e.g., “I am good at identifying things 

that will cause stress in the future.” and “I am able to see difficult situations on the horizon.”).  

The sub-scales of the Scanning sub-scale are Anticipation of Demands, Recognition of 

Opportunities to Prevent Stress, Planning Ahead, and Follow Through (McCarthy et al., 2006).  

Among the 61 participants who attended the HIV specialty clinic over a 9 through 15 month 

period, Scanning was significantly and negatively correlated with the progression of HIV as 

measured by the CD4 count.  It is possible that this finding is reflective of confidence in one’s 

ability to manage the stressors associated with HIV.  If this confidence lends itself to decreased 

efforts to be proactively seeking medical attention, then it is a barrier to treatment and should be 

challenged by the medical and psychological service providers.  Recognition of Opportunities to 

Prevent Stress, as stated previously is a sub-scale of Scanning, was significantly and positively 

predictive of the progression of HIV, as measured by the CD4 count, over a 9-15 month period.  

Thus, the ability to recognize the prospect of preventing stress slows the disease progression 

presumably by resulting in the engagement in activities that can alleviate some of the burden 
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posed by the stressors related to HIV infection.  Numerous studies have found that stress 

accelerates disease processes in a variety of diseases including HIV.  Thus, the reduction of 

stress is a means to improve health among those who are infected (Scott-Sheldon et al., 2008). 

 Perceived Control, a sub-scale of the PRI, is defined by McCarthy and his colleagues 

(2006) as, “the belief that one can cope successfully with life’s demands and manage situations 

that could potentially become stressful” It is defined by items such as, “I can handle most 

things.” and “I can trust my own judgment.”  Among the 61 participants who consistently sought 

medical treatment at the HIV specialty clinic, Perceived Control was significantly and negatively 

predictive of the progression of the HIV virus as measured by the CD4 count over a 9-15 month 

period.  Based on this finding, one may conclude that the HIV+ person who has this perception is 

confident and believes that his or her efforts alone are sufficient in managing HIV.  This may 

result in a failure to consistently seek medical attention or adhere to treatment.   This confidence, 

which normally results in a healthy self-esteem, may serve as a barrier to treatment.    

 Efficacy, a scale of the PRI, is defined as “a global belief in one’s successes when 

confronting potential stressors” (McCarthy et al., 2006).  It is defined by items such as, “I usually 

succeed at whatever I try.” and “I can learn new tasks.” The study found that among the 61 

participants who attended the HIV specialty clinic regularly over a 9-15 month period, efficacy 

was significantly and positively correlated with the CD4. Thus, the perception of efficacy can act 

to better the course of the illness.  This finding is supported by a research study that examined 

the effects of coping strategies on the adherence to anti-retroviral medications.  It was found that 

the regimen failure among the study participants who indicated a reliance on the coping strategy, 

“adherence self-efficacy”, was decreased by 17% (Price, 2007).  A second study that examined 

the effects of stress on disease progression, found that good coping skills together with a high 
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sense of coping self-efficacy may be associated with good psychological adjustment and stress 

resistance, which might reduce disease progression (Schneiderman, 2008).  Therefore, the sense 

of self-reliance that may be a result of self-efficacy can potentially lead to better medication 

adherence, improved coping skills and the ability to manage the stressors related to HIV 

infection.  Given the positive correlations between self-efficacy and improved health, medical 

professionals as well as psychologists should devise programs that support the patient in 

developing the self-confidence that may result in the perception of efficacy. 

 Among the 61 participants who attended the HIV specialty clinic consistently over a 9 

through 15 month period, Mastery, a sub-scale of the PRI, which as stated previously is defined 

as, “confidence in specific preventive skills sets” (McCarthy et al., 2006) was found to be 

significantly and negatively predictive of disease progression as measured by the CD4 count 

over a 9-15 month period.  Thus, among this sample, an increased perception of mastery acted to 

further disease progression.  This finding is reflective of the responses of the entire N of the 

sampled population.  Also stated previously, it can be hypothesized that such confidence can act 

as a barrier to treatment.  This may occur if the individual assumes that he or she is equipped 

with the necessary tools to manage the many demands of the illness without continued assistance 

and education from others.  While a sense of confidence is a desirable attribute which can act to 

buffer the psyche from external stressors, it can also foster a false sense of control over the 

illness which may lead to inconsistent HIV treatment. 

 Among the 61 participants who attended the HIV specialty clinic consistently over a 9-15 

month period, Maintaining Self-Direction, a sub-scale of the scale, Maintaining Perspective, 

included on the PRI, was significantly and negatively predictive of the progression of HIV as 

measured by the CD4 count.  Maintaining Perspective is defined as, “attitudes and beliefs 
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consistent with preventing stressful situations and keeping stress-producing emotions at 

manageable levels (e.g., ‘I am able to avoid causing myself stress by keeping things in 

perspective.’)” (McCarthy et al., 2006).  The sub-scale, Maintaining Self-Direction, represents an 

intentional cognitive strategy which further defines the scale.  It can be surmised that by focusing 

internally in an effort to avoid stressful situations, one may not pay sufficient efforts to maintain 

consistent medical treatment and regimens, which many consider stressful.  This attempt to 

control emotions could potentially result in a hightened sense of psychological distress which, as 

stated previously, acts to further hamper the body’s ability to fight the HIV virus.  With the 

provision of counseling and continued education to support HIV treatment and prevention 

efforts, such beliefs could be discussed and challenged.   

 To address the aim of the study that sought to examine how consistent versus inconsistent 

medical attention affects HIV progression, the findings suggest that the participants who 

attended the clinic consistently over a 9-15 month period, as opposed to those who attended the 

clinic irregularly over a 4-8 month period, had a significantly greater number of resources upon 

which to combat the stressors related to HIV.  These resources are primarily comprised of social 

support and the perception of having the resources to manage the illness.  Yet, given the smaller 

than anticipated number of participants in the study, coupled with the unequal sample sizes of 

those who consistently versus inconsistently sought medical treatment, it is impossible to make 

any generalizations regarding these findings.  Future research should aim to have a more robust 

sample with which to further examine these important issues. 

 It is counter-intuitive that depression was not predictive of a decrease of the CD4 count 

as measured by the difference between the CD4 count collected by the interviewer at the time of 

the interview and the second CD4 count that was collected by the interviewer 9-15 months later.  
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Research has shown that the majority of HIV/AIDS patients suffer from some form of depression 

and depression has been correlated with a diminished CD4 count.  Yet, this study’s findings do 

not reflect these outcomes.  It is possible that given that the participants in the study were being 

seen at the clinic, the population of study participants favored those who were proactive about 

their health care reflective of the non-existence of depression or a low-level of depression.  It is 

also possible that some of the patients had previously completed a depression inventory and were 

aware that should their scores on the inventory be interpreted as reflecting a mental health crisis, 

steps would be taken to further detain the patient at the clinic.   

 The final aim of the study was to examine the unique manner in which black, white and 

Hispanic men and women cope with the stressors related to HIV.  The study revealed that among 

the 12 black men and 13 black females, coping by accepting responsibility, and coping by 

positively reappraising situations were predictive of ethnicity.  Among the 25 black men and 

women, the sub-scale of the R-WOC Questionnaire, Accepting Responsibility, was found to be 

significantly and negatively predictive of being a black male or female.  This sub-scale examined 

the contribution of Accepting Responsibility relative to all of the scales of the R-WOC 

combined.  Accepting Responsibility is characterized by items on the R-WOC that include, 

“criticized or lectured myself.” and “’Realized I brought the problem on myself.” (Folkman and 

Lazarus, 1998).   

 These results appear to indicate that among those black women and men sampled, 

Accepting Responsibility, as defined by the R-WOC Questionnaire, is not characteristic.  This 

finding may reflect the tendency to avoid facing the gravity of managing the stressors related to 

HIV as well as act to preserve one’s sense of a functional self.  The interpretation is supported by 

a study that examined the relationships between coping strategies and ethnicity.  It was found 
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that that black women tend to seek out medical treatment for HIV later in their prognosis than do 

their white or Hispanic/Latino counterparts.  It was concluded that their tendency to delay 

treatment may be a result of many different factors including denial as a way of coping (CDC, 

2005).  This finding also may reflect the refusal to submit to the negative emotional effects of 

self-blame, therefore, resulting in a positive emotional effect.  Thus, the repurcusions of not 

taking responsibility in the context of the R-WOC Questionnaire might have beneficial mental 

health outcomes for the black male or female participant in the study. 

Among the 25 black men and women who participated in the study, the relative score of 

Positive Reappraisal was significantly and positively predictive of being black.  The relative 

score of Positive Reappraisal, a sub-scale of the R-WOC Questionnaire, is defined by items on 

the scale such as, “changed or grew as a person in a good way” (Folkman & Lazarus, 1988).  The 

sub-scale is relative in that it is reflective of its unique qualities relative to all of the scales of the 

R-WOC combined.  This finding may suggest that among the black study participants, they 

significantly drew on coping efforts geared towards self-growth and discovery.  Such efforts to 

cope can positively affect the manner in which one views him or herself which may result in 

bolsterd HIV treatment adherence as well as improved prevention efforts.  Given all of the 

external obstacles faced by the black men and women in the United States who are HIV infected, 

it seems logical that one would engage in such self-protective, internal coping efforts.    

Black men and women in America who are HIV+ face some unique and difficult 

challenges. The CDC (2007) reported that among these challenges that affect HIV prevention 

efforts and how well black men and women cope with the stressors related to the diease are 

poverty, denial, sexually transmitted disease, and drug use.  Among those afflicted with poverty, 

good health care is often difficult to maintain.  Daily living may be more pressing than taking 
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care of their health.  Those affected by poverty are more likely to spend their time, energy, and 

money to obtain goods, shelter and transportation.  These factors can affect whether a person has 

access to information regarding HIV and AIDS and can affect whether they have access to HIV 

testing.  If they do become infected with HIV, they may not be aware of it, may not get treatment 

soon enough, or may not get treatment at all.   

 The CDC reported that some HIV infected black men and women may believe that HIV 

is not a pressing concern for their community or that HIV is mainly a white, gay male disease.  

In addition, homosexuality, sex outside of marriage, drug use, and other sensitive issues often 

negatively affect the possibility of having a dialogue regarding these issues.  These discussions 

often are more challenging given the challenges already faced regarding issues pertaining to race.  

Sexually transmitted disease (STD) also affects the African American community in unique and 

detrimental ways.  In 2005, blacks were approximately 18 times more likely that whites to have 

gonorrhea and about 5 times more likely than whites to have syphilis.  Some SDTs may greatly 

increase the chances of becoming infected with HIV.  In addition, an HIV infected person who 

also has a STD, has an increased probability of spreading HIV to others.  Drug use also greatly 

affects the black population.  IVDU is the second leading cause of HIV infection for both black 

men and women.  Drug use in general causes people to take more risks, such as unprotected sex, 

and can affect treatment regimens (CDC, 2007c).  These stressors that often plague HIV+ black 

men and women in the United States are coupled with recent statistics that indicate that despite 

the fact that  blacks make up less than 13 percent of the U.S. population, they accounted for 49 

percent of new HIV/AIDS diagnoses in 2005 (CDC, 2008).  Given these factors, it is imperative 

that continued efforts to provide counseling, education, and community support and prevention 

efforts be tailored to the specific needs of the black community. 
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Among both the 21 Hispanic men and women and the 32 white men and women who 

participated in the study, none of the coping strategies on the R-WOC Questionnaire were 

predictive of ethnicity.  Based on the cumulative results, the black men and women in the sample 

cope in a unique manner that differs from the coping strategies of both Hispanic men and women 

and white men and women.  It is possible that black men and women who are faced with a 

multitude of issues regarding race as well as HIV, have developed specific coping strategies that 

reflect the manner in which their community as a whole copes with chronic stressors and how 

they adapt to the growing HIV epidemic within their community.   

Given the differing issues confronted by each ethnicity, it was initially assumed that the 

analyses would find unique coping strategies for each ethnicity.  Taken at face value, the coping 

strategies of the sampled Hispanic and white participants are not unique to their ethnic 

community.  Yet, due to the confines of a small sample size, it is difficult to make any 

generalizations regarding the effects of ethnicity on the manner in which one copes with HIV.  

Given the important treatment and preventive measures that may be informed by this 

information, it is crutial that future studies that include larger sample sizes continue to 

investigate this issue.   

Limitations of the Study   

 When interpreting the results of this study, a number of limitations should be considered.  

Initially, the sample was to include 50 men and 50 women.  Due to the fact that women comprise 

fewer of the patients seen at the clinic as well as fewer of the cases of HIV locally or nationwide, 

when the convenience sampling was performed, the number of female participants was limited.  

Also, although 86 persons were interviewed for the study, the initial chart reviews indicated that 

8 of these participants had a CD4 count greater than 200 at the time of the most recent blood 
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draw.  In addition, the original aim of the study included examing the entire sample of 

participants.  Yet the findings from the interviews, chart reviews and literature review called for 

a more refined set of analyses.  Namely, after the second set of CD4 counts were recorded, it was 

apparent that some of the participants, n = 16, inconsistently attended the clinic for follow-up 

while the remaining participants, n = 61, returned to the clinic post-interview consistently for up 

to 15 months.  These findings, plus the research findings demonstrating the negative effect of 

non-adherence to HIV treatment regimens, both medication and doctor visits, made it appear 

logical to break the complete sample into two groups, adherent patients and non-adherent 

patients.   

 It was also initially proposed that the sample would be comprised of participants who 

were newly infected HIV patients at the clinic whose CD4 count was less than 200.  Due to the 

limitations posed by having fewer willing participants than anticipated, the finding that some 

patients are seen at other clinics where their CD4 count may have been higher or lower than the 

CD4 counts listed in the charts at the clinic, and the research finding that found that among a 

sample of HIV+ patients, approximately half of those tested were infected for years prior to 

being testing (Wortley, 1995), it appeared satisfactory to include all those whose most recent 

CD4 count was greater than 200.  Given that AIDS is in part defined by having ever had a CD4 

count less than 200, some of the participants may have been classified as AIDS patients at the 

time of the interview. 

        Also due to restrictions of the sample, including sample size, a generally homogenous 

sample, the negative implications of convenience sampling, and the methods and the measures, 

caution should be observed before generalizing the results of this study.  First, those who 

participated in the study are patients currently receiving treatment at a federally funded clinic.  In 
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addition, the subjects volunteered and were compensated for their time with gift certificates to a 

local grocery store.  In addition, the sample may not have been representative of the population 

of patients seen at the David Powell Clinic, and therefore should be interpreted as such.  Also, 

the results of self-report methodology may or may not correspond closely with the actual 

behaviors and strategies used by the study participants in managing the feelings and perceptions 

related to HIV.  Also, questionnaires generally provide a systematic measure of some 

phenomenon, but lack the richness and depth of interviews (Vealey, 2000).   Other factors that 

affect the generalizability of the findings include the timing of the initial diagnosis, whether a 

participant was taking anti-retrovirals at the time of the initial and secondary record review, and 

if so, if he or she was taking them consistently.  These factors could significantly affect the CD4 

count which was utilized to measure the progression of the HIV virus.    

 The demographic scale, produced for the purposes of this study, originally included 

multiple responses that were difficult to quantify.  In order to more easily examine the results of 

the study, several of the responses to the items were collapsed.  For example, the participants 

were asked that if they were taking anti-viral medications and in what frequency were they taken.   

The items were collapsed into “consistently”, “inconsistently” or “not at all”.  The “not at all” 

response was asked in order to capture those who were or were not prescribed anti-retrovirals but 

chose not to take them.  Also, 4 of the participants reported having been infected by blood 

products.  Due to having such a small number who reported that particular risk factor, this 

reported mode of exposure to HIV was not included in the analyses.  Having had a larger number 

of participants who reported having contracted HIV via blood products would have allowed for 

the examination of the manner in which they manage and conceive of their illness.  I n addition, 

one of the participants did not return to the clinic following the interview with the researcher.  

Thus, this participant did not qualify for participation in the study.  A second participant returned 

to the clinic following the interview only once and less than three months later.  Given the 
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inability to accurately assess the relationships between the scales of the surveys and the 

participant’s CD4 count, the participant was also excluded from the study.  

 Also, it should be noted that item number 26 on the PRI was erroneously not provided on 

the scale.  In order to include this scale in the analysis, that item number was quantified as the 

average response.  This item stated, “I have mutually supportive relationships.”  On the PSS, 

three of the participants failed to respond to item number three. In order to include these 

participants in the analysis, an average of  all of the respondent’s scores was given.  This 

question asked, “I know how to pich the right coping strategy for the right situation.”   In 

addition, the MSPSS was eroniously not administered to the Spanish speakers who comprised 11 

of the 78 participants.  Thus, the perceived social support of this sub-group was not included in 

the study.  This limitation is of particular importance because very few studies have included 

Spanish speakers thus there is very little research that represents their unique voice.  In addition, 

the failure to include this scale has inpart skewed the findings.  In order to include this sub-group 

in the study, the average score of the entire N was given for each of of the items on the MSPSS.  

There is also a limitation associated with the SES scale, which was developed for the purposes of 

this study.  It should be noted that this scale was not pilot tested for validity or reliability and 

therefore does not accurately reflect the possible relationships between the items included in the 

scale, education, housing status, employment, dependents, income and public assistance for 

depents, and the progression of HIV as measured by the CD4 count.   
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 Another limitation of the study is that the researcher neglected to inquire if any of the 

female participants were pregnant.  The multiple stressors faced by having HIV/AIDS while 

pregnant could potentially affect all of the scales included in the study, level of depression, 

perceived social support, socio-economic status, coping strategies and perceived resources 

therefore skewing the results.  Among a sample of 130 low-income African American and white, 

non-infected HIV/AIDS infected, pregnant women, it was found that 27% of women reported 

depressive symptoms on the BDI-II at levels indicating risk for clinical depression.  

Sociodemographic factors, psychosocial factors, behavioral risk factors, and spritutal resources 

 



  

accounted for 54% of the variance (Jesse et al., 2005).  Stressors related to HIV/AIDS compound 

the issues faced by a pregnant woman.  These issues faced by the HIV/AIDS infected, pregnant 

woman include having to consider the vertical transmission of HIV to child, addressing 

recommendations for intrapartum/postpartum anti-retroviral medications, including the use of 

AZT for reducting transmission to child, and deciding whether to elect to have a cesarian 

delivery in order to reduce transmission (NIH, 2008). 

 

Implications for the Field of Psychology 

Over the past decade, the Centers for Disease Control and Prevention (CDC) estimated 

that 40,000 new infections occur in the United States each year. Recently, more refined testing 

techniques and data analyses have indicated that new infections are more likely to range between 

55,000 and 60,000 per year (Brown, 2007).  In light of the continued growing number of those 

affected each year by HIV/AIDS, it is imperative that prevention efforts continue to be of the 

utmost importance.  Twenty-five years since the onset of the epidemic, these efforts are the only 

“cure” we have for the virus.  Such efforts necessitate a comprehensive, multi-faceted approach 

to prevent the further spread of HIV and AIDS.   
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 Studies have found that the prevalence rates of psychiatric disorders among HIV-infected 

patients approaches 50% with anxiety and depression among the most commongly diagnosed.  

The effects of comorbid psychiatric disorders can be markedly reduced with proper treatment.  

Psychiatric disorders can negatively affect adherence to anti-retroviral medications as well as the 

willingness to return to treatment.  Undiagnosed and untreated mental illness potentially can lead 

to HIV risk behaviors thus contribute to the spread and acquisition of HIV (Basu, Chwastiak, 

Bruce, 2005).  As mental health professionals, we have a responsibility to play an active role in 

HIV prevention efforts.  Simply promoting condom use and testing are not sufficient in such 

 



  

efforts. Advocates for bolstering our prevention measures stress the importance of providing 

both emotional support to those who are at risk of HIV infection as well as educational support.  

This is of particular relevance in the urban areas of the United States and in the southern United 

States where dropout rates exceed any other areas of the country (Chamberlin, 2007).  Studies 

have found that poor health, lack of social support, and low levels of HIV/AIDS knowledge 

predict continued risk behavior (Avants, S. et al., 2001).  Thus the implication for providing 

continued support and education to high risk populations is imperative to successful treatment 

and prevention efforts. 

The study and practice of behavioral interventions is necessary to HIV prevention efforts.  

Pychologists necessitate training in dealing with children affected by parents who are infected 

with HIV/AIDS as well as experience working with those infected with HIV/AIDS who confront 

a host of problems including social stigma, depression related to illness status, and the 

unpredictable course of the illness.  The American Psychological Association has recommended 

strategies for including HIV/AIDS in graduate work.  The APA prescribes front-line providers 

who necessitate technical assistance and training to ensure that evidence-based interventions are 

appropriate to the unique cultural needs of targeted populations.  Researchers need to be trained 

and supported to better understand what is happening within a specific community and what is 

most effective in various sub-populations where numbers of newly infected are increasing.  

Research findings also need to be translated into effective and practical interventions that can be 

diffused to community-based organizations (APA Online/2005). 
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Appendix A  

Solicitation for the Study  
 
 
Earn a $20 gift card to a participating, Austin grocery store  
by participating in a study conducted by a doctoral student at the 
University of Texas at Austin.  
 
In order for Spanish and English speaking men or women who are being 
seen at the David Powell Clinic to participate in the study, you must fall 
below the 200th %tile of the poverty level and be between 20 and 50 
years of age. (The David Powell Clinic will assist both the participants 
and the investigators to determine if your financial status meets the 
study’s requirements for recruitment.) 
 
Plan on spending 60-90 minutes at the David Powell Clinic completing 
this confidential study.  In no way will participation in this study affect 
your services at the David Powell Clinic. 
 
If you are interested in participating, please contact 
marop@mail.utexas.edu or at (512) 382-1285.  When you call or e-mail 
me, please feel free to ask any questions you may have. 
 
 Thank you and I hope to see you! 
 
Marian Oppenheimer, MA counseling 
Doctoral Candidate  
University of Texas at Austin 
 
(Participants will be compensated the equivalent of $20.00 even if the 
PI’s efforts to secure grocery store coupons is not successful.) 
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Appendix B 
 
 
IRB# ________________  
 
Informed Consent to Participate in Research 
 
The University of Texas at Austin 
 
 
You are being asked to participate in a research study.  This form provides you with information 

about the study. The Principal Investigator (the person in charge of this research) or his/her 

representative will also describe this study to you and answer all of your questions. Please read 

the information below and ask questions about anything you do not understand before deciding 

whether or not to take part. Your participation is entirely voluntary and you can refuse to 

participate without penalty or loss of benefits to which you are otherwise entitled.   

Title of Research Study:   
The Effects of Gender, Ethnicity and Socio-Economic Status on Coping with HIV 
 
Principal Investigator(s) (include faculty sponsor), UT affiliation, and Telephone Number(s):   
  
Faculty Supervisor: Christopher J. McCarthy, Ph.D. 
    Department of Educational Psychology, Counseling    
   Psychology  
    Phone: (512) 471-0368 
 
Principal Investigator: Marian E. Oppenheimer, M.A. 
    Department of Educational Psychology, Counseling    
   Psychology 
    Phone: (512) 289-0897 

Funding source:  Privately funded 

 
What is the purpose of this study?   
 The purpose of this study is to investigate the manner in which differing ethnicities and 
genders, who fall below the 200% poverty level, cope with the stressors related to HIV infection.  
In addition, the study aims to examine the relationship between various coping strategies and the 
progression of the HIV virus over a 9-12 month period.  With this information, healthcare 
professionals will be able to create individually tailored treatment plans which will better serve 
HIV positive individuals. 
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Who is eligible for the study? 
You were selected as a participant in this particular study because you have indicated a 
willingness to participate in the proposed study, you have tested positive for HIV, you fall below 
the 200% of poverty level, and you are between 20-50 years of age.  If this is not the case please 
state to the researchers that you are “not eligible” for this study.   
 
What will be done if you take part in this research study? 
Participation in the study will require attending only one appointment lasting approximately 90 
minutes.  The protocol for the research study will be conducted by a doctoral student in Counseling 
Psychology.  If you decide to participate in this study you will first review and sign the consent 
form.  You will next complete a battery of self-report questionnaires, including a sheet of 
demographic information. Upon completion, you will be debriefed by the researchers and any 
questions or concerns you have will be addressed in full at the end of the study.  In addition, your 
most recent CD4 count and viral load will be recorded, and then will be recorded for a second time 
in 9-12 months.  
 
What are the possible discomforts and risks? 
The risks associated with your participation in this study are minimal and it is not expected that 
you would experience any risk or discomfort from participation in the study.  Although it is not 
expected, you may experience anxiety or distress in response to completing self-report measures.  
However, this anxiety is not considered to be outside of the range of normal, everyday stress. If 
you feel that you are experiencing excessive distress, you have the option to withdraw 
participation from the study at any time.   
 
Treatment will not be provided in this study.  If you experience any distress during any portion 
of the study, please immediately report this to the researchers so that they may assist you.  In 
addition, if you have any distress following the study, you are encouraged to contact the 
researchers (see top of this form) who will provide you with information about possible 
resources you may find useful.  You may also call the Austin–Travis County Mental Health 
Services Counseling Helpline at (512) 472-4357 or Christopher McCarthy, Ph.D. at (512) 471-
0368.  If you wish to discuss the information above or any other risks you may experience, you 
may ask questions now or call the Principal Investigators listed on the front page of this form.  
 
What are the possible benefits to you or to others? 
This study will contribute to research examining the manner in which differing ethnicities and 
genders cope with the stressors related to HIV infection, and the effects of these coping strategies 
on the progression of the HIV virus.  Information from studies such as these can be used to 
enhance individuals’ everyday lives and to better inform health care providers as to the types of 
services you may need. 
 
If you choose to take part in this study, will it cost you anything? 
There is no cost associated with this study.  
 
Will you receive compensation for your participation in this study? 
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Participants who complete this study will receive a grocery store gift card in the amount of $20 to 
one of several local Austin grocery stores. 
 
What if you are injured because of the study?   
  There is no known physical risk involved in participating in this study.  If injuries 
occur as a result of study activity, no payment can be provided in the event of a medical problem.  
 
If you do not want to take part in this study, what other options are available to you? 
Participation in this study is completely voluntary. You are free to refuse to be in the study, and 
your refusal will not influence current or future relationships with the David Powell Clinic.   
 
How can you withdraw from this research study and who should I call if I have questions? 
If you wish to stop your participation in this research study for any reason, you should contact:  
Marian Oppenheimer at (512) 382-1285 or Chris McCarthy at (512) 471-0368.  You are free to 
withdraw your consent and stop participation in this research study at any time without penalty or 
loss of benefits for which you may be entitled. Throughout the study, the researchers will notify 
you of new information that may become available and that might affect your decision to remain in 
the study.  
 
In addition, if you have questions about your rights as a research participant, please contact 
Clarke A. Burnham, Ph.D., Chair, The University of Texas at Austin Institutional Review Board 
for the Protection of Human Subjects, (512) 232-4383.  
 
How will your privacy and the confidentiality of your research records be protected? 
Authorized persons from the Institutional Review Board as well as the primary investigators 
have the legal right to review your research records and will protect the confidentiality of those 
records to the extent permitted by law.  Otherwise, your research records will not be released 
without your consent unless required by law or a court order. 
 
If the results of this research are published or presented at scientific meetings, your identity will not 
be disclosed.  Your identity will be kept confidential, and no identifying information will be 
associated with any of the written materials and physiological data you provide.  We will take 
several steps to maintain your confidentiality and the confidentiality of the information you 
provide as a participant in this study.  First, all experiment materials will be coded so that no 
personal identifying information is visible on them.  These materials will be stored in a file 
cabinet in a locked office at all times.  Only the researchers will have access to the research 
materials.   
 
One limitation to confidentiality of which you should be aware involves whether you currently 
have thoughts of hurting yourself or someone else.  If you indicate to the researcher that you are 
having thoughts of hurting yourself or someone else at any point during this study, we will be 
obligated to take appropriate steps to ensure your safety and that of others. 
 
Will the researchers benefit from your participation in this study? 
The researchers will not benefit from your participation in this study beyond satisfying program 
requirements and publishing the results of the study. 
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Signatures: 
 
As a representative of this study, I have explained the purpose, the procedures, the benefits, 
and the risks that are involved in this research study: 
 
___________________________________________DATE 
 
You have been informed about this study’s purpose, procedures, possible benefits and risks, 
and you have received a copy of this Form. You have been given the opportunity to ask 
questions before you sign, and you have been told that you can ask other questions at any 
time. You voluntarily agree to participate in this study.  By signing this form, you are not 
waiving any of your legal rights. 
 
 
___________________________________________DATE 
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Appendix C 
 
Demographic Scale:  (please put a check by the appropriate answer) 
Gender 
 
Male _______ Female     _______ 
 
Ethnicity 
 
White ______   Black/African American  _______  Hispanic_______    Other_______ 
 
Please indicate your level of education: 
 
Elementary______ Some High School_______   High School______ 
Some College______  
College Graduate, Masters, or Doctorate Holder  _______ 
 
What was the date of your initial HIV diagnosis? 
 
Within the last 3 months          _______  
Within the last year            _______ 
Within the last 3 years            _______ 
Within the last 5 years            _______ 
Greater than five years ago               _______ 
 
Are you currently taking anti-retroviral medications (HIV-related medications)? 
Yes ______   No ______  
 
If yes, do you take the medications: 
Consistently   _______      Sometimes consistently _______ 
Inconsistently    _______ 
 
How did you contract HIV? 
Male sex with men     ________ 
Male sex with men and IVDU             ________ 
IVDU                  ________ 
Female sex with female              ________ 
Female sex with female and IVDU   ________ 
Blood transfusion or related to hemophelia             ________ 
Hetero sexual contact     ________ 
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Appendix D 
 
CD4 Count/Viral Count 
 
TIME ONE 
The most recent CD4 count and Viral Load and date sample was tested:   
 
 
CD4 COUNT:   
 
Viral Load:   
 
Date:   
 
 
TIME TWO 
The most recent CD4 count and Viral Load and date sample was tested: 
 
 
CD4 COUNT:  
 
Viral Load: 
 
Date:   
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Appendix E 
Socioeconomic Scale 
(Scale items are based on the data collection of the Census Bureau, 2000) 
Instructions:  (Please circle the appropriate answer.) 
 
Housing Status 
Own place of residence 
Rent place of residence 
Living with a friend 
Currently homeless 
   
Current income 
Less than $10,000 
$15,000 to $24,999 
$25,000 to $34,999 
$35,000 to $49,999 
$50,000 to $74,999 
$75,000 to $99,999 
$100,000 to $149,999 
$150,000 to $199,999 
 
 
Education 
Less than 9th grade  
9th to 12th grade, no diploma 
High school graduate (includes equivalency) 
Some college, no degree 
Bachelor’s degree  
Graduate or professional degree 
 
Employment Status 
Currently employed full-time 
Currently employed part-time 
Currently unemployed 
 
Number of dependents 
1-2 
2-4 
4-6 
More than 6 
 
Number of children in the home receiving public assistance 
1-2 
2-4 
4-6 
More than 6 
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Appendix F 
 
Folkman and Lazarus’s (1988) Revised-Ways of Coping Questionnaire 
 
Instructions:  Please circle the item numbers that reflect the ways that you tried to cope with HIV 
infection during the first few months after notification of a positive test result. 
 
1. Had fantasies or wishes about how things might turn out.   
2. I daydreamed or imagined a better time or place than the one I was in.  
3. Wished the situation would go away or somehow be over with. 
4. Thought about fantastic or unreal things (like the perfect revenge or finding a million                               
 dollars) that made me feel better.  
5. Avoided being with people in general. 
6. Tried to make myself feel better by eating, drinking, smoking, using drugs or medication,                   
 etc. 
7. Slept more than usual. 
8. I went over in my mind what I would say or do. 
9. Tried no to burn my bridges, but leave things open somewhat. 
10. I tried no to act too hastily or follow my first hunch. 
11. Stood my ground and fought for what I wanted. 
12. Went over the problem again and again in my mind to try and understand it. 
13. I tried to see things from the other person’s point of view. 
14. I knew what had to be done, so I doubled my efforts to make things work. 
15. I made a plan of action and followed it. 
16. I was inspired to do something creative. 
17. Tried to come out of the experience better than when I went in.  
18. Drew on my past experience; I was in a similar situation before. 
19. Came up with a couple of different solutions to the problem 
20. Just concentrated on what I had to do next-the next step. 
21. I felt that time would make a difference-the only thing to do was wait. 
22. Tried to forget the whole thing. 
23. Went on as if nothing happened. 
24. Tried to accept and make the best of it. 
25. Didn’t let it get to me; refused to think too much about it. 
26. Looked for the silver lining, so to speak; tried to look on the bright side of things. I tried                    
 to keep my feelings to myself. 
27. Decided that nothing could be done about it.   
28. Made light of the situation; refused to get too serious about it. 
29. Talked to someone about how I was feeling. 
30. Talked to someone to find out more about the situation. 
31. Accepted sympathy and understanding from someone. 
32. I let my feelings out somehow. 
33. I asked a relative or friend I respected for advice. 
34. Talked to someone who could do something concrete about the problem. 
35. Blamed myself. 
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36. I made a promise to myself that things would be better next time. 
37. Realized I brought the problem on myself. 
38. I changed something about myself. 
39. Criticized or lectured myself. 
40. Tried to get the person responsible to change his or her mind. 
41. Bargained or compromised to get something positive from the situation. 
42. I did something which I didn’t think would work, but a least I was doing something. 
43. I expressed anger to the person(s) who caused the problem. 
44. I tried to discover new faith or some important truth. 
45. I prayed. 
46. Tried to rediscover what is important in life. 
47. Changed or grew as a person in a good way. 
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Appendix G 
  
Zimet, Dahlem, Zimet & Farley’s (1988) Multidimensional Scale of Perceived Social 
Support  
 
Directions:  Please circle the response that reflects what your experience has been like during the 
last 30 days. 
 
Instructions:  We are interested in how you feel about the following statements.  Read each 
statement carefully.   Indicate how you feel about each statement. 
 
   Circle the “1” if you Very Strongly Disagree 
   Circle the “2” if you Strongly Disagree 
   Circle the “3” if you Mildly Disagree 
   Circle the “4” if you are Neutral 
   Circle the “5” if you Mildly Agree 
   Circle the “6” if you Strongly Agree 
   Circle the “7” if you Very Strongly Agree 
 
1. There is a special person who is around when 

I am in need. 
1 2 3 4 5 6 7  

 2. There is a special person with whom I can 
share my joys and sorrows. 

1 2 3 4 5 6 7  

 3. My family really tries to help me. 1 2 3 4 5 6 7  
 4. I get the emotional help and support I need 

from my family. 
1 2 3 4 5 6 7  

 5.  I have a special person who is a real source of 
comfort to me. 

1 2 3 4 5 6 7  

 6.  My friends really try to help me. 1 2 3 4 5 6 7  
 7. I can count on my friends when things go 

wrong. 
1 2 3 4 5 6 7  

 8. I can talk about my problems with my family. 1 2 3 4 5 6 7  
 9. I have friends with whom I can share my joys 

and sorrows. 
1 2 3 4 5 6 7  

10. There is a special person in my life who cares 
about my feelings. 

1 2 3 4 5 6 7  

11. My family is willing to help me make 
decisions. 

1 2 3 4 5 6 7  

12. I can talk about my problems with my 
friends. 

1 2 3 4 5 6 7  
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Appendix H 
  
Cohen, Kamarck, & Mermelstein’s  (1994) Perceived Stress Scale 
 
The questions in this scale ask you about your feelings and thoughts during the last month. In 
each 
case, please indicate by circling how often you felt or thought a certain way. 
 
 
0 = Never 1 = Almost Never 2 = Sometimes 3 = Fairly Often 4 = Very Often 
 
1. In the last month, how often have you been upset 
because of something that happened unexpectedly? ....................................... 0 1 2 3 4 
 
2. In the last month, how often have you felt that you were unable 
to control the important things in your life?.................................................... 0 1 2 3 4 
 
3. In the last month, how often have you felt nervous and “stressed”? .......... 0 1 2 3 4 
 
4. In the last month, how often have you felt confident about your ability 
to handle your personal problems? ................................................................. 0 1 2 3 4 
 
5. In the last month, how often have you felt that things 
were going your way?...................................................................................... 0 1 2 3 4 
 
6. In the last month, how often have you found that you could not cope 
with all the things that you had to do? ............................................................. 0 1 2 3 4 
 
7. In the last month, how often have you been able 
to control irritations in your life?....................................................................... 0 1 2 3 4 
 
8. In the last month, how often have you felt that you were on top of things?.. 0 1 2 3 4 
 
9. In the last month, how often have you been angered 
because of things that were outside of your control? ....................................... 0 1 2 3 4 
 
10. In the last month, how often have you felt difficulties 
were piling up so high that you could not overcome them?.............................. 0 1 2 3 4 
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Appendix I 
 
McCarthy and Lambert’s (2001) Preventive resources Inventory (PRI) 
 
Instructions:  Please answer the following questions using the ratings scale below:   
 
Rating Scale:   
   1 = Strongly Agree 
   2 = Disagree 
   3 = Neutral 
   4 = Agree 
   5 = Strongly Agree 
 
1. I know how to delegate tasks to others.   
 
2. I can trust my own judgment.    
 
3. I know how to pick the right coping strategy for the right situation.  
 
4. I know how to make social situations more comfortable.    
 
5. I know who I am.       
 
6. I know how to think about situations in a positive way.    
 
7. I see problems as opportunities to learn and grow.  
 
8. When new information comes my way, I can recognize when it will be important to 
    me. 
 
9. I use humor to keep difficulties from becoming stressful.  
 
10. My sense of humor keeps my stress level under control.  
 
11. I can communicate my needs to others.  
 
12. I am able to divide up tasks with others in a way that benefits others.  
 
13. I can handle stressful situations.  
 
14. I can recognize when someone is about to become unhappy with me.  
 
15. I am able to ask for emotional support.  
 
16. I believe the difficulties I am facing will not last forever.  
 
17. I know how to make others feel comfortable.  
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18. I am comfortable with the circumstances in my life.  
 
19. I am able to recognize when I need to take action to avoid causing stress in my life.   
 
20. I am good at finding novel ways to resolve obstacles in my life.  
 
21. I have others to call upon when needed.  
 
22. I know how to handle stress.  
 
23. I have goals that keep me focused.  
 
24. I can solve most of the problems I face.  
 
25. I know how to keep my options open.  
 
27. I am good at identifying things that will cause stress in the future.  
 
28. I can learn new tasks.  
 
29. I know my own limits.  
 
30. I am able to reduce my daily demand level by planning ahead.  
 
31. If I fail in one situation, I know I can still succeed in other situations.  
 
32. I know I can’t be all things to all people.  
 
33. By organizing and planning my day, I am usually able to keep my daily demands 
      from becoming stressful.  
 
34. I know how to prepare for stressful situations.  
 
35. I lead a well-rounded life.  
 
36. I can adapt to change.  
 
37. When problems come up in one area they don’t affect my overall happiness.  
 
38. I can handle most things.  
 
39. I do not want to trade my life for anyone else’s life.  
 
40. I have enough money for my needs.  
 
41. I am able to prevent stress by having clear values in my life.  
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42. I am a flexible person.  
 
43. I know how to learn from my mistakes.  
 
44. I am able to reduce stress in my life by focusing on my values.  
 
45. I am able to reduce stress in my life by focusing on my priorities.  
 
46. I can recognize events or situations that may cause stress in my life.  
 
47. I can accept the fact that things will not always turn out the way I want.  
 
48. I am in control of my life.  
 
49. I usually succeed at whatever I try.  
 
50. I accept my imperfections.  
 
51. I am able to use constructive criticism.  
 
52. I am able to see difficult situations on the horizon.  
 
53. I am able to avoid causing myself stress by keeping things in perspective.  
 
54. I am frequently able to diffuse stressful situations by acting quickly.  
 
55. Other people consider me helpful.  
 
56. I am usually able to leave space in my daily schedule to tackle important tasks.  
 
57. I keep failures and difficulties in perspective.  
 
58. I am grateful for who I am.  
 
59. I know when getting more information will help me avoid problems.  
 
60. I have friends and relatives that can help me avoid trouble in my life.  
 
61. I accept the input of others.  
 
62. I recognize situations that may add to the stress in my life.  
 
63. I am better than most people at anticipating situations that will cause stress.  
 
64. I stay organized.  
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65. I ask for help.  
 
66. I know when I need to “go with the flow” to prevent a situation from becoming 
      stressful.  
 
67. I know what is best for me.  
 
68. I monitor my environment for potential sources of stress.  
 
69. I may not always get what I want.  
 
70. I have strengths, which allow me to overcome obstacles.  
 
71. I am able to pace myself to get things done in a timely manner.  
 
72. I usually don’t create stress for myself by putting things off.  
 
73. I usually follow through on the plans I make.  
 
74. I form mutually beneficial relationships with others.  
 
75. I use humor to keep others at ease.  
 
76. I have limitations.  
 
77. I can identify when my approach to problem solving is not working.  
 
78. I am able to prevent stress by accepting responsibilities rather than avoiding them.  
 
79. I can find the bright side to most situations.  
 
80. I can laugh at myself.  
 
81. I know how to plan the use of my time so difficult problems get handled.  
 
82. I can usually see many ways to attack a problem.  
(Do you have any additional comments regarding how you can prevent stress?) 
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Appendix J 
 
Beck and Steer’s (1993) Beck Depression Inventory (BDI) 
Instructions:  Please circle the number next to the statement that best describes how you have 
been feeling for the past few days. 
1. 
0.I do not feel sad. 
1 I feel sad. 
2 I am sad all the time and can’t snap out of it. 
3 I am so sad or unhappy that I can’t stand it. 
 
2.   
0 I am not particularly discouraged about the future. 
1 I feel discouraged about the future. 
2 I feel I have nothing to look forward to. 
3 I feel that the future is hopeless and that things cannot improve. 
 
3.   
0 I do not feel like a failure. 
1 I feel I have failed more than the average person. 
2 As I look back on my life, all I can see is a lot of failures. 
3 I feel I am a complete failure as a person. 
 
4.   
0 I get as much satisfaction out of things as I used to. 
1 I don’t enjoy things the way I used to. 
2 I don’t get real satisfaction out of anything anymore. 
3 I am dissatisfied or bored with everything. 
 
5.   
0 I don’t feel particularly guilty. 
1 I feel guilty a good part of the time. 
2 I feel quite guilty most of the time. 
3 I feel guilty all of the time. 
 
6.   
0 I don’t feel I am being punished. 
1 I feel I may be punished. 
2 I expect to be punished. 
3 I feel I am being punished. 
 
7.   
0 I don’t feel disappointed in myself. 
1 I am disappointed in myself. 
2 I am disgusted with myself. 
3 I hate myself. 
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8.   
0 I don’t feel I am worse than anybody else. 
1 I am critical of myself for my weaknesses or mistakes. 
2 I blame myself all the time for my faults. 
3 I blame myself for everything bad that happens. 
 
9.   
0 I don’t have any thoughts of killing myself. 
1 I have thoughts of killing myself, but I would not carry them out. 
2 I would like to kill myself. 
3 I would kill myself if I had the chance. 
 
10.   
0 I don’t cry any more than usual. 
1 I cry more now than I used to. 
2 I cry all the time now. 
3 I used to be able to cry, but now I can’t even cry even though I want to. 
 
11.   
0 I am no more irritated by things than I ever am. 
1 I am slightly more irritated now than usual. 
2 I am quite annoyed or irritated a good deal of the time. 
3 I feel irritated all the time now. 
 
12.   
0 I have not lost interest in other people. 
1 I am less interested in other people than I used to be. 
2 I have lost most of my interest in other people. 
3 I have lost all of my interest in other people. 
 
13.   
0 I make decisions about as well as I ever could. 
1 I put off making decisions more than I used to. 
2 I have greater difficulty in making decisions than before. 
3 I can’t make decisions at all anymore. 
 
14.  
 0 I don’t feel that I look any worse than I used to. 
1 I am worried that I am looking old or unattractive. 
2 I feel that there are permanent changes in my appearance that make me look                                  
unattractive.                                                            
3 I believe that I look ugly. 
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15.   
0 I can work about as well as before. 
1 It takes an extra effort to get started at doing something. 
2 I have to push myself very hard to do anything. 
3 I can’t do any work at all. 
 
16.   
0 I can sleep as well as usual. 
1 I don’t sleep as well as I used to. 
2 I wake up 1-2 hours earlier than usual and find it hard to get back to sleep. 
3 I wake up several hours earlier than I used to and cannot get back to sleep. 
 
17.   
0 I don’t get tired more than usual. 
1 I get tired more easily than I used to. 
2 I get tired from doing almost anything. 
3 I am too tired to do anything. 
 
18.   
0 My appetite is no worse than usual. 
1 My appetite is not as good as it used to be. 
2 My appetite is much worse now. 
3 I have no appetite at all anymore. 
 
19.   
0 I haven’t lost much weight, if any, lately. 
1 I have lost more than five pounds. 
 2 I have lost more than ten pounds. 
3 I have lost more than fifteen pounds. 
 
20.   
0 I am no more worried about my health than usual. 
1 I am worried about physical problems such as aches or pains, or upset stomach, or 
constipation. 
2 I am very worried about physical problems and it’s hard to think of much else. 
3 I am so worried about my physical problems that I cannot think about anything else. 
 
21.   
0 I have not noticed any recent change in my interest in sex 
1 I am less interested in sex than I used to be. 
2 I am much less interested in sex now. 
3 I have lost interest in sex completely. 
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Appendix K 
 
Medical Record #: 
Date: 
Suicide Risk Assessment 
 
Do you have a history of suicidal behavior? 
 
If yes, how many times, when and how did you make this attempt? 
 
Ideation 
 
 
• Frequency:       ___monthly ___weekly    daily 
 
• Intensity: 1----------2----------3----------4----------5 
 
   Low                                                    High 
 
What was the duration of the suicidal thinking episodes (seconds, minutes, hours, constant? 
 
Specify_________________________________________________________ 
 
 
 Plan:  
 
1__________2__________3___________4__________5 
Vague       highly specific 
 
 
Method:  __________________________________________________________ 
 
Availability: __possesses in home __easily accessible __low accessibility 
 
Lethality or Perceived Lethality of method and plan: 
 
1__________2__________3__________4__________5 
Low   moderate   high lethality/ 
Lethatlity/   lethality/   low chance of rescue 
Likely rescue  medium chance of rescue 
 
 
Intent: 
 
___none  ___low ___medium ___high 
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Prepatory behavior:  
 (e.g., suicide note, preparing a will, giving away possessions, “practice runs”) 
 
Self-Control: 
 
 1__________2__________3__________4__________5 
Completely able     Completely out of control 
to control      or controlled by impulses 
 
 
Reasons for Living (List):________________________________________________ 
 
 
Reasons for Dying (List):________________________________________________ 
 
 
Clinician’s Assessment of Suicide Risk” 
 
Current suicide risk:    __none  __low  __medium __high 
 
Explanation: ___________________________________________________________________ 
 
___________________________________________________________________  
 
Intervention Taken:   
 
 
 
Rationale for Actions Taken: 
 
 
 
Signature:______________________________________ Date______________ 
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Appendix L 
Debriefing Form 
 
The Effects of Socio-Economic Status, Gender and Ethnicity on Coping with HIV 
 
 This form has been provided to you so you may have a more complete understanding of 
how the investigators will use the information you provided on the written assessments that you 
have just completed. 
 In recent years, it has been recognized that comprehensive HIV prevention strategies 
necessitate addressing the mental health needs of the patient.  By doing so, efforts can be made 
to lessen the threat of further spreading HIV as well as to enhance the lives of those who live 
with HIV.  With minorities disproportionately affected by the HIV/AIDS epidemic, it is 
particularly important to make efforts to better understand the unique psychological experience 
of minorities as well as the manner in which each minority copes with the HIV diagnosis, and the 
related HIV progression to AIDS.  By tailoring the clinical management to specific populations, 
HIV infected persons can be better served while improving HIV preventive measures.   
 Again, any information provided during the experiment will be kept completely 
confidential and will not in any way affect your patient status at the David Powell Clinic. 
 The study examiner will be happy to answer any further questions you might have about 
the study at this time.  We also encourage you to contact the Austin/Travis County Mental 
Health Services Counseling Helpline (512)472-4357 or a counselor at the David Powell Clinic 
(512) 972-4900 if you would like to follow up with a mental health professional.  If at any point 
you should wish to contact the director of this project with questions or feedback, contact 
information is provided below. 
 Again, thank you for your participation and cooperation in this study. 
 
Principle Investigator: 
Marian Oppenheimer, MA 
(512) 382-1285 
marop@mail.utexas.edu 
 
Faculty Supervisor:   
Christopher J. McCarthy, Ph.D. 
Associate Professor 
Department of Educational Psychology, SZB 262 
The University of Texas, Austin, TX 78712 
(512) 471-3608 
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Appendix M 
Solicitation por el estudio en Espanol 
 
Obtenga un cupón de algún supermercado en Austin por 
participar en un estudio realizado por una estudiante de 
doctorado de la Universidad de Texas en Austin. 
 
Para que algún paciente del la clínica David Powell (hablante de inglés o 
español pueda participar en este estudio, no debe haber ganado más de 
$40,000 dólares el año pasado y debe tener entre 20 y 50 años de edad. 
Además, debe haberse enterado de que tiene el VIH dentro de los 
últimos 12 meses (por favor, revise el número de meses) y no se le debe 
habers diagnosticado el SIDA. 
 
Su participación sera confidencial durará aproximadamente de 60 a 90 
minutos en la Clínica David Powell. Su participación en este estudio no 
afectará de ninguna manera su calidad como paciente en la clínica David 
Powell. 
 
Si usted está interesado en participar, por favor escriba a la sigueinte 
diracción de correo electrónico: marop@mail.utexas.edu o llame al 
(512) 382-1285. Cuando llame o escriba, si tiene alguna duda, puede 
hacer las preguntas necesarias.  
 
Muchas gracias y espero su participación.    
 
Marian Oppenheimer, Maestría en Psicología Clínica 
Candidata a Doctora  
Universidad de Texas en Austin 
(Se recompensará a los participantes con un cupón de $20.00 al término 
de su participación).  
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Appendix N 
 
 
Consentimiento Informado para Poder Participar en una Investigación 
 
La Universidad de Texas, Austin 
 
Pedimos su participación en una investigación. Este formulario le provee con la información 
tocante a la investigación. La investigadora principal (la que está encargada de esta 
investigación) también le describirá esta investigación y puede contestar las preguntas que tenga. 
Por favor, lea la información abajo y haga preguntas sobre todo lo que no entienda bien, antes de 
decidir participar en esta investigación. Su participación es totalmente voluntaria y puede negar 
participar sin castigo o pérdida de beneficios, que aparte de esto, merece. 
 
 
Título de la Investigación:  
Los efectos de género, etnicidad y posición socio-económico al enfrentarse con el VIH.  
 
Investigadora Principal: 

Marian Oppenheimer, M.A. 
Departamento de Psicología Educativa,  
Psicología Clínica 
marop@amail.utexas.edu o (512) 382-1285 
 
Supervisor de Facultad: 
Christopher J. McCarthy, Ph.D. 
Departamento de Psicología Educativa 
Psicología Clínica 
(512) 471-0368 
 
Fuentes del Apoyo Económico:  
El estudio se financiará con recursos privados. 
 
¿Qué es el propósito de esta investigación? 
El propósito de este estudio es investigar la manera en la cual diferentes grupos étnicos y 
géneros, que se encuentran debajo del 200% del nivel de pobreza, se enfrentan con los diferentes 
elementos de tensión relacionados con la infección del VIH.  De igual manera, el estudio 
examinará la relación entre varias estrategias utilizadas al enfrentarse al VIH y el avance del 
virus del VIH en un periodo de 9-12 meses.  Con esta información, los profesionales de la salud 
serán capaces de crear tratamientos diseñados individualmente los cuales serán de más utilidad a 
individuos con VIH.  
 
¿Quién puede participar en este estudio? 
Usted fue seleccionado como participante en este estudio porque usted manifestó su deseo de 
participar en el, usted tiente VIH, usted está debajo del 200% del nivel de pobreza, y usted tiene 
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entre 20-50 años de edad.  Si este no es el caso, por favor informe a la investigadora que usted no 
es elegible para este estudio.   
 
¿Qué sucederá si Usted participa en esta investigación? 
La participación en este estudio requiere que usted asista a solamente una cita que durará 
aproximadamente 90 minutos.  El protocolo para este estudio será conducido por una estudiante 
del doctorado en psicología.  Si usted decide participar en este estudio, usted necesita revisar y 
firmar la forma de consentimiento.  Seguidamente, usted necesita completar una batería de 
cuestionarios, incluyendo una hoja de información demográfica.  Después de completar los 
cuestionarios, la investigadora contestará a las preguntas que usted pudiera tener.  Por último, se 
registrarán los reportes mas recientes sobre el índice de infección viral (CD4 o carga viral), y 
después se registrarán por segunda vez en 9-12 meses.   
 
¿Cuáles son los posibles inconvenientes y riesgos?  
Los riesgos asociados con su participación en este estudio son mínimos y no se espera que usted 
experimente algún riesgo o incomodidad al participar en este estudio.  Aunque no se espera, 
usted podría tener ansiedad o experimentar alguna molestia al completar los cuestionarios.  Sin 
embargo, no se considera que esta ansiedad se encuentre fuera del límite de lo normal que usted 
experimenta a diario.  Si usted cree que experimenta un estrés excesivo, tiene la opción de dejar 
de participar en este estudio en cualquier momento.   
 
No se dará ningún tratamiento en este estudio. Si usted experimenta alguna molestia durante este 
estudio, repórtelo inmediatamente a la investigadora para que pueda ayudarle.  Si es necesario, se 
le pedirá al personal de salud mental de la clínica David Powell que le ayude.  También, si siente 
alguna molestia o estrés después del estudio, se le recomienda contactar a la investigadora (vea la 
parte superior de esta forma) que le proporcionará la información acerca de posibles fuentes que 
podrían serle útiles.  Usted también pude llamar a la línea de servicios de salud mental del 
condado de Travis en Austin al (512) 472-4357 o a Christopher McCarthy, Ph.D. al (12) 471-
0368, el supervisor de este proyecto.  Si usted desea discutir la información, proporcionada 
anteriormente o desea hablar sobre algún riesgo que podría estar experimentando, puede 
manifestarlo ahora o llamar a la investigadora principal listada en la primera página de esta 
forma.    
 
¿Cuáles son los posibles beneficios para usted y para otras personas? 
Este estudio contribuirá con la investigación que examina la manera en la cual diferentes grupos 
étnicos y géneros se enfrentan con los elementos de tensión relacionados con la infección del 
VIH, y los efectos de estas estrategias en el avance del virus del VIH.  La información del 
presente estudio puede ser usada para mejorar la calidad de vida de los individuos con VIH y 
para informar mejor a los proveedores de salud en cuanto a los tipos de servicios que podrían 
necesitar.   
 
¿Si decide participar en esta investigación, le costará algo? 
Si participa en este estudio, no necesita pagar para nada.  
 
¿Recibirá alguna compensación por su participación? 
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Si, los participantes en este estudio recibirán un vale de $20 que podrán usar en varios 
supermercados de Austin.  
 
¿Qué sucederá si está herida por participar en esta investigación? 
Su participación en este estudio no involucra ningún riesgo conocido. Si se lesiona durante su 
participación en este estudio, no se proporcionará ningún pago en caso de existir algún problema 
médico. 
 
Si no quiere participar en esta investigación, ¿cuales son las otras opciones disponibles para 
Usted? 

 
La participación en esta investigación es completamente voluntaria. Usted es libre de negarse a 
participar, y su negación no influirá su relación actual ni en el futuro con la Universidad de 
Texas en Austin, ni su relación con otra agencia. 
 
¿Cómo puede retirarse de esta investigación, y con quién debe hablar si tiene preguntas? 

Si quiere dejar de participar en esta investigación por cualquiera razón, debe llamar a 
Marian Oppenheimer a (512) 382-1285 o marop@mail.utexas.edu. Usted está libre de 
retirar su consentimiento y dejar de participar en esta investigación en cualquier tiempo 
que quiera, sin castigo o pérdida de beneficios que aparte de eso merece. Durante la 
investigación, la investigadora principal le notificará de la cualquiera información nueva 
que pueda afectar su decisión de seguir participando en la investigación. 
 
También, si tiene preguntas sobre sus derechos como un participante en esta investigación, 
por favor, llame a: Lisa I. Leiden, Ph.D., Chair, La Universidad de Texas, Austin 
Institutional Review Board for the Protection of Human Subjects, 512/471-8871. 
 
¿Cómo van a mantener la privacidad y la confidencia de sus documentos? 
 
Personas autorizadas de la Universidad de Texas, Austin y la Institutional Review Board tienen el 
derecho de repasar sus documentos y protegerán la confidencia de estos documentos hasta el punto 
permitido por la ley. Si la investigación tiene apoyo económico, entonces los patrozinadores 
también tienen el derecho legal de repasar sus documentos. Fuera de eso, sus documentos no serán 
liberados sin su consentimiento, a menos que sean requeridos por la ley o la corte. 

 
Si los resultados de esta investigación están publicados o presentados en una reunión 
científica, su identidad no será descubierta. 
 
¿Recibirán los investigadores algún beneficio por su participación en esta investigación? 
 
Los investigadores no recibirán ningún beneficio por su participación en esta investigación, 
aparte de la posibilidad de presentar los resultados en una conferencia profesional. 
 
Firmas:   
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Como un representante de este estudio, yo he explicado el propósito, los procedimientos, los 
beneficios, y los riesgos que implica esta investigación.   
 
 
Firma y nombre impreso de la persona que obtiene el consentimiento.        Fecha 
 
Usted ha sido informado acerca del propósito del estudio, los procedimientos, los posibles 
beneficios y riesgos, y usted ha recibido una copia de la presente forma.  Se le ha dado la 
oportunidad de hacer preguntas antes de firmar y se le ha dicho que usted puede hacer 
preguntas en cualquier momento.  Usted está de acuerdo en participar voluntariamente en 
este estudio.  Al firmar esta forma, usted no está cediendo ninguno de sus derechos legales.   
 
________________________________________________________________________ 
Firma del participante                                                          Fecha 
 
________________________________________________________________________ 
Nombre del participante                                                        Fecha 
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Appendix O 
 
Forma de Demográficos 
 
Numero del expediente medico:   
 
Fecha:   
 
Datos Demográficos: (Marque con una  la respuesta apropiada) 
 
Género 
 
Masculino _______ Femenino     _______ Otro ______ 
 
Etnicidad 
 
Caucásico ______   *Afro-americano  _______  Hispano_______    Otro_______ 
 
Indique su grado máximo de estudios: 
 
Primaria ______ bachillerato/preparatoria no terminada_______   Bachillerato/ 
preparatoria______ 
 
Universidad no terminada______  
Carrera terminada, maestría, o doctorado  _______ 
 
¿Cuál es la fecha inicial en la que le diagnosticaron el VIH?   
 
Hace 3 meses o menos          _______  
Hace 1 año o menos            _______ 
Hace 3 años o menos            _______ 
Hace 5 años o menos            _______ 
Hace más de 5 años            _______ 
 
¿Está usted tomando medicamentos antiretrovirales (medicamentos relacionados con el VIH)? 
Si ______   No ______  
 
Si su respuesta es afirmativa, usted toma los medicamentos:  
Constantemente   _______  A veces constantemente _______ 
Sin constancia     _______ 
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¿Cómo contrajo el VIH?  
Teniendo relaciones sexuales con hombres             ________ 
Teniendo relaciones sexuales con hombres y usando drogas vía intravenosa       ________  
Usando drogas vía intravenosa                          ________ 
Teniendo relaciones sexuales mujer con mujer                                            ________ 
Teniendo relaciones sexuales mujer con mujer y usando drogas vía intravenosa ________ 
Transfusión sanguínea  o relacionado con la hemofilia                       ________ 
Teniendo relaciones heterosexuales                  ________ 
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Appendix P 
 
CD4 Count AND Viral Load 
 
TIEIMPO UNO:   
El conteo más reciente de sus células cooperantes (CD4) y viral load y la fecha 
en la que fue realizada:  
 
FECHA: 
 
CONTEO DE CÉLULAS CD4:   
 
VIRAL LOAD: 
 
 
 
TIEMPO DOS:   
El segundo conteo de células CD4 y viral load y la fecha en la que fue 
realizada: 
 
FECHA: 
 
CONTEO DE CÉLULAS CD4:   
 
VIRAL LOAD: 
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Appendix Q 
 (La siguiente escala está basada en datos recolectados de la Oficina de Censos, 2000) 
Instrucciones: Encierre con un círculo la respuesta apropiada. 
 
Estatus de la Vivienda 
Propietario del domicilio donde reside 
Arrendatario del domicilio donde reside 
Viviendo con un amigo 
Actualmente sin vivienda 
   
Ingreso actual 
Menos de $10,000 
de $15,000 a $24,999 
de $25,000 a $34,999 
de $35,000 a $49,999 
de $50,000 a $74,999 
de $75,000 a $99,999 
de $100,000 a $149,999 
de $150,000 a $199,999 
 
Situación laboral 
Actualmente trabajando tiempo completo 
Actualmente trabajando medio tiempo 
Actualmente desempleado  
 
Número de dependientes  
0 
1-2 
2-4 
4-6 
Más de 6 
 
Número de hijos en la casa que reciben asistencia social 
0 
1-2 
2-4 
4-6 
Más de 6 
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Appendix R 
La Escala de las Maneras de Enfrentar-Revisada 
 
Instrucciones 
 
Para que pueda responder a las preguntas de este cuestionario, usted debe tener en mente una 
situación estresante específica, en este caso su diagnóstico del VIH. Tómese un momento y 
piense en la situación más estresante que haya vivido la semana pasada.  
 
Por “estresante” nos referimos a una situación difícil o que le haya causado problemas, ya sea 
porque se sintió angustiado por lo que pasó o porque tuvo que esforzarse para enfrentarse a la 
situación. Puede ser que la situación haya involucrado a su familia, su trabajo, sus amigos, o algo 
de importancia para usted. Antes de responder a las preguntas, piense en los detalles de esa 
situación estresante, como por ejemplo donde sucedió, las personas involucradas, como actuó 
usted, y porqué fue importante para usted. Aunque es posible que usted aún esté involucrado en 
esa situación o que ya haya pasado, usted debe referirse a la situación más estresante que haya 
experimentado durante la semana.  
 
Cuando responda a lo siguiente, por favor recuerde esa situación estresante en específico. Lea 
cuidadosamente lo siguiente e indique marcando con un 0, 1, 2, ó 3, hasta que punto usted usó 
alguna de las estrategias, que a continuación se presentan, en esa determinada situación 
estresante.  
 
Clave:  0 = No aplica o no fue usada  1 = Usada de cierta manera 
  2 = Usada un poco   3 = Usada mucho 
 
 
Por favor trate de responder a cada enunciado 
 0 = No aplica o no fue usada   1 = Usada de cierta manera   2 = Usada un poco   3 = Usada 
mucho 
 

1.  Me concentré en lo que tenía que hacer después – el siguiente 
paso. 
 

0 1 2 3 

2.  Traté de analizar el problema para entenderlo mejor. 
 

0 1 2 3 

3.  Recurrí al trabajo u otra actividad para despejar la mente. 
 

0 1 2 3 

4.  Sentí que el tiempo podía hacer la diferencia-lo único que tenía 
que     
    hacer era esperar.  
 

0 1 2 3 

5. Negocié o llegué a un arreglo para obtener algo positivo de la     
    situación. 
 

0 1 2 3 
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6. Hice cosas que no pensé que funcionaran pero al menos estaba  
    haciendo algo. 
 

0 1 2 3 

7. Traté de que la persona responsable cambiara de opinión. 
 

0 1 2 3 

8. Hablé con alguien para averiguar más sobre la situación. 
 

0 1 2 3 

9. Me critiqué o sermoneé a mi mismo. 
 
 
 
 

0 1 2 3 

10. Traté de cuidar mi relación con las demás personas para tener   
      opciones abiertas. 
 

0 1 2 3 

11. Esperé que sucediera un milagro. 
 

0 1 2 3 

12. Me resigné a mi destino; sólo que a veces tuve mala suerte. 
 

0 1 2 3 

13. Continué como si nada hubiera pasado. 
 

0 1 2 3 

14. Me guardé mis sentimientos. 
 

0 1 2 3 

15. Miré la otra cara de la moneda, por así decirlo; traté de mirar el  
      lado positivo de las cosas. 
 

0 1 2 3 

16. Dormí más de lo usual. 
 

0 1 2 3 

17. Expresé ira en contra de la persona o personas causantes del  
      problema. 
 

0 1 2 3 

18. Acepté la compasión y el entendimiento de alguien. 
 

0 1 2 3 

19. Me dije a mi mismo cosas que me hicieran sentir mejor.  
 

0 1 2 3 

20. Me inspiré para hacer algo creativo con respecto al problema. 
 

0 1 2 3 

21. Traté de olvidar todo el asunto. 
 

0 1 2 3 

22. Obtuve ayuda profesional. 
 

0 1 2 3 

23. Cambié o crecí como persona. 
 

0 1 2 3 

24. Esperé para ver que pasaba antes de hacer algo. 
 

0 1 2 3 

25. Me disculpé o hice cosas para compensarlo.  0 1 2 3 
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26. Tracé un plan de acción y lo seguí. 0 
 

1 2 3 

27. Acepté lo más próximo a lo que quería. 
 

0 1 2 3 

28. Dejé salir mis sentimientos de alguna manera. 
 

0 1 2 3 

29. Me di cuenta de que yo mismo fui el causante del problema. 
 

0 1 2 3 

30. Salí de la situación mejor que cuando entré en ella.  
 

0 1 2 3 

31. Hablé con alguien que podía hacer algo concreto con respecto al  
      Problema. 
 

0 1 2 3 

32. Traté de alejarme de ello por un rato descansando o tomando 
unas  
      vacaciones. 
 
 

0 1 2 3 

33. Traté de hacerme sentir mejor comiendo, tomando bebidas  
 
     alcohólicas, fumando, usando drogas o medicinas etc.   
 

0 1 2 3 

34. Confié mucho en la suerte o hice algo muy arriesgado para 
resolver  
      el problema. 
 

0 1 2 3 

35. Traté de no actuar precipitadamente o de no seguir mi primera  
      corazonada. 
 

0 1 2 3 

36. Encontré una nueva fe. 
 

0 1 2 3 

37. Mantuve mi orgullo y me mantuve en calma sin mostrar signos 
de  
      tristeza. 
 

0 1 2 3 

38. Redescubrí lo que es importante en la vida. 
 

0 1 2 3 

39. Cambié algo para que las cosas resultaran bien. 
 

0 1 2 3 

40. Generalmente evité estar rodeado de gente.  
 

0 1 2 3 

41. No dejé que me afectara; me negaba a pensar demasiado sobre el 
      asunto. 
 

0 1 2 3 

42. Le pedí consejos a algún amigo o familiar que yo respetaba. 0 1 2 3 
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43. No dejé que los demás supieran que tan mal iban las cosas. 
 

0 1 2 3 

44. Traté de no darle importancia a la situación; me negué a tratar 
con  
      demasiada seriedad el asunto 
 

0 1 2 3 

45. Hablé con alguien acerca de cómo me estaba sintiendo. 
 

0 1 2 3 

46. Me mantuve firme y peleé por lo que quería. 
 

0 1 2 3 

2. Me desquité con otras personas. 
 

0 1 2 3 

3. Recurrí a experiencias pasadas; estuve en una situación 
similar  
      anteriormente. 
 

0 1 2 3 

4. Supe lo que tenía que hacer así que redoblé esfuerzos para 
que  
      funcionaran las cosas. 
 

0 1 2 3 

50. Me negué a creer que había sucedido. 
 

0 1 2 3 

51. Me prometí a mi mismo que las cosas serían mejor la próxima 
vez. 
 

0 1 2 3 

52. Se me ocurrieron un par de soluciones diferentes al problema. 
 

0 1 2 3 

53. Acepté la situación ya que nada se podía hacer. 
 

0 1 2 3 

54. Traté de que mis sentimientos no interfirieran con otras cosas.  
 

0 1 2 3 

55. Deseé poder cambiar lo sucedido o como me sentía. 
 

0 1 2 3 

56. Cambié algún aspecto de mi mismo. 
 

0 1 2 3 

57. Imaginé o tuve ilusiones de una época o lugar mejor que en el  
      que me encontraba.  
 

0 1 2 3 

58. Deseé que la situación se fuera o terminara de alguna manera.  
 
 

0 1 2 3 

59. Tuve fantasías o deseos sobre como podrían resultar las cosas. 
 

0 1 2 3 

60. Recé. 
 

0 1 2 3 
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61. Me preparé para lo peor. 
 

0 1 2 3 

62. Repasé en mi cabeza lo que iba a decir o hacer. 
 

0 1 2 3 

63. Pensé en como alguna persona que admiro manejaría la situación 
      y la use como ejemplo. 
 

0 1 2 3 

64. Traté de ver las cosas desde el punto de vista de la otra persona. 
 

0 1 2 3 

65. Me recordé a mi mismo lo peor que podrían haber resultado las  
      cosas. 
 

0 1 2 3 

66. Corrí o hice ejercicio. 
 

0 1 2 3 
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Appendix S 
 
 
Escala de Estrés Percibido de Cohen, Kamarck, y Mermelstein’s  (1994)  
 
Las preguntas en esta escala hacen referencia a sus sentimientos y pensamientos durante el 
último mes. En cada caso, por favor encierre en un círculo con que frecuencia cómo usted se ha 
sentido o ha pensado en cada situación. 
 
0 = Nunca 1 = Casi Nunca 2 = De Vez en Cuando 3 = A Menudo 4 = Muy a Menudo 
 
 Nunca Casi 

nunca 
De vez 
en 
cuando 

A 
menudo 

Muy a 
menudo 

1.En el último mes, ¿con qué frecuencia ha  
estado afectado por algo que ha ocurrido 
inesperadamente? 
 

0 1 2 3 4 

2. En el último mes, ¿con qué frecuencia se  
ha sentido incapaz de controlar las cosas 
importantes 
 en su vida? 
 

0 1 2 3 4 

3. En el último mes, ¿con qué frecuencia se ha 
sentido nervioso o estresado? 
 

0 1 2 3 4 

4. En el último mes, ¿con qué frecuencia ha  
estado seguro sobre su capacidad para manejar 
sus problemas personales? 
 

0 1 2 3 4 

5. En el último mes, ¿con qué frecuencia ha 
sentido que las cosas le van bien? 
 

0 1 2 3 4 

6. En el último mes, ¿con qué frecuencia ha 
sentido que no podía afrontar todas las cosas 
que tenía que hacer? 
 

0 1 2 3 4 

7. En el último mes, ¿con qué frecuencia ha 
podido controlar las dificultades de su vida? 
 

0 1 2 3 4 

8. En el ultimo mes, ¿con que frecuencia se 
ha sentido que tenia todo bajo control? 
 

0 1 2 3 4 
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9. En el último mes, ¿con qué frecuencia ha estado 
enfadado porque  las cosas que le han ocurrido estaban 
fuera de su control? 
 

0 1 2 3 4

10. En el último mes, ¿con qué frecuencia ha sentido que 
las dificultades se acumulan tanto que no puede 
superarlas? 

0 1 2 3 4
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Appendix T 
 
Inventario de Recursos Preventivos de McCarthy y Lambert (2001)  
 
Instrucciones:  Conteste las siguientes preguntas usando la escala que a continuación se presenta.   
 
Escala:   
   1 = Muy en Desacuerdo  
   2 = En Desacuerdo  
   3 = Neutral 
   4 = De Acuerdo 
   5 = Muy de Acuerdo  
 
1. Se como delegar responsabilidades a otros.    
 
2. Confío en mi propio juicio.    
 
3. Se cómo elegir la estrategia de afrontamiento correcta de acuerdo a la situación.  
 
4. Se cómo hacer más cómodas las situaciones sociales.    
 
5. Se quien soy.       
 
6. Se cómo pensar en ciertas situaciones de manera positiva.    
 
7. Veo los problemas como oportunidades de aprender y crecer.  
 
8. Cuando encuentro información nueva, se reconocer cuando será importante para mí.  
 
9. Use el sentido del humor para evitar que los problemas me estresen. 
 
10. Mi sentido del humor mantiene mi nivel de estrés bajo control.  
 
11. Puedo comunicar mis necesidades a otros.   
 
12. Soy capaz de dividir *********responsabilidades (tareas) con otros de manera que beneficie 
a todos.  
 
13. Puedo manejar situaciones estresantes.  
 
14. Puedo identificar cuando alguien está a punto de sentirse infeliz conmigo.  
 
15. Soy capaz de pedir apoyo emocional.  
 
16. Creo que los *****problemas (dificultades) que estoy enfrentando no serán para siempre.  
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17. Se cómo hacer que los demás se sientan a gusto.  
 
18. ****Estoy a gusto con las circunstancias de mi vida.  
 
19. Se reconocer cuando debo hacer algo para evitar estresarme.  
 
20. Soy bueno hallando ideas nuevas para resolver los obstáculos en mi vida.  
 
21. Tengo a quien acudir cuando lo necesito.  
 
22. Se como manejar el estrés.  
 
23. Tengo metas que mantienen enfocada mi atención. 
 
24. Puedo resolver la mayoría de los problemas que se me presentan.  
 
25. Se cómo mantener mis opciones disponibles.  
 
27. Soy bueno identificando las cosas que me van a estresar en el futuro.  
 
28. Puedo aprender tareas nuevas. 
 
29. Conozco mis propios límites.  
 
30. Soy capaz de reducir las exigencias de mis deberes planeando con anticipación.  
 
31. Si fracaso en una situación, se que todavía puedo tener éxito en otras situaciones.  
 
32. Se que no puedo llenar las expectativas de toda la gente.  
 
33. Cuando organizo y planeo mi día, soy capaz de hacer que las exigencias de mis deberes no 
me estresen.  
 
34. Se como prepararme para enfrentar situaciones estresantes.  
 
35. Llevo una vida plena.  
 
36. Me puedo adaptar al cambio.  
 
37. Cuando tengo problemas en un aspecto de la vida los problemas no afectan mi felicidad en 
general. 
 
38. Puedo hacerme cargo de la mayoría de las cosas.  
 
39. No quiero cambiar la vida que llevo con la vida que lleva otra persona.   
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40. Tengo suficiente dinero para todas mis necesidades.  
 
41. Soy capaz de prevenir el estrés teniendo valores claros en mi vida.  
 
42. Soy una persona flexible.  
 
43. Se aprender de mis errores.  
 
44. Se cómo disminuir el estrés en mi vida centrando mi atención en mis valores.  
 
45. cómo disminuir el estrés en mi vida centrando mi atención en mis prioridades. 
 
46. Se identificar situaciones que podrían estresar mi vida.  
 
47. Puedo aceptar que las cosas no siempre van a resultar como yo quiero.  
 
48. Yo controlo mi vida.  
 
49. Usualmente tengo éxito en lo que sea que haga.  
 
50. Acepto mis defectos.  
 
51. Soy capaz de hacer crítica constructiva.  
 
52. Soy capaz de ver las situaciones difíciles que se aproximan.  
 
53. Soy capaz de evitar estresarme manteniendo las cosas en perspectiva.  
 
54. Con frecuencia soy capaz de opacar las situaciones estresantes actuando rápido.  
 
55. La gente me considera servicial.  
 
56. Con frecuencia soy capaz de reservar espacio en mis actividades diarias para atender asuntos 
importantes.  
 
57. Mantengo los fracasos y dificultades en perspectiva.  
 
58. Estoy agradecido por ser quien soy.  
 
59. Se cuando el obtener más información me ayudará a evitar problemas.  
 
60. Tengo familiares y amigos que pueden ayudarme a evitar problemas en mi vida.  
 
61. Acepto la crítica de otros.  
 
62. Identifico las situaciones que quizás podrían añadir más estrés a mi vida.  
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63. Soy mejor que muchas personas en anticipar situaciones que me estresarán.  
 
64. Me mantengo organizado.  
 
65. Pido ayuda.  
 
66. Se cuando aceptar lo que venga para prevenir que cierta situación me estrese.  
 
67. Se lo que es mejor para mi.   
 
68. Le presto atención a mi entorno para identificar fuentes potenciales de estrés.  
 
69. Es posible que no siempre obtenga lo que quiero.  
 
70. Tengo mis fortalezas (***puntos fuertes) que me ayudan a superar los obstáculos.  
 
71. Soy capaz de mantener el paso para hacer las cosas a tiempo.  
 
72. Usualmente no creo situaciones estresantes (***no me estreso a mi mismo) posponiendo las 
cosas.  
 
73. Usualmente le doy seguimiento a los planes que hago.  
 
74. Creo relaciones de mutuo beneficio con otras personas.  
 
75. Uso mi sentido del humor para mantener a otros en calma (**relajados, cómodos).  
 
76. Tengo mis limitaciones.  
 
77. Puedo identificar cuando mi manera de resolver el problema no está funcionando. 
 
78. Soy capaz de prevenir el estrés aceptando las responsabilidades en lugar de evitarlas.  
 
79. Puedo hallarle el lado bueno a la mayoría de las situaciones.  
 
80. Puedo reírme de mi mismo.  
 
81. Se cómo panear mi tiempo de manera que pueda encargarme de los problemas difíciles.   
 
82. Usualmente puedo identificar varias maneras de resolver un problema.  
 
(¿Tiene comentarios adicionales en cuanto a cómo usted puede prevenir el estrés?)  
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Appendix U 
 
 
BDI-II Copyrite © 1996 by Aaron T. Beck by the Psychological Corporation 
 
Instrucciones:  Este cuestionario consiste en 21 grupos de frases.  Lea con cuidado cada grupo de 
frases y luego seleccione una frase en cada grupo que mejor describa la manera en que usted se 
ha sentido durante las ultimas dos semanas, incluyendo el dia de hoy.  Encierre en un circulo el 
numero al lado de cada frase que usted escoja.  Si hay varias frases dentro de un grupo que 
parecen aplicarse a su situación con las misma relevancia, encierre en un circulo el numero mas 
alto de ese grupo.  Asequrese de no escoger mas de una frase por cada grupo de frases, 
incluyendo el numero 16 (Cambios en el Patron de Sueno) o el numero 18 (Cambios de Apetito).   
 
1.  Tristeza 
0 No me siento triste. 
1 Me siento triste la mayor parte del tiempo. 
2 Estoy triste todo el tiempo. 
3 Me siento tan triste e infeliz que no puedo soportarlo. 
2.  Pesimismo 
0 No me siento desanimado(a) acerca del futuro. 
1. Me siento mas desanimado(a) acerca de mi futuro que de costumbre. 
2. No espero que las cosas me salgan bien. 
3. Siento que mi futuro no tiene esperanza y que las cosas solamente van a empeorar. 
 
3.  Fracaso 
0. No me siento como un fracaso. 
1. He fracasado mas de lo que deberia. 
2. Mirando a mi pasado, veo muchos fracasos.  
3. Siento que como persona, soy un fracaso total. 
 
4.  Falta de Placer 
0. Obtengo tanto placer como antes de las cosas que disfruto. 
1. No disfruto de las cosas tanto como antes. 
2. Obtengo muy poco placer de las cosas que solia disfrutar.  
3. No puedo obtener ningun placer de las cosas que antes disfrutaba. 
 
5.  Sentimientos de Culpa 
0. No me siento particularmente culpable. 
1.   Me siento culpable por muchas cosas que he hecho o deberia haber hecho y no las hice. 
2. Me siento bastante culpable la mayor parte del tiempo. 
3. Me siento culpable todo el tiempo. 
6.  Sentimientos de Castigo 
0. No siento que estoy siendo castigado(a) por la vida. 
1. Siento que quiza este siendo castigado(a) por la vida. 
2. Espero ser castigador(a) por la vida. 
3. Siento que estoy siendo castigado(a) por la vida. 
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7.   Auto-Desprecio 
0. Me siento igual que siempre acerca de mi persona. 
1. He perdido la confianza en mi mismo(a). 
2. Me siento decepcionado(a) conmigo mismos(a). 
3. No me gusta quien soy. 
 
8.  Auto-Critica 
0. No me critico o me culpo a mi mismo(a) mas que de costumbre. 
1.   Me critico a mi mismo(a) mas de lo que solia hacerlo. 
2. Me critico a mi mismo(a) por todos mis defectos. 
3. Me culpo a mi mismo(a) por todo lo malo que sucede. 
 
9.   Pensamientos o Deseos Suicidas 
0. No tengo ningun pensamiento de matarme. 
1, He tenido pensamientos de matarme, pero no lo haria. 
2. Quisiera matarme. 
3. Me mataria si tuviera la oportunidad. 
 
10.  Llanto 
0. No lloro mas de lo que solia llorar. 
1. Lloro mas de lo que solia llorar. 
2. Lloro por cualquier cosa. 
3. Siento que aunque quiero llorar, no puedo. 
 
11.  Agitación 
0. No estoy mas inquieto(a) o tenso(a) que de costumbre. 
1. Me siento mas inquieto(a) o tenso(a) que de costumbre. 
2. Estoy tan inquieto(a) o agitado(a) que me es difícil quedarme quieto. 
3. Estoy tan inquieto(a) o agitado(a) que tengo que estar moviendome constantemente o 
 o haciendo algo.   
 
12.  Falta de Interes 
0. No he perdido el interes en otras personas o actividades. 
1. Ahora estoy menos interesado(a) en otras personas o actividades que antes. 
2. He perdido mucho interes en otras personas o actividades. 
3. Se me hace difícil tratar de interesarme en cualquier cosa.   
 
13.  Indecisión 
0. Tomo mis decisiones tan bien como siempre. 
1. Se me hace mas difícil tomar decisiones que de costumbre. 
2. Ahora tengo mucha mas dificultad en tomar decisiones que de costumbre. 
3. Tengo dificultad en tomar cualquier decisión.   
 
14.  Falta de Valor Personal 
0. No siento que soy inservible. 
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1. No me considero que sea tan valioso y util como antes. 
2. Me siento inservible en comparación con otras personas. 
3. Me siento completamente inservible.    
 
15.  Falta de Energia 
0. Tengo tanta energia como siempre. 
1. Tengo menos energia de la que solia tener. 
2. No tengo suficiente energia para hacer muchas cosas. 
3. No tengo suficiente energia para hacer nada. 
 
16.  Cambios en el Patron de Sueno 
0. No he experimentado ningun cambio en mi patron de sueno. 
1ª Duermo algo mas que de costumbre. 
1b Duermo algo menos que de costumbre. 
2ª. Duermo mucho mas que de costumbre. 
2b. Duermo mucho menos que de costumbre. 
3ª. Duermo todo el dia. 
3b. Despierto 1-2 horas mas temprano y no puedo volver a dormir. 
 
17.  Irritabilidad 
0. No estoy mas irritado(a) que de costumbre. 
1. Estoy mas irritado(a) que de costumbre. 
2. Estoy mucho mas irritado(a) que de costumbre. 
3. Estoy irritado(a) todo el tiempo. 
 
18.  Cambios de Apetito 
0. No he experimentado ningun cambio en mi apetito. 
  
1ª Tengo un poco menos de apetito que de costumbre. 
1b Tengo un poco mas de apetito que de costumbre. 
 
2ª Tengo mucho menos apetito que de costumbre. 
2b Tengo muchos mas apetito que de costumbre.  
 
3ª No tengo nada de apetito. 
3b Tengo muchas ganas de comer todo el tiempo. 
19.  Dificultades de Concentración 
0. Me puedo concentrar tan bien como siempre. 
1. No me puedo concentrar tan bien como acostumbraba. 
2. Es difícil mantener mi mente en algo por mucho tiempo. 
3. Me doy cuenta que no puedo concentrarme en nada. 
 
20.  Cansancio o Fatiga 
0. No me canso o fatigo mas que de costumbre 
1. Me canso o fatigo mas fácilmente que de costumbre. 
2. Estoy muy cansado(a) o fatigado(a) para hacer muchas de las cosas que antes hacia. 
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3. Estoy muy cansado(a) o fatigado(a) para hacer la mayoria de las cosas que antes hacia. 
 
 
21.  Falta de Interes en el Sexo 
0. Recientemente no he notado ningun cambio en mi deseo sexual. 
1. Estoy menos interesado(a) en el sexo que antes. 
2. Ahora tengo mucho menos interes en el sexo que antes. 
3. He perdido el interes en el sexo por completo. 
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Appendix V 
Fecha: 
Numero del expediente medico: 
 
Evaluación del Riesgo de Suicidio 
 
Usted tiene un historial de conducta suicida? 
 
 
 
Si respondió afirmativamente, ¿cuántas veces, cuándo y cómo usted lo intentó? 
 
 
Ideación: 
 
 
• Frecuencia: ____ mensualmente ____ semanalmente ____diario 
 
• Intensidad: 1-----------2-----------3-----------4-----------5 
 
                               Baja                                                      Alta 
 
• ¿Cuál fue la duración de los episodios de pensamientos suicidas? (segundos, minutos, 
horas, constantemente?) 
 
Especifique: ____________________________________________________ 
 
Plan:  
 
1__________2__________3__________4__________5 
Vago                                                                                muy específico 
 
 
Método: ________________________________________________________________ 
 
 
Disponibilidad: ___ lo tiene en la casa   ___ fácilmente accesible   ___ poca accesibilidad 
 
Letalidad o letalidad percibida del método y plan: 
 
 
1__________2__________3__________4__________5 
Letalidad                      letalidad                                      letalidad 
baja/probabilidad         moderada/probabilidad               alta/probabilidad  
de rescate baja            de rescate intermedia                  de rescate alta 
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Intento:  
 
___ ninguno  ___ bajo  ___ medio  ___ alto 
 
Conducta preparatoria: 
(por ejemplo: nota de suicidio, hacer testamento, regalar pertenencias, “anticipar/planear 
visualmente o físicamente el suicidio” 
 
Autocontrol: 
 
1__________2__________3__________4__________5 
Completamente                                                                completamente fuera de control 
capaz de controlarse                                                         o controlado por impulsos 
 
 
 
Razones para vivir (lista): __________________________________________________ 
 
 
Razones para morir (lista): __________________________________________________ 
 
 
 
Evaluación del médico sobre el riesgo de suicidio: 
 
Riesgo de suicidio actual: ___ ninguno      ___ bajo       ___ medio       ___ alto 
 
Explicación:  
 
 
 
 
Intervención realizada: 
 
 
Justificación para las acciones realizadas: 
 
 
 
Firma: ______________________________________      Fecha: ___________________  
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Appendix W 
 
 
FORMATO DE SESIÓN INFORMATIVA 
 
Título del estudio: Los efectos del género, etnicidad y estatus socioeconómico al enfrentarse 
al VIH. 
 
Acerca del estudio: El presente estudio investiga la correlación que existe entre  género, 
etnicidad, estatus socioeconómico, modo de exposición al VIH, estrategias utilizadas para 
enfrentarlo, apoyo social, estrés percibido, recursos preventivos, depresión, y el avance de la 
enfermedad en pacientes a los que se les ha diagnosticado con el VIH. El objetivo principal del 
presente estudio es demostrar que existe una relación lineal entre género, etnicidad, estatus 
socioeconómico, manera de enfrentar el VIH (utilizando diversas estrategias para enfocarse en el 
problema o estrategias que se enfocan en las emociones), apoyo social percibido, percepción de 
los causantes del estrés, recursos preventivos, nivel de depresión, y el avance del VIH en un 
periodo de 9 a 12 meses indicado por el conteo de las células operantes CD4. Específicamente, 
mientras mayor sea el número de estrategias que se enfocan en los problemas, el apoyo social 
percibido, el estrés, los recursos preventivos, y al mismo tiempo menor el nivel de depresión, el 
avance del VIH entre hombres y mujeres es menor. El segundo objetivo del presente estudio es 
demostrar que, entre aquellos a los que se les ha diagnosticado el VIH, existe una interacción 
entre género, etnicidad, modo de transmisión, estatus socioeconómico, uso de estrategias que se 
enfocan en las emociones versus aquellas que se enfocan en la resolución de problemas, apoyo 
social percibido, percepción del estrés, recursos preventivos, nivel de depresión, y el avance de la 
infección del VIH indicado por el conteo de células operantes CD4 en un período de 9 a 12 
meses.  
 Los pacientes que participen en el estudio completarán un estudio demográfico, el 
historial del uso de medicamentos antiretrovirales y la fecha de diagnóstico positivo inicial del 
VIH. Asimismo, completarán una escala socioeconómica y una escala de estrategias de 
afrontamiento que evaluarán el tipo de estrategias utilizadas al enfrentarse al VIH, una escala de 
apoyo social para evaluar sus recursos sociales, una escala de estrés percibido, un inventario de 
recursos preventivos, y un inventario de depresión para examinar el nivel de depresión. Por 
último, se evaluará el avance del VIH/SIDA en cada paciente examinando su historial de 
laboratorio así como su historial relativo a la enfermedad. Después de nueve meses de la primera 
revisión del expediente de laboratorio se realizará una segunda revisión del expediente médico 
general y se comparará el conteo de las células operantes CD4 de referencia con un segundo 
conteo. Cabe mencionar que se observará cualquier infección detectada.  
 
Servicios de Salud Mental: 
 
Clínica David Powell, Servicios de  
Orientación en Psicología Clínica.  
(Orientado a objetivos, terapia a corto plazo) 
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4614 Norte de la IH-35, 
Austin, TX 78751 
(512) 972-4900 
 
Servicios de Orientación Waterloo  
(Orientación a largo plazo) 
3000 Sur de la IH 35, Suite 315  
Austin, Texas 78704 
(512)-444-9922 
 
Centro de Salud del Area de la Capital  
(Orientación a largo plazo) 
1106 Clayton Lane, Suite 105-W 
Austin, Texas  78723 
(512) 302-1000 
 
Programa CARE 
(Administración de casos y acceso a cuidado psiquiátrico) 
1633 Este de la Calle 2.   
Austin, TX  78702 
(512)-804-3650 
 
YWCA de Austin  
Servicios para la Mujer 
(Orientación a corto plazo) 
2015 Sur de la IH 35, Suite 110   
Austin, TX 78741 
(512)-326-1222  
 
 
 
Firma del Participante       Fecha  
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Appendix X 

Characteristics of Complete Data Set 

 
Crosstabulation of gender and ethnicity 
  ethnicity Total
  white black Hispanic other  
gender Male 30 13 18 1 62
  female 1 12 3 0 16
Total 31 25 21 1 78

 
 
Crosstabulation of gender/ethnicity/mode of transmission of HIV 

  

Ethnicity  

White black Hispanic other Total  
male sex 
with men 

gender Male 25 6 14 1 46
Female 0 0 1* 0 1

Total 25 6 15 1 47
male sex 
with men 
and IVDU 

gender Male 4      4
Female        

Total 4      4
IVDU gender Male  1 1   2

Female  3 0   3
Total  4 1   5

female sex 
with female 

gender Male 1     1
Female        

Total 1     1
female sex 
with female 
and IVDU 

gender Male   1*   1
Female        

Total   1*   1
blood 
transfusion 
or related to 
hemophelia 

gender Male 1 1     2
Female 0 2     2

Total 1 3     4
heterosexual 
contact 

gender Male  3 2   5
Female  7 1   8

Total  10 3   13
heterosexual 
contact and 
IVDU 

gender Male 0 1 0   1
Female 1 0 1   2

Total 1 1 1   3
*Transgender identified as both a male and female. 
 
 
Crosstabulation of gender/ethnicity/language spoken  

Language   

Ethnicity Total

White black Hispanic Other  
English gender Male 30 13 10 1 54
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language female 1 11 1 0 13
Total 31 24 11 1 67

Spanish 
language 

 
gender 

Male  0 8   8
female  1 2   3

Total  1 10   11
  
  
Crosstabulation of level of gender/ethnicity/education 

educati
on   

Ethnicity 
Tot
al 

White black Hispanic 
oth
er  

less 
than a 
high 
school 
degree 

 
gend
er 

Male 3 2 3   8
femal
e 1 3 2   6

Total 4 5 5   14
high 
school 
graduat
e and 
any 
other 
degrees 

 
gend
er 

Male 2
7

1
1

1
5 1 54

femal
e 0 9 0 0 9

Total 2
7

2
0

1
5 1 63

 
   
 
Crosstabulation of gender/ethnicity/regimen consistency 
Regimen 
consistency 

 
 

Total

   white black Hispanic other  
Consistently male 19 10 14 1 44
  female 1 7 0 0 8
  Total 20 17 14 1 52
Inconsistently male 5 3 1 0  9
  female 0 0 2 0  2
  Total 5 3 2 0  11
not at all male 6 0 3 0  9
  female 0 5 1 0  6
  Total 6 5 4 0  15

 
 
 
 
 
 
 
 
Crosstabulation of gender/ethnicity/housing status  
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Housing   

Ethnicity Total 

White black Hispanic other  

 



  

Renting 
or owning 
a home 
or staying 
at 
residence 
of family 
or friends 

gender male 29 13 17 1 60
female 1 11 3 0 15

Total 

30 24 20 1 75

homeless gender male 1 0 1   2
female 0 1 0   1

Total 1 1 1   3

 
Crosstabulation of gender/ethnicity/income level 

income   

Ethnicity Total 

White black Hispanic other  
Income 
less 
than 
$10,000  

gender Male 20 8 13 1 42
Female 1 8 3 0 12

Total 21 16 16 1 54
Income 
greater 
than 
$10,000 

gender Male 10 5 5   20
Female 0 4 0   4

Total 10 9 5   24

 
Crosstabulation of gender/ethnicity/employment status 

employment   
Ethnicity Total

white black Hispanic other  
unemployed gender male 27 11 14 1 53

female 1 11 3 0 15
Total 28 22 17 1 68

employed 
part-time or 
full-time 

gender male 3 2 4   9
female 0 1 0   1

Total 3 3 4   10

 
Crosstabulation of gender/ethnicity/number of dependents  

dependents   

Ethnicity Total

White black Hispanic other  
1 or more 
dependents 

gender male 2 0 3   5
female 0 2 2   4

Total 2 2 5   9
No 
dependents 

gender male 28 13 15 1 57
female 1 10 1 0 12

Total 29 23 16 1 69
 
Crosstabulation of gender/ethnicity/number of children receiving public 
assistance 

number of children 
receiving public 
assistance   

Ethnicity Total

White black Hispanic other  
0 gender male 27 10 15 1 53
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female 1 8 2 0 11
Total 28 18 17 1 64

1-2 gender male 2 3 3   8
female 0 4 1   5

Total 2 7 4   13
3-4 gender male 1     1

female       
Total 1     1

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix Y 

Analyses of Scales 

Hypothesis #1 
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Analysis #1  
Regression 
 
   
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 ethnicity, re-
coded 
gender(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .151(a) .023 -.003 210.02217
a  Predictors: (Constant), ethnicity, re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 77340.669 2 38670.334 .877 .420(a) 

Residual 3308198.5
11 75 44109.313    

Total 3385539.1
79 77     

a  Predictors: (Constant), ethnicity, re-coded gender 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

UnstandardizedCoefficie
nts 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 19.109 58.873  .325 .746 

re-coded gender 49.839 59.456 .097 .838 .405 
ethnicity -32.270 28.544 -.130 -1.131 .262 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 

 
 
 
Analysis #2  
Regression 
 
 Variables Entered/Removed(b) 
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Model 
Variables 
Entered 

Variables 
Removed Method 

1 interaction_
whiteml, 
interaction_
blackfm, 
interaction_
blackml, re-
coded 
gender(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .183(a) .033 -.020 211.72925
a  Predictors: (Constant), interaction_whiteml, interaction_blackfm, interaction_blackml, re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 113002.02

3 4 28250.506 .630 .643(a) 

Residual 3272537.1
57 73 44829.276    

Total 3385539.1
79 77     

a  Predictors: (Constant), interaction_whiteml, interaction_blackfm, interaction_blackml, re-coded gender 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -95.368 48.574  -1.963 .053 

re-coded gender 55.618 116.476 .108 .478 .634 
interaction_blackml 76.676 76.209 .137 1.006 .318 
interaction_blackfm 53.500 122.242 .093 .438 .663 
interaction_whiteml 80.735 62.079 .189 1.301 .198 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 

 
 
 
Analysis #3  
Regression 
 
Variables Entered/Removed(b) 
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Model 
Variables 
Entered 

Variables 
Removed Method 

1 Hispanic, 
re-coded 
gender, 
interaction_
hisml(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .187(a) .035 -.004 210.11320
a  Predictors: (Constant), Hispanic, re-coded gender, interaction_hisml 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 118619.96

3 3 39539.988 .896 .448(a) 

Residual 3266919.2
16 74 44147.557    

Total 3385539.1
79 77     

a  Predictors: (Constant), Hispanic, re-coded gender, interaction_hisml 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -15.136 31.676  -.478 .634 

re-coded gender 21.213 66.327 .041 .320 .750 
interaction_hisml -56.009 146.860 -.113 -.381 .704 
Hispanic -30.410 134.580 -.065 -.226 .822 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

 
 
 
Analysis #4 
Regression  

 
 Variables Entered/Removed(b) 
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Model 
Variables 
Entered 

Variables 
Removed Method 

1 

re-coded 
employment
, re-coded 
dependents, 
re-coded 
housing, re-
coded 
education, 
income(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .375(a) .140 .080 202.08728
a  Predictors: (Constant), re-coded dependents, re-coded employment, re-coded housing, re-coded education, 
income 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 473716.69

1 5 94743.338 2.320 .052(a)* 

Residual 2899588.1
92 71 40839.270    

Total 3373304.8
83 76     

a  Predictors: (Constant), re-coded employment, re-coded dependents, re-coded housing, re-coded education, 
income 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 
 
 
 Coefficients(a) 
 

 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 31.546 84.743  .372 .711

education 42.770 62.387 .079 .686 .495
income -81.684 52.752 -.181 -1.548 .126
dependents -51.075 79.611 -.074 -.642 .523
housing -305.651 120.746 -.283 -2.531 .014*
employment -128.797 69.016 -.207 -1.866 .066

*Correlation is significant at the .05 level. 
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Analysis #5 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
Social 
Economic 
Status 
(sum=edu, 
income, 
housing, 
dependents, 
employment
)(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .022(a) .000 -.013 211.00890
a  Predictors: (Constant), Social Economic Status (sum=edu, income, housing, dependents, employment) 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 1657.752 1 1657.752 .037 .848(a) 

Residual 3383881.4
28 76 44524.756    

Total 3385539.1
79 77     

a  Predictors: (Constant), Social Economic Status (sum=edu, income, housing, dependents, employment) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -20.803 62.261  -.334 .739

Social Economic Status 
(sum=edu, income, 
housing, dependents, 
employment) 

-4.755 24.641 -.022 -.193 .848

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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Analysis #6  
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
computer(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .202(a) .041 .028 206.70048
a  Predictors: (Constant), re-coded computer 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 138432.36

0 1 138432.360 3.240 .076(a) 

Residual 3247106.8
19 76 42725.090    

Total 3385539.1
79 77     

a  Predictors: (Constant), re-coded computer 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
  
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -19.736 24.360  -.810 .420 

Computer vs paper -158.097 87.831 -.202 -1.800 .076 
a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
  
Analysis #7 
Regression  
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 
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1 heterosexua
l contact, 
IVDU, male 
sex with 
male(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .264(a) .070 .030 209.48229
a  Predictors: (Constant), heterosexual contact, IVDU, male sex with male 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 233390.64

9 3 77796.883 1.773 .160(a) 

Residual 3115681.0
31 71 43882.831    

Total 3349071.6
80 74     

a  Predictors: (Constant), heterosexual contact, IVDU, male sex with male 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -16.939 41.262  -.411 .683 

male sex with male .744 19.782 .008 .038 .970 
IVDU -226.294 101.864 -.267 -2.222 .030* 
heterosexual contact -18.118 125.678 -.032 -.144 .886 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 

 
 
 
 
 
 
 
 
 
Analysis #8 
Regression  
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Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 

Accepting 
Responsibili
ty average 
response/w
oc, Seeking 
Social 
Support 
average 
response/w
oc, Self-
Controlling 
average 
response/w
oc, 
Distancing 
average 
response/w
oc, 
Confrontive 
Coping 
average 
response/w
oc(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .163(a) .027 -.041 213.94379
a  Predictors: (Constant), Accepting Responsibility average response/woc, Seeking Social Support average 
response/woc, Self-Controlling average response/woc, Distancing average response/woc, Confrontive Coping 
average response/woc 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 89959.135 5 17991.827 .393 .852(a) 

Residual 3295580.0
45 72 45771.945    

Total 3385539.1
79 77     

a  Predictors: (Constant), Accepting Responsibility average response/woc, Seeking Social Support average 
response/woc, Self-Controlling average response/woc, Distancing average response/woc, Confrontive Coping 
average response/woc 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -110.926 88.558  -1.253 .214

Confrontive Coping 
average response/woc 23.106 48.782 .069 .474 .637

Distancing average 
response/woc 40.479 52.067 .113 .777 .439

Self-Controlling average 
response/woc 18.296 54.658 .046 .335 .739

Seeking Social Support 
average response/woc 19.196 39.201 .071 .490 .626

Accepting Responsibility 
average response/woc -44.512 49.166 -.138 -.905 .368

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 

Analysis #9 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 

Positive 
Reappraisal 
average 
response/w
oc, Escape-
Avoidance 
average 
response/w
oc, Planful 
Problem 
Solving 
average 
response/w
oc(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
  
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 
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1 .309(a) .095 .059 203.45441
a  Predictors: (Constant), Positive Reappraisal average response/woc, Escape-Avoidance average response/woc, 
Planful Problem Solving average response/woc 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 322405.53

8 3 107468.513 2.596 .059(a)* 

Residual 3063133.6
41 74 41393.698    

Total 3385539.1
79 77     

a  Predictors: (Constant), Positive Reappraisal average response/woc, Escape-Avoidance average response/woc, 
Planful Problem Solving average response/woc 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Model is significant at the .05 level. 
 
  
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -4.019 82.127  -.049 .961

Escape-Avoidance 
average response/woc 74.401 32.759 .254 2.271 .026*

Planful Problem Solving 
average response/woc -3.607 32.949 -.013 -.109 .913

Positive Reappraisal 
average response/woc -64.335 35.203 -.211 -1.828 .072

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 

 
Analysis #10 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

 212 
 



  

1 

Relative 
Score-
Accepting 
Responsibili
ty/woc, 
Relative 
Score-Self-
Controlling/
woc, 
Relative 
Score-
Distancing/
woc, 
Relative 
Score-
Confrontive 
Coping/woc, 
Relative 
Score-
Seeking 
Social 
Support/wo
c(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .175(a) .031 -.037 213.48096
a  Predictors: (Constant), Relative Score-Accepting Responsibility/woc, Relative Score-Self-Controlling/woc, Relative 
Score-Distancing/woc, Relative Score-Confrontive Coping/woc, Relative Score-Seeking Social Support/woc 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 104202.58

5 5 20840.517 .457 .807(a) 

Residual 3281336.5
95 72 45574.119    

Total 3385539.1
79 77     

a  Predictors: (Constant), Relative Score-Accepting Responsibility/woc, Relative Score-Self-Controlling/woc, Relative 
Score-Distancing/woc, Relative Score-Confrontive Coping/woc, Relative Score-Seeking Social Support/woc 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -319.735 229.218  -1.395 .167

Relative Score-Confrontive 
Coping/woc 416.988 666.477 .088 .626 .534

Relative Score-
Distancing/woc 773.393 677.355 .156 1.142 .257

Relative Score-Self-
Controlling/woc 436.100 644.075 .095 .677 .501

Relative Score-Seeking 
Social Support/woc 669.768 523.556 .183 1.279 .205

Relative Score-Accepting 
Responsibility/woc 96.292 650.132 .019 .148 .883

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

Analysis #11 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Relative 
Score-
Positive 
Reappraisal
-woc, 
Relative 
Score-
Planful 
Problem 
Solving-
woc, 
Relative 
Score-
Escape-
Avoidance/
woc(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .333(a) .111 .075 201.70131
a  Predictors: (Constant), Relative Score-Positive Reappraisal-woc, Relative Score-Planful Problem Solving-woc, 
Relative Score-Escape-Avoidance/woc 
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 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 374966.27

5 3 124988.758 3.072 .033(a)* 

Residual 3010572.9
04 74 40683.418    

Total 3385539.1
79 77     

a  Predictors: (Constant), Relative Score-Positive Reappraisal-woc, Relative Score-Planful Problem Solving-woc, 
Relative Score-Escape-Avoidance/woc 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Model is significant at the .05 level. 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 106.113 146.389  .725 .471

Relative Score-Escape-
Avoidance/woc 518.715 519.266 .131 .999 .321

Relative Score-Planful 
Problem Solving-woc -361.661 438.142 -.107 -.825 .412

Relative Score-
Positive Reappraisal-
woc 

-895.489 432.818 -.254 -2.069 .042*

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 

  
Analysis #12  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Total Sum 
Emotion 
Focused 
Coping, 
Total Sum 
Problem 
Focused 
Coping(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .194(a) .038 .012 208.42118
a  Predictors: (Constant), Total Sum Emotion Focused Coping, Total Sum Problem Focused Coping 
 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares Df Mean Square F Sig. 
1 Regression 127585.20

8 2 63792.604 1.469 .237(a) 

Residual 3257953.9
72 75 43439.386    

Total 3385539.1
79 77     

a  Predictors: (Constant), Total Sum Emotion Focused Coping, Total Sum Problem Focused Coping 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -51.011 90.525  -.564 .575 

Total Sum Problem 
Focused Coping 1.838 1.092 .226 1.682 .097 

Total Sum Emotion 
Focused Coping -1.573 1.336 -.158 -1.177 .243 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

Analysis #13 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Beck 
Depression 
Inventory 
Sum(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .161(a) .026 .013 208.29812
a  Predictors: (Constant), Beck Depression Inventory Sum 
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 ANOVA(b) 
 

Model   
Sum of 

Squares Df Mean Square F Sig. 
1 Regression 88042.962 1 88042.962 2.029 .158(a) 

Residual 3297496.2
17 76 43388.108    

Total 3385539.1
79 77     

a  Predictors: (Constant), Beck Depression Inventory Sum 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -78.644 40.412  -1.946 .055 

Beck Depression 
Inventory Sum 2.785 1.955 .161 1.424 .158 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

 
Analysis #14  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Perceived 
Stress 
Scale(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .177(a) .031 .019 207.72283
a  Predictors: (Constant), Perceived Stress Scale 
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ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 106232.46

4 1 106232.464 2.462 .121(a) 

Residual 3279306.7
16 76 43148.773    

Total 3385539.1
79 77     

a  Predictors: (Constant), Perceived Stress Scale 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -147.370 77.260  -1.907 .060

Perceived Stress Scale 5.449 3.473 .177 1.569 .121
a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

Analysis #15 
Regression 
  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 MSPSS-
Friends, 
MSPSS-
Family, 
MSPSS-
Significant 
Others(a) 

. Enter 

a  Tolerance = .000 limits reached. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .314(a) .099 .056 216.14333
a  Predictors: (Constant), MSPSS-Friends, MSPSS-Family, MSPSS-Significant Others 
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ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 323019.89

2 3 107673.297 2.305 .085(a) 

Residual 2943230.0
48 63 46717.937    

Total 3266249.9
40 66     

a  Predictors: (Constant), MSPSS-Friends, MSPSS-Family, MSPSS-Significant Others 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -117.478 103.916  -1.131 .263

MSPSS-Significant Others 1.933 4.682 .061 .413 .681
MSPSS-Family 9.520 4.090 .303 2.328 .023*
MSPSS-Friends -6.657 5.155 -.186 -1.291 .201

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 
 
 Excluded Variables(b) 
 

Model   Beta In T Sig. 
Partial 

Correlation 
Collinearity 
Statistics 

    Tolerance Tolerance Tolerance Tolerance Tolerance 
1 MSPSS Sum .(a) . . . .000 

a  Predictors in the Model: (Constant), MSPSS-Friends, MSPSS-Family, MSPSS-Significant Others 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

 
Analysis #16  
Abbreviations for Preventive Resources Inventory Analyses:  SCN=Scanning, 
ACL=Accepting Limitations, IDC=Identify Comfort, BAL=Balance, SAC=Self-Acceptance, 
ANT=Anticipation of Demands, REC=Recognition of Opportunities to Prevent Stress, 
PAH=Planning Ahead, FTH=Follow Through, SOC=Social Resourcefulness, RCP=Reciprocity 
in Relationships, CMF=Comfort in Relationships, FLX=Maintaining a Flexible Perspective, 
PCN=Perceived Control, MPR=Maintaining Perspective, EFF=Efficacy, MST=Mastery, 
PRS=Persistence, SDR=Maintaining Self-Direction, COG=Cognitive Restructuring of 
Perspective, KYL=Knowing Your Limits, FDB=Feedback from Relationships, ASS=Assistance 
in Relationships 
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Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
pri SCN 
(Scanning), 
pri ACL 
(accepting 
limitations), 
pri IDC 
(idendify 
comfort), pri 
BAL 
(Balance)(a) 

. Enter 

a  Tolerance = .000 limits reached. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
 Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .258(a) .067 .015 208.06148
a  Predictors: (Constant), pri SCN ((Scanning), pri ACL (accepting limitations), pri IDC (idendify comfort), pri BAL 
(Balance) 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 225400.02

9 4 56350.007 1.302 .277(a) 

Residual 3160139.1
51 73 43289.577    

Total 3385539.1
79 77     

a  Predictors: (Constant), pri SCN ((Scanning), pri ACL (accepting limitations), pri IDC (idendify comfort), pri BAL 
(Balance) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 141.021 205.197  .687 .494

pri IDC (idendify 
comfort) -90.815 46.870 -.281 -1.938 .057*

pri ACL (accepting 
limitations) 31.612 47.896 .085 .660 .511

pri BAL (Balance) 45.314 61.652 .145 .735 .465
pri SCN ((Scanning) -42.176 59.136 -.119 -.713 .478

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 
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 Excluded Variables(b) 
 

Model   Beta In t Sig. 
Partial 

Correlation 
Collinearity 
Statistics 

    Tolerance Tolerance Tolerance Tolerance Tolerance 
1 pri SAC (Self-acceptance) .254(a) .020 .984 .002 8.02E-005

a  Predictors in the Model: (Constant), pri SCN ((Scanning), pri ACL (accepting limitations), pri IDC (idendify comfort), 
pri BAL (Balance) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

Analysis #17  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 

pri SOC 
(Social 
Resourceful
ness), pri 
FTH (Follow 
Through), 
pri ANT 
(Anticipation 
of 
Demands), 
pri REC 
(Recognitio
n of 
Opportunitie
s to Prevent 
Stress)(a) 

. Enter 

a  Tolerance = .000 limits reached. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .203(a) .041 -.011 210.85080
a  Predictors: (Constant), pri SOC (Social Resourcefulness), pri FTH (Follow Through), pri ANT (Anticipation of 
Demands), pri REC (Recognition of Opportunities to Prevent Stress) 
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ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 140100.66

8 4 35025.167 .788 .537(a) 

Residual 3245438.5
12 73 44458.062    

Total 3385539.1
79 77     

a  Predictors: (Constant), pri SOC (Social Resourcefulness), pri FTH (Follow Through), pri ANT (Anticipation of 
Demands), pri REC (Recognition of Opportunities to Prevent Stress) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 91.640 189.257  .484 .630

pri ANT (Anticipation of 
Demands) -21.972 53.002 -.063 -.415 .680

pri REC (Recognition of 
Opportunities to Prevent 
Stress) 

85.900 62.641 .238 1.371 .174

pri FTH (Follow Through) -8.977 31.825 -.040 -.282 .779
pri SOC (Social 
Resourcefulness) -92.847 67.991 -.229 -1.366 .176

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Excluded Variables(b) 
 

Model   Beta In t Sig. 
Partial 

Correlation 
Collinearity 
Statistics 

    Tolerance Tolerance Tolerance Tolerance Tolerance 
1 pri PAH (Planning Ahead) .(a) . . . .000

a  Predictors in the Model: (Constant), pri SOC (Social Resourcefulness), pri FTH (Follow Through), pri ANT 
(Anticipation of Demands), pri REC (Recognition of Opportunities to Prevent Stress) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
 
 
 
 
 
 
 
 
 
 222 
 



  

Regression #18 
 Variables Entered/Removed(b) 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 

priPCN 
(Percieved 
Control), 
priCMF 
(comfort in 
Relationship
s), priASS 
(Assistance 
in 
Relationship
s), priFDB 
(Feedback 
from 
Relationship
s), pri RCP 
(Reciprocity 
in 
Relationship
s)(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
  
 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .235(a) .055 -.010 210.75677
a  Predictors: (Constant), priPCN (Percieved Control), priCMF (comfort in Relationships), priASS (Assistance in 
Relationships), priFDB (Feedback from Relationships), pri RCP (Reciprocity in Relationships) 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 187413.11

6 5 37482.623 .844 .523(a) 

Residual 3198126.0
64 72 44418.418    

Total 3385539.1
79 77     

a  Predictors: (Constant), priPCN (Percieved Control), priCMF (comfort in Relationships), priASS (Assistance in 
Relationships), priFDB (Feedback from Relationships), pri RCP (Reciprocity in Relationships) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 130.598 190.065  .687 .494 

pri RCP (Reciprocity 
in Relationships) 12.233 61.801 .033 .198 .844 

priCMF (comfort in 
Relationships) -.083 44.365 .000 -.002 .999 

priFDB (Feedback 
from Relationships) 45.907 45.691 .149 1.005 .318 

priASS (Assistance in 
Relationships) -20.987 34.596 -.086 -.607 .546 

priPCN (Percieved 
Control) -79.236 54.660 -.258 -1.450 .152 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
Analysis #19 
Regression 
 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 

priFLX 
(Maintaining 
a Flexible 
perspective)
, priMST 
(Mastery), 
priEFF 
(Efficacy), 
priPRS 
(Persistanc
e), priMPR 
(Maintaining 
Perspective
)(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .386(a) .149 .090 200.04603
a  Predictors: (Constant), priFLX (Maintaining a Flexible perspective), priMST (Mastery), priEFF (Efficacy), priPRS 
(Persistance), priMPR (Maintaining Perspective) 
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 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 504213.26

0 5 100842.652 2.520 .037(a)* 

Residual 2881325.9
19 72 40018.416    

Total 3385539.1
79 77     

a  Predictors: (Constant), priFLX (Maintaining a Flexible perspective), priMST (Mastery), priEFF (Efficacy), priPRS 
(Persistance), priMPR (Maintaining Perspective) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Model is significant at the .05 level. 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 52.934 163.488  .324 .747

priEFF (Efficacy) 8.817 34.505 .034 .256 .799
priMST (Mastery) -75.536 25.109 -.395 -3.008 .004*
priPRS (Persistance) 96.112 54.545 .292 1.762 .082
priMPR (Maintaining 
Perspective) -74.247 112.181 -.206 -.662 .510

priFLX (Maintaining a 
Flexible perspective) 19.211 85.597 .061 .224 .823

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 
 
 
Analysis #20 
Regression 
 

Variables Entered/Removedb 

Model 

Variables 

Entered 

Variables 

Removed Method 
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1 priSDR 

(Maintaining 

Self-Direction), 

priTEN 

mean(Q9, Q10, 

Q75), priKYL 

(Knowing your 

limits), priCOG 

(Cognitive 

Restructuring of 

Perspective), pri-

PRI mean(Q1-

Q82)a 

. Enter 

a. All requested variables entered.  

b. Dependent Variable: difference between CD4 @ time 

1 and CD4 @ time 2 
 

Model Summary 

Model R R Square 

Adjusted R 

Square 

Std. Error of the 

Estimate 

1 .242a .059 -.007 210.37341

a. Predictors: (Constant), priSDR (Maintaining Self-Direction), priTEN 

mean(Q9, Q10, Q75), priKYL (Knowing your limits), priCOG 

(Cognitive Restructuring of Perspective), pri-PRI mean(Q1-Q82) 
 
ANOVAb 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 199037.348 5 39807.470 .899 .486a 

Residual 3186501.831 72 44256.970   

Total 3385539.179 77    

a. Predictors: (Constant), priSDR (Maintaining Self-Direction), priTEN mean(Q9, Q10, Q75), 

priKYL (Knowing your limits), priCOG (Cognitive Restructuring of Perspective), pri-PRI mean(Q1-

Q82) 

b. Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 

 
  

Coefficientsa 
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Model 

Unstandardized Coefficients 

Standardized 

Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) 229.149 214.837  1.067 .290

pri-TEN (Tension) 21.761 35.913 .095 .606 .546

pri-PRI (Sum of PRI items) -77.100 107.113 -.189 -.720 .474

priKYL (Knowing your limits) -11.842 66.840 -.030 -.177 .860

priCOG (Cognitive 

Restructuring of Perspective) 
46.730 59.968 .168 .779 .438

priSDR (Maintaining Self-

Direction) 
-45.720 48.783 -.175 -.937 .352

a. Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2   
 
Analysis #21  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 MSPSS 
Sum, pri 
PAH 
(Planning 
Ahead)(a) 

. Enter 

a  All requested variables entered. 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .137(a) .019 -.012 223.77727
a  Predictors: (Constant), MSPSS Sum, pri PAH (Planning Ahead) 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 61368.795 2 30684.397 .613 .545(a) 

Residual 3204881.1
45 64 50076.268    

Total 3266249.9
40 66     

a  Predictors: (Constant), MSPSS Sum, pri PAH (Planning Ahead) 
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b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -110.461 131.955  -.837 .406

pri PAH (Planning Ahead) -10.233 28.951 -.045 -.353 .725
MSPSS Sum 1.967 1.786 .140 1.101 .275

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 

 
 
Final Models for Hypothesis #1 
 
Analysis #22  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
IVDU, pri 
IDC 
(idendify 
comfort), re-
coded 
housing, 
MSPSS-
Family, 
Relative 
Score-
Positive 
Reappraisal
-woc(a) 

. Enter 

a  All requested variables entered. 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
  
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .618(a) .382 .329 185.48804
a  Predictors: (Constant), IVDU, pri IDC (idendify comfort), re-coded housing, MSPSS-Family, Relative Score-Positive 
Reappraisal-woc 
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 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 1234604.8

22 5 246920.964 7.177 .000(a)* 

Residual 1995537.1
63 58 34405.813    

Total 3230141.9
84 63     

a  Predictors: (Constant), IVDU, pri IDC (idendify comfort), re-coded housing, MSPSS-Family, Relative Score-Positive 
Reappraisal-woc 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Model is significant at the .05 level. 
 
 
  
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 165.578 134.993  1.227 .225

re-coded housing -242.050 115.046 -.228 -2.104 .040*
Relative Score-Positive 
Reappraisal-woc -852.456 402.655 -.232 -2.117 .039*

MSPSS-Family 13.078 3.442 .404 3.800 .000*
pri IDC (idendify 
comfort) -84.704 37.503 -.244 -2.259 .028*

IVDU -194.898 87.638 -.233 -2.224 .030*
a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 
 
Analysis #23 

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
Relative 
Score-
Escape-
Avoidance/
woc, 
priMST 
(Mastery), 
Escape-
Avoidance 
average 
response/w
oc(a) 

. Enter 

a  All requested variables entered. 
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b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .357(a) .127 .092 199.83384
a  Predictors: (Constant), Relative Score-Escape-Avoidance/woc, priMST (Mastery), Escape-Avoidance average 
response/woc 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 430455.58

0 3 143485.193 3.593 .017(a)* 

Residual 2955083.6
00 74 39933.562    

Total 3385539.1
79 77     

a  Predictors: (Constant), Relative Score-Escape-Avoidance/woc, priMST (Mastery), Escape-Avoidance average 
response/woc 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Model is significant at the .05 level. 
 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 97.666 106.877  .914 .364

priMST (Mastery) -52.587 21.972 -.275 -2.393 .019*
Escape-Avoidance 
average response/woc 1.632 68.741 .006 .024 .981

Relative Score-Escape-
Avoidance/woc 594.691 928.714 .151 .640 .524

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 
 
Analysis #24 

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 
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1 Escape-
Avoidance 
average 
response/w
oc(a) 

. Enter 

a  All requested variables entered. 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 
 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .224(a) .050 .037 205.71832
a  Predictors: (Constant), Escape-Avoidance average response/woc 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 169217.14

6 1 169217.146 3.999 .049(a)* 

Residual 3216322.0
33 76 42320.027    

Total 3385539.1
79 77     

a  Predictors: (Constant), Escape-Avoidance average response/woc 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Model is significant at the .05 level. 
  
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -112.495 46.553  -2.417 .018

Escape-Avoidance 
average response/woc 65.571 32.792 .224 2.000 .049*

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 
 

Analysis #25 

Regression  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 priMST 
(Mastery)(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .325(a) .105 .094 199.62765
a  Predictors: (Constant), priMST (Mastery) 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 356847.96

2 1 356847.962 8.955 .004(a)* 

Residual 3028691.2
18 76 39851.200    

Total 3385539.1
79 77     

a  Predictors: (Constant), priMST (Mastery) 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Model is significant at the .05 level. 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 194.878 79.083  2.464 .016 

priMST 
(Mastery) -62.138 20.765 -.325 -2.992 .004* 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
*Correlation is significant at the .05 level. 

 
Hypothesis #2 
 
Analysis #1 
Regression  
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 gender(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .013(a) .000 -.066 155.20448
a  Predictors: (Constant), gender 
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ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 59.322 1 59.322 .002 .961(a) 

Residual 361326.44
2 15 24088.429    

Total 361385.76
5 16     

a  Predictors: (Constant), gender 
b  Dependent Variable: change score 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 16.154 43.046  .375 .713 

Gender -4.404 88.742 -.013 -.050 .961 
a  Dependent Variable: changescore 

 
Analysis #2 
Regression  
  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Ethnicity(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: changescore 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .006(a) .000 -.067 155.21479
a  Predictors: (Constant), ethnicity 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 11.295 1 11.295 .000 .983(a) 

Residual 361374.46
9 15 24091.631    

Total 361385.76
5 16     

a  Predictors: (Constant), ethnicity 
b  Dependent Variable: changescore 
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Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 13.837 70.119  .197 .846 

Ethnicity .990 45.712 .006 .022 .983 
a  Dependent Variable: changescore 

  
Analysis #3 
Regression 

 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 IVDU(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: changescore 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .091(a) .008 -.058 154.56768
a  Predictors: (Constant), IVDU 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 3018.241 1 3018.241 .126 .727(a) 

Residual 358367.52
4 15 23891.168    

Total 361385.76
5 16     

a  Predictors: (Constant), IVDU 
b  Dependent Variable: changescore 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 21.286 41.310  .515 .614 

IVDU -34.952 98.337 -.091 -.355 .727 
a  Dependent Variable: changescore 
 

Analysis #4 
Regression  
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 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 rempl(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: changescore 
 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .010(a) .000 -.067 155.20868
a  Predictors: (Constant), employment 
 
.002(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 39.765 1 39.765 .002 .968(a) 

Residual 361346.00 15 24089.733    
Total 361385.76

5 16     

a  Predictors: (Constant), employment 
b  Dependent Variable: changescore 
 
 
 Coefficients(a) 
 

Model   
Unstandardized 

Coefficients 
Standardized 
Coefficients t Sig. 

    B Std. Error Beta B Std. Error 
1 (Constant) 15.500 38.802  .399 .695 
  employment -6.500 159.985 -.010 -.041 .968 

a  Dependent Variable: changescore 
 
 
Analysis #5 
Regression 
 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Housing(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: changescore 
 
 Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .540(a) .292 .244 130.64104
a  Predictors: (Constant), housing 
     ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 105379.53

1 1 105379.531 6.174 .025(a)* 

Residual 256006.23
3 15 17067.082    

Total 361385.76
5 16     

a  Predictors: (Constant), housing1 
b  Dependent Variable: changescore 
*Model is significant at the .05 level. 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 43.867 33.731  1.300 .213 

Housing -244.367 98.343 -.540 -2.485 .025* 
a  Dependent Variable: change score 
*Correlation is significant at the .05 level. 
 
 
Analysis #6  
Regression 
 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
computer(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: change score 
 
 
  
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .151(a) .023 -.042 153.43527
a  Predictors: (Constant), computer 
 
 ANOVA(b) 
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Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 8250.015 1 8250.015 .350 .563(a) 

Residual 353135.75
0 15 23542.383    

Total 361385.76
5 16     

a  Predictors: (Constant), computer 
b  Dependent Variable: change score 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 20.625 38.359  .538 .599 

Computer  -93.625 158.157 -.151 -.592 .563 
a  Dependent Variable: change score 
 

Analysis #7 
Regression 
 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Escape-
Avoidance 
average 
response/w
oc(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .082(a) .007 -.059 154.69196
a  Predictors: (Constant), Escape-Avoidance average response/woc 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 2441.750 1 2441.750 .102 .754(a) 

Residual 358944.01
5 15 23929.601    

Total 361385.76
5 16     

a  Predictors: (Constant), Escape-Avoidance average response/woc 
b  Dependent Variable: change score 
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 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -1.944 65.273  -.030 .977

Escape-Avoidance 
average response/woc 8.756 27.412 .082 .319 .754

a  Dependent Variable: change score 
 

 
Analysis #8 
Regression 
   
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Positive 
Reappraisal 
average 
response/w
oc(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .291(a) .085 .024 148.50661
a  Predictors: (Constant), Positive Reappraisal average response/woc 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 30572.589 1 30572.589 1.386 .257(a) 

Residual 330813.17
6 15 22054.212    

Total 361385.76
5 16     

a  Predictors: (Constant), Positive Reappraisal average response/woc 
b  Dependent Variable: change score 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 75.528 62.689  1.205 .247
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Positive Reappraisal 
average response/woc -32.093 27.258 -.291 -1.177 .257

a  Dependent Variable: changescore 

 
Analysis #9 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Relative 
Score-
Positive 
Reappraisal
-woc(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .181(a) .033 -.032 152.66523
a  Predictors: (Constant), Relative Score-Positive Reappraisal-woc 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 11785.670 1 11785.670 .506 .488(a) 

Residual 349600.09
5 15 23306.673    

Total 361385.76
5 16     

a  Predictors: (Constant), Relative Score-Positive Reappraisal-woc 
b  Dependent Variable: change score 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 36.251 47.478  .764 .457

Relative Score-Positive 
Reappraisal-woc -76.448 107.505 -.181 -.711 .488

a  Dependent Variable: change score 
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Analysis #10 

Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Totalsumpfc
oping(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .321(a) .103 .043 147.02817
a  Predictors: (Constant), Total sum problem focused coping 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 37126.542 1 37126.542 1.717 .210(a) 

Residual 324259.22
3 15 21617.282    

Total 361385.76
5 16     

a  Predictors: (Constant), Total sum problem focused coping 
b  Dependent Variable: change score 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -82.948 82.892  -1.001 .333 

Total sum Problem 
Focused Coping-
woc 

1.719 1.311 .321 1.311 .210 

a  Dependent Variable: change score 

Analysis #11 

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Total sum 
Emotion 
Focused 
Coping/woc
(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: changescore 
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                                      Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .021(a) .000 -.066 155.18148
a  Predictors: (Constant), Total Sum Emotion Focused Coping 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 166.403 1 166.403 .007 .935(a) 

Residual 361219.36
1 15 24081.291    

Total 361385.76
5 16     

a  Predictors: (Constant), Total Sum Emotion Focused Coping 
b  Dependent Variable: change score 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 7.640 97.511  .078 .939 

Total Sum 
Emotion 
Focused 
Coping-woc 

.141 1.699 .021 .083 .935 

a  Dependent Variable: changescore  
 
Analysis #12 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 MSPSS-
Family(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .118(a) .014 -.057 159.49281
a  Predictors: (Constant), MSPSS-Family 
 
 ANOVA(b) 
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Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 5019.042 1 5019.042 .197 .664(a) 

Residual 356131.39
5 14 25437.957    

Total 361150.43
8 15     

a  Predictors: (Constant), MSPSS-Family 
b  Dependent Variable: change score 

 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 42.002 74.235  .566 .580 

MSPSS-Family -1.831 4.123 -.118 -.444 .664 
a  Dependent Variable: changescore 
 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 MSPSS 
Sum(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: changescore 
 

Analysis #13 
Regression   
 
                   Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 MSPSS 
Sum(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .114(a) .013 -.057 159.55736
a  Predictors: (Constant), MSPSS Sum 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 4730.742 1 4730.742 .186 .673(a) 
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Residual 356419.69
6 14 25458.550    

Total 361150.43
8 15     

a  Predictors: (Constant), MSPSS Sum 
b  Dependent Variable: changescore 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 42.864 77.566  .553 .589 

MSPSS Sum -.621 1.440 -.114 -.431 .673 
a  Dependent Variable: changescore 

 
Analysis #14  
Abbreviations for Preventive Resources Inventory Analyses:  SCN=Scanning, 
ACL=Accepting Limitations, IDC=Identify Comfort, BAL=Balance, SAC=Self-Acceptance, 
ANT=Anticipation of Demands, REC=Recognition of Opportunities to Prevent Stress, 
PAH=Planning Ahead, FTH=Follow Through, SOC=Social Resourcefulness, RCP=Reciprocity 
in Relationships, CMF=Comfort in Relationships, FLX=Maintaining a Flexible Perspective, 
PCN=Perceived Control, MPR=Maintaining Perspective, EFF=Efficacy, MST=Mastery, 
PRS=Persistence, SDR=Maintaining Self-Direction, COG=Cognitive Restructuring of 
Perspective, KYL=Knowing Your Limits, FDB=Feedback from Relationships, ASS=Assistance 
in Relationships 
 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri IDC(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .017(a) .000 -.066 155.19600
a  Predictors: (Constant), pri IDC 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 98.808 1 98.808 .004 .950(a) 

Residual 361286.95
7 15 24085.797    
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Total 361385.76
5 16     

a  Predictors: (Constant), pri IDC 
b  Dependent Variable: change score 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 5.171 159.789  .032 .975 

pri IDC 2.743 42.834 .017 .064 .950 
a  Dependent Variable: change score  Independent Variable: Identify Comfort 
 

Analysis #15 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri(a) . Enter 
a  All requested variables entered. 
b  Dependent Variable: changescore 
 
  Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .307(a) .094 .034 147.73773
a  Predictors: (Constant), pri 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 33989.219 1 33989.219 1.557 .231(a) 

Residual 327396.54
6 15 21826.436    

Total 361385.76
5 16     

a  Predictors: (Constant), pri 
b  Dependent Variable: changescore 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 235.805 180.441  1.307 .211 

pri-SCN -60.188 48.231 -.307 -1.248 .231 
a  Dependent Variable: changescore  Independent Variable:  Scanning (SCN) 
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Analysis #16 
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri(a) . Enter 
a  All requested variables entered. 
b  Dependent Variable: changescore 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .178(a) .032 -.033 152.73643
a  Predictors: (Constant), pri 
 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 11459.522 1 11459.522 .491 .494(a) 

Residual 349926.24
3 15 23328.416    

Total 361385.76
5 16     

a  Predictors: (Constant), pri 
b  Dependent Variable: changescore 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 172.853 228.084  .758 .460 

pri-REC -40.783 58.189 -.178 -.701 .494 
a  Dependent Variable: changescore  Independent Variable:  Recognition of Opportunities to Prevent Stress (REC) 
 

 
Analysis #17 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri(a) . Enter 
a  All requested variables entered. 
b  Dependent Variable: changescore 

 
 Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .192(a) .037 -.027 152.32407
a  Predictors: (Constant), pri 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 13346.432 1 13346.432 .575 .460(a) 

Residual 348039.33
2 15 23202.622    

Total 361385.76
5 16     

a  Predictors: (Constant), pri 
b  Dependent Variable: changescore 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -194.789 279.220  -.698 .496 

pri-PCN 56.747 74.822 .192 .758 .460 
a  Dependent Variable: changescore  Independent Variable:  Perceived Control (PCN) 

 
Analysis #18 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri(a) . Enter 
a  All requested variables entered. 
b  Dependent Variable: changescore 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .117(a) .014 -.052 154.14611
a  Predictors: (Constant), pri 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 4970.424 1 4970.424 .209 .654(a) 

Residual 356415.34
1 15 23761.023    

Total 361385.76 16     
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5 

a  Predictors: (Constant), pri 
b  Dependent Variable: changescore 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 139.529 274.574  .508 .619 

pri-EFF -30.726 67.181 -.117 -.457 .654 
a  Dependent Variable: changescore  Independent Variable:  Efficiency (EFF) 
 

 
Analysis #19 
Regression 
 
          Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri MST(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: change score 

 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .101(a) .010 -.056 154.42398
a  Predictors: (Constant), pri MST 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 3684.295 1 3684.295 .154 .700(a) 

Residual 357701.46
9 15 23846.765    

Total 361385.76
5 16     

a  Predictors: (Constant), pri MST 
b  Dependent Variable: change score 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -50.854 171.968  -.296 .771 

pri MST 18.436 46.903 .101 .393 .700 
a  Dependent Variable: change score  Independent Variable:  Mastery (MST) 
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Analysis #20 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri PRS(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .423(a) .179 .124 140.66224
a  Predictors: (Constant), pri PRS 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 64597.765 1 64597.765 3.265 .091(a) 

Residual 296788.00
0 15 19785.867    

Total 361385.76
5 16     

a  Predictors: (Constant), pri PRS 
b  Dependent Variable: change score   
 
 Coefficients(a) 
 

Model   
Unstandardized 

Coefficients 
Standardized 
Coefficients t Sig. 

    B Std. Error Beta B Std. Error 
1 (Constant) -370.108 215.911  -1.714 .107 
  pri PRS 100.135 55.419 .423 1.807 .091 

a  Dependent Variable: change score  Independent Variable:  Persistence (PRS) 
 

Analysis #21 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri FLX(a) . Enter 
a  All requested variables entered. 
B  Dependent Variable: change score 
 
 Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .418(a) .175 .120 141.00068
a  Predictors: (Constant), pri FLX 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 63167.886 1 63167.886 3.177 .095(a) 

Residual 298217.89 15 19881.192    
Total 361385.76

5 16     

a  Predictors: (Constant), pri FLX 
b  Dependent Variable: change score 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 350.081 191.005  1.833 .087 

pri FLX -87.606 49.148 -.418 -1.782 .095 
a  Dependent Variable: change score  Independent Variable:  Maintaining a Flexible Perspective (FLX) 

 
Analysis #22 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri(a) . Enter 
a  All requested variables entered. 
b  Dependent Variable: changescore 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .124(a) .015 -.050 154.01920
a  Predictors: (Constant), pri 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 5557.056 1 5557.056 .234 .635(a) 

Residual 355828.70
8 15 23721.914    

Total 361385.76
5 16     

a  Predictors: (Constant), pri 
b  Dependent Variable: changescore 
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 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 146.467 273.941  .535 .601 

pri-PRI -34.544 71.371 -.124 -.484 .635 
a  Dependent Variable: changescore  Independent Variable: Total Score of PRI 

 
Analysis #23 
Regression 
 
                  Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri(a) . Enter 
a  All requested variables entered. 
b  Dependent Variable: changescore 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .137(a) .019 -.047 153.75427
a  Predictors: (Constant), pri 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 6780.128 1 6780.128 .287 .600(a) 

Residual 354605.63
7 15 23640.376    

Total 361385.76
5 16     

a  Predictors: (Constant), pri 
b  Dependent Variable: changescore 
                                                                   Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 110.974 182.834  .607 .553 

pri-SDR -23.391 43.677 -.137 -.536 .600 
a  Dependent Variable: changescore  Independent Variable:  Maintaining Self-Direction  (SDR) 
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Analysis #24 
Regression 
 
               Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri(a) . Enter 
a  All requested variables entered. 
b  Dependent Variable: changescore 
 
  
 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .099(a) .010 -.056 154.44894
a  Predictors: (Constant), pri 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 3568.634 1 3568.634 .150 .704(a) 

Residual 357817.13
1 15 23854.475    

Total 361385.76
5 16     

a  Predictors: (Constant), pri 
b  Dependent Variable: changescore 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 57.234 115.152  .497 .626 

pri-PAH -13.018 33.656 -.099 -.387 .704 
a  Dependent Variable: changescore  Independent Variable:  Planning Ahead (PAH) 
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Hypothesis #3 
 
Analysis #1 
Regression 
  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender, 
Hispanic, 
black(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 

  
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .182(a) .033 -.006 210.31758
a  Predictors: (Constant), re-coded gender, Hispanic, black 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 112261.36

3 3 37420.454 .846 .473(a) 

Residual 3273277.8
17 74 44233.484    

Total 3385539.1
79 77     

a  Predictors: (Constant), re-coded gender, Hispanic, black 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -16.964 37.239  -.456 .650 

Black -2.397 63.737 -.005 -.038 .970 
Hispanic -78.394 59.540 -.167 -1.317 .192 
re-coded gender 33.836 67.252 .066 .503 .616 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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Analysis #2 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
Sexmale, 
black male, 
Hispanic 
male(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .186(a) .034 -.005 210.17818
a  Predictors: (Constant), sexmale, black male, Hispanic male 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 116599.11

9 3 38866.373 .880 .456(a) 

Residual 3268940.0
60 74 44174.866    

Total 3385539.1
79 77     

a  Predictors: (Constant), sexmale, black male, Hispanic male 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .375 52.545  .007 .994 

black male -5.047 69.448 -.009 -.073 .942 
Hispanic male -87.910 62.283 -.178 -1.411 .162 
Sexmale -14.020 64.699 -.027 -.217 .829 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
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Analysis #3 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Black 
female, 
Hispanic 
female, re-
coded 
gender(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .098(a) .010 -.031 212.86767
a  Predictors: (Constant), black female, Hispanic female, re-coded gender 

 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 32403.424 3 10801.141 .238 .869(a) 

Residual 3353135.7
55 74 45312.645    

Total 3385539.1
79 77     

a  Predictors: (Constant), black female, Hispanic female, re-coded gender 
b  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -40.226 27.034  -1.488 .141 

re-coded gender -45.774 214.577 -.089 -.213 .832 
Hispanic female 61.667 245.798 .057 .251 .803 
black female 99.750 221.560 .173 .450 .654 

a  Dependent Variable: difference between CD4 @ time 1 and CD4 @ time 2 

Analysis #4 
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 
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1 blood, 
IVDU, 
msmivdu, 
mode of 
contraction 
of HIV(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .390(a) .152 .088 214.31356
a  Predictors: (Constant), blood, IVDU, Male sex with male/ivdu, mode of contraction of HIV 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 436172.05

1 4 109043.013 2.374 .064(a) 

Residual 2434306.1
04 53 45930.304    

Total 2870478.1
55 57     

a  Predictors: (Constant), blood, IVDU, Male sex with male/ivdu, mode of contraction of HIV 
b  Dependent Variable: difference 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -22.145 42.378  -.523 .603

Male sex with male -5.101 11.753 -.059 -.434 .666
Male sex with male/IVDU 49.847 154.665 .041 .322 .748
IVDU -449.551 154.647 -.369 -2.907 .005*
Blood products 85.252 118.635 .097 .719 .476

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 
 

 
Analysis #5 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 redep, 
rempl, 
rehousing, 
income2(a) 

. Enter 
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a  All requested variables entered. 
B  Dependent Variable: difference 
 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .315(a) .099 .035 216.31908
a  Predictors: (Constant), redep, rempl, rehousing, income2 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 288950.12

5 4 72237.531 1.544 .202(a) 

Residual 2620460.8
26 56 46793.943    

Total 2909410.9
51 60     

a  Predictors: (Constant), redep, rempl, rehousing, income2 
b  Dependent Variable: difference 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -185.035 172.547  -1.072 .288 

rehousing 242.314 157.446 .198 1.539 .129 
income2 -72.558 60.696 -.156 -1.195 .237 
Rempl -145.721 87.165 -.213 -1.672 .100 
Redep -59.465 79.846 -.097 -.745 .460 

a  Dependent Variable: difference 
 

Analysis #6 
Regression 
 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
computer(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: difference  
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .215(a) .046 .030 216.88393
a  Predictors: (Constant), computer 
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 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 134131.29

4 1 134131.294 2.852 .097(a) 

Residual 2775279.6
57 59 47038.638    

Total 2909410.9
51 60     

a  Predictors: (Constant), computerpc 
b  Dependent Variable: difference 
 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -27.857 28.982  -.961 .340 

computerpc -170.943 101.231 -.215 -1.689 .097 
a  Dependent Variable: difference 

 
Analysis #7 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pfwoc, 
efwoc(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .150(a) .023 -.011 221.42508
a  Predictors: (Constant), pfwoc, efwoc 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 65725.049 2 32862.525 .670 .515(a) 

Residual 2843685.9
02 58 49029.067    

Total 2909410.9
51 60     
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a  Predictors: (Constant), pfwoc, efwoc 
b  Dependent Variable: difference 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -53.140 107.163  -.496 .622 

Efwoc -1.414 1.625 -.141 -.870 .388 
Pfwoc 1.562 1.379 .184 1.133 .262 

a  Dependent Variable: difference 

 
Analysis #8 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 

Positive 
Reappraisal 
average 
response/w
oc, Escape-
Avoidance 
average 
response/w
oc, Planful 
Problem 
Solving 
average 
response/w
oc, 
Accepting 
Responsibili
ty average 
response/w
oc(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
 
Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .291(a) .085 .019 218.07307
a  Predictors: (Constant), Positive Reappraisal average response/woc, Escape-Avoidance average response/woc, 
Planful Problem Solving average response/woc, Accepting Responsibility average response/woc 
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ANOVA(b) 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 246282.61

8 4 61570.654 1.295 .283(a) 

Residual 2663128.3
33 56 47555.863    

Total 2909410.9
51 60     

a  Predictors: (Constant), Positive Reappraisal average response/woc, Escape-Avoidance average response/woc, 
Planful Problem Solving average response/woc, Accepting Responsibility average response/woc 
b  Dependent Variable: difference 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 28.383 103.396  .275 .785

Accepting Responsibility 
average response/woc -32.993 52.310 -.099 -.631 .531

Escape-Avoidance 
average response/woc 89.017 46.716 .283 1.906 .062

Planful Problem Solving 
average response/woc -22.712 41.495 -.074 -.547 .586

Positive Reappraisal 
average response/woc -49.936 50.719 -.144 -.985 .329

a  Dependent Variable: difference 
. 

Analysis #9 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
MSPSS 
Sum, 
Relative 
Score-
Positive 
Reappraisal
-woc, 
Perceived 
Stress 
Scale, Beck 
Depression 
Inventory 
Sum(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
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 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .433(a) .187 .116 222.32060
a  Predictors: (Constant), MSPSS Sum, Relative Score-Positive Reappraisal-woc, Perceived Stress Scale, Beck 
Depression Inventory Sum 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 523156.12

2 4 130789.030 2.646 .045(a)* 

Residual 2273616.6
24 46 49426.448    

Total 2796772.7
45 50     

a  Predictors: (Constant), MSPSS Sum, Relative Score-Positive Reappraisal-woc, Perceived Stress Scale, Beck 
Depression Inventory Sum 
b  Dependent Variable: difference 

 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -383.356 233.105  -1.645 .107

Relative Score-Positive 
Reappraisal-woc -1022.036 652.124 -.214 -1.567 .124

Perceived Stress Scale 9.196 6.884 .243 1.336 .188
MSPSS Sum 4.701 2.093 .336 2.246 .030*

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 

 
Analysis #10  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 MSPSS-
Friends, 
MSPSS-
Family, 
MSPSS-
Significant 
Others(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
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 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .379(a) .144 .089 225.74163
a  Predictors: (Constant), MSPSS-Friends, MSPSS-Family, MSPSS-Significant Others 
 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 401686.51

7 3 133895.506 2.627 .061(a) 

Residual 2395086.2
28 47 50959.281    

Total 2796772.7
45 50     

a  Predictors: (Constant), MSPSS-Friends, MSPSS-Family, MSPSS-Significant Others 
b  Dependent Variable: difference 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients T Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -167.521 114.106  -1.468 .149

MSPSS-Significant Others 3.944 5.545 .124 .711 .480
MSPSS-Family 10.691 4.653 .339 2.297 .026*
MSPSS-Friends -7.592 5.766 -.217 -1.317 .194

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 
 

Analysis #11 
Regression 
Abbreviations for Preventive Resources Inventory Analyses:  SCN=Scanning, 
ACL=Accepting Limitations, IDC=Identify Comfort, BAL=Balance, SAC=Self-Acceptance, 
ANT=Anticipation of Demands, REC=Recognition of Opportunities to Prevent Stress, 
PAH=Planning Ahead, FTH=Follow Through, SOC=Social Resourcefulness, RCP=Reciprocity 
in Relationships, CMF=Comfort in Relationships, FLX=Maintaining a Flexible Perspective, 
PCN=Perceived Control, MPR=Maintaining Perspective, EFF=Efficacy, MST=Mastery, 
PRS=Persistence, SDR=Maintaining Self-Direction, COG=Cognitive Restructuring of 
Perspective, KYL=Knowing Your Limits, FDB=Feedback from Relationships, ASS=Assistance 
in Relationships 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .318(a) .101 .054 214.19951
a  Predictors: (Constant), pri BAL, pri ACL, pri IDC 
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 ANOVA(b) 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 294169.53

1 3 98056.510 2.137 .106(a) 

Residual 2615241.4
20 57 45881.428    

Total 2909410.9
51 60     

a  Predictors: (Constant), pri BAL, pri ACL, pri IDC 
b  Dependent Variable: difference 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 135.537 230.392  .588 .559 

pri IDC -127.964 54.159 -.375 -2.363 .022* 
pri ACL 31.797 55.437 .079 .574 .569 
pri BAL 35.699 56.189 .107 .635 .528 

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 
 
 Excluded Variables(b) 
 

Model   Beta In t Sig. 
Partial 

Correlation 
Collinearity 
Statistics 

    Tolerance Tolerance Tolerance Tolerance Tolerance 
1 pri SAC -.907(a) -.061 .952 -.008 7.26E-005 

a  Predictors in the Model: (Constant), pri BAL, pri ACL, pri IDC 
b  Dependent Variable: difference 
 

Analysis #12 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri PAH, pri 
ANT, pri 
REC, pri 
SCN(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
 
 
  
 
 

 262 
 



  

Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .281(a) .079 .013 218.73002
a  Predictors: (Constant), pri PAH, pri ANT, pri REC, pri SCN 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 230212.88

6 4 57553.221 1.203 .320(a) 

Residual 2679198.0
65 56 47842.823    

Total 2909410.9
51 60     

a  Predictors: (Constant), pri PAH, pri ANT, pri REC, pri SCN 
b  Dependent Variable: difference 
 
  
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -28.174 212.123  -.133 .895 

pri SCN -474.542 234.008 -1.188 -2.028 .047* 
pri ANT 146.262 102.881 .402 1.422 .161 
pri REC 180.468 90.071 .472 2.004 .050* 
pri PAH 143.031 85.060 .576 1.682 .098 

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 

 
Analysis #13 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri EFF, pri 
ASS, pri 
FDB, pri 
PCN(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
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ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 375686.79

6 4 93921.699 2.076 .096(a)** 

Residual 2533724.1
55 56 45245.074    

Total 2909410.9
51 60     

a  Predictors: (Constant), pri EFF, pri ASS, pri FDB, pri PCN 
b  Dependent Variable: difference 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 161.506 172.781  .935 .354 

pri FDB 31.179 53.281 .093 .585 .561 
pri ASS -17.154 37.100 -.072 -.462 .646 
pri PCN -165.420 64.617 -.552 -2.560 .013* 
pri EFF 93.086 47.290 .382 1.968 .054* 

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 

 
Analysis #14 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri FLX, pri 
MST, pri 
PRS, pri 
MPR(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .406(a) .165 .105 208.32295
a  Predictors: (Constant), pri FLX, pri MST, pri PRS, pri MPR 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 479097.65

7 4 119774.414 2.760 .036(a)* 

 264 
 



  

 

a  Predictors: (Constant), pri FLX, pri MST, pri PRS, pri MPR 

Residual 2430313.2
94 56 43398.452    

Total 2909410.9
51 60     

b  Dependent Variable: difference 
*Model is significant at the .05 level. 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 118.271 188.017  .629 .532 

pri MST -82.701 27.778 -.441 -2.977 .004* 
pri PRS 28.181 66.298 .083 .425 .672 
pri MPR -82.941 128.226 -.217 -.647 .520 
pri FLX 96.844 102.682 .288 .943 .350 

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 

 
Analysis #15 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri KYL, pri 
SDR, pri 
COG(a) 

. Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .293(a) .086 .038 215.99754
a  Predictors: (Constant), pri KYL, pri SDR, pri COG 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 250079.47

8 3 83359.826 1.787 .160(a) 

Residual 2659331.4
73 57 46654.938    

Total 2909410.9
51 60     

a  Predictors: (Constant), pri KYL, pri SDR, pri COG 
b  Dependent Variable: difference 
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 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 260.672 215.586  1.209 .232 

pri SDR -89.813 42.944 -.323 -2.091 .041* 
pri COG 72.153 58.989 .239 1.223 .226 
pri KYL -52.724 70.895 -.135 -.744 .460 

a  Dependent Variable: difference  
*Correlation is significant at the .05 level. 

 
Analysis #16 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri PRI, pri 
TEN(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: difference 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .226(a) .051 .018 218.17916
a  Predictors: (Constant), pri PRI, pri TEN 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 148486.44

1 2 74243.220 1.560 .219(a) 

Residual 2760924.5
10 58 47602.147    

Total 2909410.9
51 60     

a  Predictors: (Constant), pri PRI, pri TEN 
b  Dependent Variable: difference 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
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1 (Constant) 235.015 207.259  1.134 .261 
pri TEN 44.874 40.844 .175 1.099 .276 
pri PRI -120.309 68.153 -.281 -1.765 .083 

a  Dependent Variable: difference   
 
  

Final Models for Hypothesis #3 
 
Analysis #17 
Regression  
  
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 
pri, mode3, 
MSPSS 
Sum(a) 

. Enter 

a  All requested variables entered. 
b  Dependent Variable: difference 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .616(a) .380 .338 197.13959
a  Predictors: (Constant), pri, mode3, MSPSS S 
     ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 1048227.7

59 3 349409.253 8.991 .000(a)* 

Residual 1710016.7
20 44 38864.016    

Total 2758244.4
79 47     

a  Predictors: (Constant), pri, mode3, MSPSS Sum 
b  Dependent Variable: difference 
*Model is significant at the .05 level. 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 239.973 158.281  1.516 .137 

Mode-ivdu -337.826 145.752 -.282 -2.318 .025* 
MSPSS Sum 6.255 1.968 .427 3.178 .003* 
 pri-IDC -188.004 50.961 -.498 -3.689 .001* 

a  Dependent Variable: difference *Correlation is significant at the .05 level. 
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Analysis #18 

Regression  

  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri, MSPSS-
Family, 
pri(a) 

. Enter 

a  All requested variables entered. 
b  Dependent Variable: difference 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .542(a) .294 .249 205.01541
a  Predictors: (Constant), pri, MSPSS-Family, pri 
 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 821300.82

7 3 273766.942 6.513 .001(a)* 

Residual 1975471.9
18 47 42031.317    

Total 2796772.7
45 50     

a  Predictors: (Constant), pri, MSPSS-Family, pri 
b  Dependent Variable: difference 
*Model is significant at the .05 level. 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 37.979 143.382  .265 .792 

pri-EFF 3.642 32.963 .015 .110 .912 
MSPSS-Family 11.695 3.992 .371 2.929 .005* 
pri-MST -82.669 24.537 -.432 -3.369 .002* 

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 
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Analysis #19 
Regression  
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 pri, pri, pri, 
pri(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: difference 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .440(a) .194 .136 204.66182
a  Predictors: (Constant), pri, pri, pri, pri 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 563769.27

2 4 140942.318 3.365 .015(a)* 

Residual 2345641.6
78 56 41886.459    

Total 2909410.9
51 60     

a  Predictors: (Constant), pri, pri, pri, pri 
b  Dependent Variable: difference\ 
*Model is significant at the .05 level. 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) -21.718 190.728  -.114 .910 

pri-PCN -120.394 53.309 -.402 -2.258 .028* 
pri-REC 148.925 72.795 .390 2.046 .045* 
pri-SCN 57.722 88.484 .144 .652 .517 
pri-SDR -90.403 46.989 -.325 -1.924 .059* 

a  Dependent Variable: difference 
*Correlation is significant at the .05 level. 
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Hypothesis #4 

 
Coping Strategies of Black Men and Women 
Analysis #1 
Regression  
  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: Confrontive Coping average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .083(a) .007 -.036 .69780
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .079 1 .079 .161 .692(a) 

Residual 11.199 23 .487    
Total 11.278 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Confrontive Coping average response/woc 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.154 .194  5.962 .000 

re-coded gender -.112 .279 -.083 -.402 .692 
a  Dependent Variable: Confrontive Coping average response/woc 
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Analysis #2 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: Distancing average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .293(a) .086 .046 .49342
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .527 1 .527 2.164 .155(a) 

Residual 5.600 23 .243    
Total 6.127 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Distancing average response/woc 
 
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.513 .137  11.055 .000 

re-coded gender -.291 .198 -.293 -1.471 .155 
a  Dependent Variable: Distancing average response/woc 

   
Analysis #3  
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: Self-Controlling average response/woc 
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Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .208(a) .043 .002 .40100
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .168 1 .168 1.043 .318(a) 

Residual 3.698 23 .161    
Total 3.866 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Self-Controlling average response/woc 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.747 .111  15.710 .000 

re-coded gender -.164 .161 -.208 -1.021 .318 
a  Dependent Variable: Self-Controlling average response/woc 
 
 

Analysis #4 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: Seeking Social Support average response/woc 
 
  
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .016(a) .000 -.043 .68973
a  Predictors: (Constant), re-coded gender 
 
  
  
  

 272 
 



  

 
 
ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .003 1 .003 .006 .939(a) 

Residual 10.942 23 .476    
Total 10.944 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Seeking Social Support average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.423 .191  7.439 .000 

re-coded gender .021 .276 .016 .077 .939 
a  Dependent Variable: Seeking Social Support average response/woc 
 
Analysis #5  
Regression 

 
  Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
B  Dependent Variable: Accepting Responsibility average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .374(a) .140 .103 .49452
a  Predictors: (Constant), re-coded gender 
 
  ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .915 1 .915 3.743 .065(a) 

Residual 5.625 23 .245    
Total 6.540 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Accepting Responsibility average response/woc 
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Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.654 .137  12.058 .000 

re-coded gender -.383 .198 -.374 -1.935 .065 
a  Dependent Variable: Accepting Responsibility average response/woc 
 
 

Analysis #6 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Escape-Avoidance average response/woc 
 
  
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .182(a) .033 -.009 .64462
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .328 1 .328 .789 .384(a) 

Residual 9.557 23 .416    
Total 9.885 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Escape-Avoidance average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.250 .179  6.992 .000 

re-coded gender .229 .258 .182 .888 .384 
a  Dependent Variable: Escape-Avoidance average response/woc 

Analysis #7  
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Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Planful Problem Solving average response/woc 

  
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .156(a) .024 -.018 .71559
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .294 1 .294 .573 .457(a) 

Residual 11.778 23 .512    
Total 12.071 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Planful Problem Solving average response/woc 
  
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.731 .198  8.721 .000 

re-coded gender -.217 .286 -.156 -.757 .457 
a  Dependent Variable: Planful Problem Solving average response/woc 
 

Analysis #8  
Regression 
Variables Entered/Removed(b) 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Positive Reappraisal average response/woc 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 
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1 .214(a) .046 .004 .50988
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .287 1 .287 1.102 .305(a) 

Residual 5.980 23 .260    
Total 6.266 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Positive Reappraisal average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.857 .141  13.132 .000 

re-coded gender .214 .204 .214 1.050 .305 
a  Dependent Variable: Positive Reappraisal average response/woc 
 

Analysis #9  
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Sum of the average response/woc 
  Model Summary 
 

Model R  
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .128(a) .016 -.027 2.84250
a  Predictors: (Constant), re-coded gender 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 3.073 1 3.073 .380 .543(a) 

Residual 185.836 23 8.080    
Total 188.909 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Sum of the average response/woc 
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Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 12.329 .788  15.638 .000 

re-coded gender -.702 1.138 -.128 -.617 .543 
a  Dependent Variable: Sum of the average response/woc 
 

Analysis #10 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Confrontive Coping/woc 
 
  
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .010(a) .000 -.043 .04270
a  Predictors: (Constant), re-coded gender 
 
  
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .002 .961(a) 

Residual .042 23 .002    
Total .042 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Confrontive Coping/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .087 .012  7.337 .000 

re-coded gender .001 .017 .010 .049 .961 
a  Dependent Variable: Relative Score-Confrontive Coping/woc 
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Analysis #11  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Distancing/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .315(a) .099 .060 .03508
a  Predictors: (Constant), re-coded gender 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .003 1 .003 2.531 .125(a) 

Residual .028 23 .001    
Total .031 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Distancing/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .125 .010  12.874 .000 

re-coded gender -.022 .014 -.315 -1.591 .125 
a  Dependent Variable: Relative Score-Distancing/woc 

  
Analysis #12 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 
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1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Self-Controlling/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .148(a) .022 -.021 .03654
a  Predictors: (Constant), re-coded gender 
 
  ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .001 1 .001 .517 .479(a) 

Residual .031 23 .001    
Total .031 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Self-Controlling/woc 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .147 .010  14.536 .000 

re-coded gender -.011 .015 -.148 -.719 .479 
a  Dependent Variable: Relative Score-Self-Controlling/woc 

Analysis #13 

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Seeking Social Support/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .073(a) .005 -.038 .04858
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
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Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .123 .729(a) 

Residual .054 23 .002    
Total .055 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Seeking Social Support/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .116 .013  8.590 .000 

re-coded gender .007 .019 .073 .351 .729 
a  Dependent Variable: Relative Score-Seeking Social Support/woc 

  
Analysis #14 
Regression 
  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. b  Dependent Variable: Relative Score-Accepting Responsibility/woc 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .395(a) .156 .119 .03137
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .004 1 .004 4.240 .051(a)* 

Residual .023 23 .001    
Total .027 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Accepting Responsibility/woc 
*Model is significant at the .05 level. 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .135 .009  15.569 .000 

 280 
 



  

re-coded gender -.026 .013 -.395 -2.059 .051 
a  Dependent Variable: Relative Score-Accepting Responsibility/woc 
*Correlation is significant at the .05 level. 

 
Analysis #15  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Escape-Avoidance/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .272(a) .074 .034 .04584
a  Predictors: (Constant), re-coded gender 
 
  
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .004 1 .004 1.837 .188(a) 

Residual .048 23 .002    
Total .052 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Escape-Avoidance/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .101 .013  7.915 .000 

re-coded gender .025 .018 .272 1.355 .188 
a  Dependent Variable: Relative Score-Escape-Avoidance/woc 
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Analysis #16 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Planful Problem Solving-woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .063(a) .004 -.039 .05283
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .091 .765(a) 

Residual .064 23 .003    
Total .064 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Planful Problem Solving-woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .137 .015  9.378 .000 

re-coded gender -.006 .021 -.063 -.302 .765 
a  Dependent Variable: Relative Score-Planful Problem Solving-woc 

  
Analysis #17 
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Positive Reappraisal-woc 

 
Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .402(a) .161 .125 .03866
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .007 1 .007 4.429 .046(a)* 

Residual .034 23 .001    
Total .041 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Positive Reappraisal-woc 
*Model is significant at the .05 level. 
  
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .151 .011  14.114 .000 

re-coded gender .033 .015 .402 2.105 .046* 
a  Dependent Variable: Relative Score-Positive Reappraisal-woc 
*Correlation is significant at the .05 level. 

Analysis #18 
Regression  
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Total Sum Problem Focused Coping 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .001(a) .000 -.043 24.28583
a  Predictors: (Constant), re-coded gender 

 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .004 1 .004 .000 .998(a) 

Residual 13565.436 23 589.802    
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Total 13565.440 24     
a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Total Sum Problem Focused Coping 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 71.692 6.736  10.644 .000 

re-coded gender -.026 9.722 -.001 -.003 .998 
a  Dependent Variable: Total Sum Problem Focused Coping 

  
Analysis #19  
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. b  Dependent Variable: Total Sum Emotion Focused Coping 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .193(a) .037 -.005 15.49711
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 213.268 1 213.268 .888 .356(a) 

Residual 5523.692 23 240.161    
Total 5736.960 24     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Total Sum Emotion Focused Coping 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 81.846 4.298  19.042 .000 

re-coded gender -5.846 6.204 -.193 -.942 .356 
a  Dependent Variable: Total Sum Emotion Focused Coping-black males and black females 
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Coping Strategies of Hispanic Males and Hispanic Females 
Analysis #1  
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Confrontive Coping average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .226(a) .051 .001 .69066
a  Predictors: (Constant), re-coded gender 
  
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .487 1 .487 1.021 .325(a) 

Residual 9.063 19 .477    
Total 9.550 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Confrontive Coping average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.435 .163  8.816 .000 

re-coded gender -.435 .431 -.226 -1.010 .325 
a  Dependent Variable: Confrontive Coping average response/woc 

 
Analysis #2 
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Distancing average response/woc 
Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .000(a) .000 -.053 .64663
a  Predictors: (Constant), re-coded gender 
 
ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .000 1.000(a) 

Residual 7.944 19 .418    
Total 7.944 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Distancing average response/woc 
 
  
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.500 .152  9.842 .000 

re-coded gender .000 .403 .000 .000 1.000 
a  Dependent Variable: Distancing average response/woc 
 
Analysis #3 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Self-Controlling average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .064(a) .004 -.048 .58957
a  Predictors: (Constant), re-coded gender 
  
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
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1 Regression .027 1 .027 .079 .782(a) 
Residual 6.604 19 .348    
Total 6.632 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Self-Controlling average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.722 .139  12.393 .000 

re-coded gender -.103 .368 -.064 -.281 .782 
a  Dependent Variable: Self-Controlling average response/woc 

Analysis #4 

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Seeking Social Support average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .070(a) .005 -.047 .77590
a  Predictors: (Constant), re-coded gender 
 
  ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .056 1 .056 .094 .763(a) 

Residual 11.438 19 .602    
Total 11.495 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Seeking Social Support average response/woc 
 
 
 Coefficients(a) 
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Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.815 .183  9.924 .000 

re-coded gender -.148 .484 -.070 -.306 .763 

 



  

a  Dependent Variable: Seeking Social Support average response/woc 
 
 

Analysis #5 
Regression  
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Accepting Responsibility average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .028(a) .001 -.052 .72799
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .008 1 .008 .015 .904(a) 

Residual 10.069 19 .530    
Total 10.077 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Accepting Responsibility average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.639 .172  9.551 .000 

re-coded gender -.056 .454 -.028 -.122 .904 
a  Dependent Variable: Accepting Responsibility average response/woc 
 
Analysis #6 
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered.b  Dependent Variable: Escape-Avoidance average response/woc 
 Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .131(a) .017 -.035 .67798
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .152 1 .152 .330 .572(a) 

Residual 8.734 19 .460    
Total 8.885 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Escape-Avoidance average response/woc 

 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.243 .160  7.779 .000 

re-coded gender -.243 .423 -.131 -.575 .572 
a  Dependent Variable: Escape-Avoidance average response/woc 
 
Analysis #7 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Planful Problem Solving average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .248(a) .061 .012 .62550
a  Predictors: (Constant), re-coded gender 
 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .487 1 .487 1.245 .278(a) 
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Residual 7.434 19 .391    
Total 7.921 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Planful Problem Solving average response/woc 
  
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.824 .147  12.372 .000 

re-coded gender -.435 .390 -.248 -1.116 .278 
a  Dependent Variable: Planful Problem Solving average response/woc 

 
Analysis #8 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Positive Reappraisal average response/woc 
 
  Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .016(a) .000 -.052 .75245
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .003 1 .003 .005 .947(a) 

Residual 10.757 19 .566    
Total 10.760 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Positive Reappraisal average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.825 .177  10.292 .000 

re-coded gender .032 .469 .016 .068 .947 
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a  Dependent Variable: Positive Reappraisal average response/woc 
 
 
 
Analysis #9 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Sum of the average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .124(a) .015 -.037 4.10005
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 4.958 1 4.958 .295 .593(a) 

Residual 319.398 19 16.810    
Total 324.356 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Sum of the average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 13.004 .966  13.456 .000 

re-coded gender -1.389 2.557 -.124 -.543 .593 
a  Dependent Variable: Sum of the average response/woc 
 
Analysis #10 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 
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1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Confrontive Coping/woc 
 
  
 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .372(a) .138 .093 .04376
a  Predictors: (Constant), re-coded gender 
 
  ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .006 1 .006 3.045 .097(a) 

Residual .036 19 .002    
Total .042 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Confrontive Coping/woc 
  
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .112 .010  10.839 .000 

re-coded gender -.048 .027 -.372 -1.745 .097 
a  Dependent Variable: Relative Score-Confrontive Coping/woc 
 

Analysis #11 

Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered.  b  Dependent Variable: Relative Score-Distancing/woc 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .050(a) .002 -.050 .04028
a  Predictors: (Constant), re-coded gender 
ANOVA(b) 
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Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .047 .830(a) 

Residual .031 19 .002    
Total .031 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Distancing/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .118 .009  12.430 .000 

re-coded gender .005 .025 .050 .217 .830 
a  Dependent Variable: Relative Score-Distancing/woc 
 
Analysis #12 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Self-Controlling/woc 
 
  Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .294(a) .086 .038 .03910
a  Predictors: (Constant), re-coded gender 
 
  
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .003 1 .003 1.799 .196(a) 

Residual .029 19 .002    
Total .032 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Self-Controlling/woc 
 
 Coefficients(a) 
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Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .132 .009  14.321 .000 

re-coded gender .033 .024 .294 1.341 .196 
a  Dependent Variable: Relative Score-Self-Controlling/woc 
 

Analysis #13 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Seeking Social Support/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .093(a) .009 -.043 .04572
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .166 .688(a) 

Residual .040 19 .002    
Total .040 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Seeking Social Support/woc 
  
                                                                       
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .136 .011  12.635 .000 

re-coded gender .012 .029 .093 .408 .688 
a  Dependent Variable: Relative Score-Seeking Social Support/woc 
 
 

Analysis #14 
Regression 
 
 294 
 



  

 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Accepting Responsibility/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .077(a) .006 -.046 .03536
a  Predictors: (Constant), re-coded gender 
 
  ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .113 .740(a) 

Residual .024 19 .001    
Total .024 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Accepting Responsibility/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .126 .008  15.129 .000 

re-coded gender .007 .022 .077 .337 .740 
a  Dependent Variable: Relative Score-Accepting Responsibility/woc 

Analysis #15 
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Escape-Avoidance/woc 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .045(a) .002 -.050 .04181
a  Predictors: (Constant), re-coded gender 
ANOVA(b) 
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Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .039 .846(a) 

Residual .033 19 .002    
Total .033 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Escape-Avoidance/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .090 .010  9.176 .000 

re-coded gender -.005 .026 -.045 -.197 .846 
a  Dependent Variable: Relative Score-Escape-Avoidance/woc 
 

Analysis #16 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered.   b  Dependent Variable: Relative Score-Planful Problem Solving-woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .273(a) .075 .026 .04553
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .003 1 .003 1.530 .231(a) 

Residual .039 19 .002    
Total .043 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Planful Problem Solving-woc 
 
 Coefficients(a) 
 

Model   
Unstandardized 

Coefficients 
Standardized 
Coefficients t Sig. 
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B Std. Error Beta B Std. Error 
1 (Constant) .146 .011  13.647 .000 

re-coded gender -.035 .028 -.273 -1.237 .231 
a  Dependent Variable: Relative Score-Planful Problem Solving-woc 
 

 
 
 
Analysis #17 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Positive Reappraisal-woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .200(a) .040 -.011 .05535
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .002 1 .002 .789 .385(a) 

Residual .058 19 .003    
Total .061 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Positive Reappraisal-woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .139 .013  10.660 .000 

re-coded gender .031 .035 .200 .888 .385 
a  Dependent Variable: Relative Score-Positive Reappraisal-woc 
 

Analysis #18 
Regression 
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 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Total Sum Problem Focused Coping 
 
  Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .201(a) .040 -.010 28.87703
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 667.460 1 667.460 .800 .382(a) 

Residual 15843.778 19 833.883    
Total 16511.238 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Total Sum Problem Focused Coping 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 80.778 6.806  11.868 .000 

re-coded gender -16.111 18.008 -.201 -.895 .382 
a  Dependent Variable: Total Sum Problem Focused Coping 

 
Analysis #19 
Regression 
  
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Total Sum Emotion Focused Coping 
 
 Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .021(a) .000 -.052 25.82102
a  Predictors: (Constant), re-coded gender 
 
  
 
 
 
 
 
 
ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 5.365 1 5.365 .008 .929(a) 

Residual 12667.778 19 666.725    
Total 12673.143 20     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Total Sum Emotion Focused Coping 
  
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 80.778 6.086  13.273 .000 

re-coded gender -1.444 16.102 -.021 -.090 .929 
a  Dependent Variable: Total Sum Emotion Focused Coping 
 
 

Coping Strategies of White Males and White Females 
Analysis #1 
Regression  
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Confrontive Coping average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .287(a) .083 .051 .52108
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
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Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .708 1 .708 2.609 .117(a) 

Residual 7.874 29 .272    
Total 8.582 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Confrontive Coping average response/woc 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.189 .095  12.497 .000 

re-coded gender -.856 .530 -.287 -1.615 .117 
a  Dependent Variable: Confrontive Coping average response/woc 
 
Analysis #2 
Regression 
Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Distancing average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .046(a) .002 -.032 .59909
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .022 1 .022 .061 .807(a) 

Residual 10.408 29 .359    
Total 10.430 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Distancing average response/woc 
 
 Coefficients(a) 
 

Model   
Unstandardized 

Coefficients 
Standardized 
Coefficients t Sig. 
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B Std. Error Beta B Std. Error 
1 (Constant) 1.150 .109  10.514 .000 

re-coded gender -.150 .609 -.046 -.246 .807 
a  Dependent Variable: Distancing average response/woc 
 

 
 
 
 
Analysis #3 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Self-Controlling average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .003(a) .000 -.034 .57011
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .000 .987(a) 

Residual 9.426 29 .325    
Total 9.426 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Self-Controlling average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.419 .104  13.633 .000 

re-coded gender .010 .580 .003 .016 .987 
a  Dependent Variable: Self-Controlling average response/woc 
 
Analysis #4 
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Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Seeking Social Support average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .103(a) .011 -.024 .85585
a  Predictors: (Constant), re-coded gender 
 
  
  
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .226 1 .226 .309 .583(a) 

Residual 21.242 29 .732    
Total 21.468 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Seeking Social Support average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.483 .156  9.493 .000 

re-coded gender -.483 .870 -.103 -.556 .583 
a  Dependent Variable: Seeking Social Support average response/woc 
 
 
Analysis #5 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Accepting Responsibility average response/woc 
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 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .254(a) .064 .032 .61495
a  Predictors: (Constant), re-coded gender 
 
  
 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares Df Mean Square F Sig. 
1 Regression .755 1 .755 1.997 .168(a) 

Residual 10.967 29 .378    
Total 11.722 30     

a  Predictors: (Constant), re-coded gender b  Dependent Variable: Accepting Responsibility average response/woc 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.133 .112  10.094 .000 

re-coded gender -.883 .625 -.254 -1.413 .168 
a  Dependent Variable: Accepting Responsibility average response/woc 
 

Analysi s #6 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Escape-Avoidance average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .268(a) .072 .040 .78961
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
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Model   
Sum of 

Squares Df Mean Square F Sig. 
1 Regression 1.394 1 1.394 2.235 .146(a) 

Residual 18.081 29 .623    
Total 19.475 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Escape-Avoidance average response/woc 
 
                                                                  
 
 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.200 .144  8.324 .000 

re-coded gender -1.200 .803 -.268 -1.495 .146 
a  Dependent Variable: Escape-Avoidance average response/woc 
 

Analysis #7 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Planful Problem Solving average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .053(a) .003 -.032 .83933
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .058 1 .058 .082 .777(a) 

Residual 20.430 29 .704    
Total 20.487 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Planful Problem Solving average response/woc 
 
 Coefficients(a) 
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Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.756 .153  11.456 .000 

re-coded gender .244 .853 .053 .287 .777 
a  Dependent Variable: Planful Problem Solving average response/woc 
 
 
 
 
Analysis #8 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Positive Reappraisal average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .111(a) .012 -.022 .76051
a  Predictors: (Constant), re-coded gender 
 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .211 1 .211 .364 .551(a) 

Residual 16.773 29 .578    
Total 16.984 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Positive Reappraisal average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 1.533 .139  11.043 .000 

re-coded gender .467 .773 .111 .604 .551 
a  Dependent Variable: Positive Reappraisal average response/woc 
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Analysis #9 

 



  

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Sum of the average response/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .170(a) .029 -.005 3.01758
a  Predictors: (Constant), re-coded gender 
 
ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 7.869 1 7.869 .864 .360(a) 

Residual 264.067 29 9.106    
Total 271.936 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Sum of the average response/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 10.863 .551  19.718 .000 

re-coded gender -2.852 3.067 -.170 -.930 .360 
a  Dependent Variable: Sum of the average response/woc 
 

Analysis #10 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Confrontive Coping/woc 
Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .284(a) .081 .049 .04272
a  Predictors: (Constant), re-coded gender 
ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .005 1 .005 2.544 .122(a) 

Residual .053 29 .002    
Total .058 30     

a  Predictors: (Constant), re-coded gender  b  Dependent Variable: Relative Score-Confrontive Coping/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .111 .008  14.215 .000 

re-coded gender -.069 .043 -.284 -1.595 .122 
a  Dependent Variable: Relative Score-Confrontive Coping/woc 
 
 

Analysis #11 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Distancing/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .058(a) .003 -.031 .05041
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .097 .758(a) 

Residual .074 29 .003    
Total .074 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Distancing/woc 
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 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .109 .009  11.830 .000 

re-coded gender .016 .051 .058 .311 .758 
a  Dependent Variable: Relative Score-Distancing/woc 

 
 
 
Analysis #12 

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Self-Controlling/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .139(a) .019 -.015 .05622
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .002 1 .002 .569 .457(a) 

Residual .092 29 .003    
Total .093 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Self-Controlling/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .135 .010  13.171 .000 

re-coded gender .043 .057 .139 .755 .457 
a  Dependent Variable: Relative Score-Self-Controlling/woc 
 

 308 
 



  

Analysis #13 

Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Seeking Social Support/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .015(a) .000 -.034 .07288
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .000 1 .000 .006 .938(a) 

Residual .154 29 .005    
Total .154 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Seeking Social Support/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .131 .013  9.819 .000 

re-coded gender -.006 .074 -.015 -.079 .938 
a  Dependent Variable: Relative Score-Seeking Social Support/woc 
 
 

Analysis #14 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered.  b  Dependent Variable: Relative Score-Accepting Responsibility/woc 
Model Summary 
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Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .272(a) .074 .042 .04642
a  Predictors: (Constant), re-coded gender 
ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .005 1 .005 2.310 .139(a) 

Residual .063 29 .002    
Total .067 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Accepting Responsibility/woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .103 .008  12.144 .000 

re-coded gender -.072 .047 -.272 -1.520 .139 
a  Dependent Variable: Relative Score-Accepting Responsibility/woc 
 
  
Analysis #15 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Escape-Avoidance/woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .297(a) .088 .057 .06207
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .011 1 .011 2.812 .104(a) 

Residual .112 29 .004    
Total .123 30     
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a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Escape-Avoidance/woc 
 
  
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .106 .011  9.337 .000 

re-coded gender -.106 .063 -.297 -1.677 .104 
a  Dependent Variable: Relative Score-Escape-Avoidance/woc 
 
Analysis #16 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Planful Problem Solving-woc 
 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .207(a) .043 .010 .07658
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .008 1 .008 1.301 .263(a) 

Residual .170 29 .006    
Total .178 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Planful Problem Solving-woc 
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .161 .014  11.504 .000 

re-coded gender .089 .078 .207 1.141 .263 
a  Dependent Variable: Relative Score-Planful Problem Solving-woc 

Analysis #17 

Regression 
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Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Relative Score-Positive Reappraisal-woc 
Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .255(a) .065 .033 .07262
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression .011 1 .011 2.014 .166(a) 

Residual .153 29 .005    
Total .164 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Relative Score-Positive Reappraisal-woc 
 
 Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) .145 .013  10.925 .000 

re-coded gender .105 .074 .255 1.419 .166 
a  Dependent Variable: Relative Score-Positive Reappraisal-woc 
 
Analysis #18 
Regression 
 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Total Sum Problem Focused Coping 
 
  
   Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 
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1 .224(a) .050 .017 25.68823
a  Predictors: (Constant), re-coded gender 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 1011.720 1 1011.720 1.533 .226(a) 

Residual 19136.667 29 659.885    
Total 20148.387 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Total Sum Problem Focused Coping 
 
  
 
 
Coefficients(a) 
 

Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 72.333 4.690  15.423 .000 

re-coded gender -32.333 26.113 -.224 -1.238 .226 
a  Dependent Variable: Total Sum Problem Focused Coping 
 

Analysis #19 
Regression 
 Variables Entered/Removed(b) 
 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 re-coded 
gender(a) . Enter 

a  All requested variables entered. 
b  Dependent Variable: Total Sum Emotion Focused Coping 
 Model Summary 
 

Model R R Square 
Adjusted R 

Square 
Std. Error of 
the Estimate 

1 .021(a) .000 -.034 19.59838
a  Predictors: (Constant), re-coded gender 
 
 ANOVA(b) 
 

Model   
Sum of 

Squares df Mean Square F Sig. 
1 Regression 4.684 1 4.684 .012 .913(a) 

Residual 11138.800 29 384.097    
Total 11143.484 30     

a  Predictors: (Constant), re-coded gender 
b  Dependent Variable: Total Sum Emotion Focused Coping 
 
 Coefficients(a) 
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Model   

Unstandardized 
Coefficients 

Standardized 
Coefficients t Sig. 

B Std. Error Beta B Std. Error 
1 (Constant) 64.200 3.578  17.942 .000 

re-coded gender -2.200 19.922 -.021 -.110 .913 
a  Dependent Variable: Total Sum Emotion Focused Coping 
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