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CHAPTER 5

RESULTS

5.1 INTRODUCTION

The current study constitutes a combination of both quantitative and qualitative
research and its findings will be described in this chapter. Three colleagues who
are clinical psychologists were used in Phase 1 (development of the model) as
part of focus group discussions to determine themes to be addressed in therapy.
The researcher’s experience, available literature and five case studies of HIV-
positive women were also used to gain an understanding of women’s
experiences of HIV and HIV-related stigma and to determine themes to be dealt
with in therapy to help them in dealing with internalised stigma. In Phase 2
(implementation and evaluation of the model), ten HIV-positive women were
seen in therapy to address issues of HIV-related stigma. They formed the
experimental group and ten other women who did not receive therapy constituted
a control group.

At the time of the interviews, both Phases 1 and 2 participants (clients) had been
aware of their HIV status for a period of more than three months and were
receiving antiretroviral treatment (ARVs) at Witbank Hospital. The women were in
their early to middle adulthood, aged 22 to 40 years. All the interviews were tape
recorded and the interview data was transcribed and translated by the researcher
and two other people who are fluent in both English and the participant’s
language. Observations of non-verbal behaviour were included in the transcript
(interview data is available on request). A qualitative analysis of the results was
made both in Phases 1 and 2, using the method of Rubin and Rubin (1995).
Quantitative data obtained in Phase 2 consisted of the five psychometric
instruments used before and after therapy to monitor the changes in experiences
and behaviour that were common to the women. This data was analysed using
both parametric T-tests and non-parametric Mann-Whitney tests. To account for
specific experiences of participants, process notes were used to record
gualitative data regarding the therapeutic process and the responses of the
participants. The results of these therapy sessions are presented below.
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5.2 PHASE 1: PRESENTATION OF THE RESULTS

5.2.1 Qualitative Results

This section will focus on the presentation of the themes identified from a focus
group discussion of psychologists as well as from the five case studies of HIV-
infected women.

5.2.1.1 Focus group interview data

In this section, the researcher describes the results derived from the qualitative
analysis of the focus group discussion with colleagues. The aim is to provide an
in-depth understanding of HIV-positive women’s misconceptions, the irrational
beliefs that they experience on a day-to-day basis influencing their experience of
HIV-related stigma and how the colleagues perceive the women’s coping
strategies. The researcher will further explain the cognitive behavioural therapy
(CBT) strategies that colleagues suggested in assisting the women to cope with
the experience of internalised stigma and discrimination. Rubin and Rubin’s
(1995) method was used to identify the main themes. Verbatim responses would
be given to provide to the reader an understanding of what was meant by each
theme. This is how the data was analysed (also refer to Section 4.3.5):

- The researcher read and re-read the transcribed and translated focus group
interview data with the assistance of a male colleague who is a clinical
psychologist.

- While re-reading the interview data, a numerical code was assigned to each
meaningful topic.

- Alist of all the meaningful topics was compiled as discussed below.

- The researcher compiled a list of main themes from the previously coded
focus group data by grouping together topics and concepts describing related
ideas and putting them into specific categories. Based on the experience of
his colleagues, the researcher assigned an alphabetical code (A to E) to each
category or theme that constituted one of the five commonly identified
themes, as well as code F for coping strategies and problem-solving skills.
The themes were thus clustered into meaningful categories (A to F) as is
shown below:

A. Feelings of powerlessness (which may include loss of confidence and self-
worth)
The HIV-positive women seen in therapy often experienced feelings of
being stuck; powerless and trapped when they were told about their
diagnosis. They experienced feelings of despair, hopelessness and
helplessness, as many of them were breadwinners. The news about their
HIV-positive status often caused them to feel disempowered. One
colleague summarised the women'’s reactions as follows: “there are lots of
feelings such as despair and helplessness about their diagnosis”.
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B. Feelings of guilt (which include remorse about past behaviour; anger that

can be directed inwardly in the form of self-destructiveness or suicidal
behaviour; regrets; negative self-evaluation)
HIV-positive women often experienced anger directed towards the self,
others or God. Their anger increased, especially in the case of married
women who became regretful about having been faithful to their spouses,
since their partners were not faithful to them. This realisation caused high
levels of stress among women. They felt sad, hurt and betrayed by their
partners when they received news about their diagnosis. Colleagues
observed the women to be preoccupied with mixed feelings such as
blaming themselves for contracting the virus and a lack of trust in men.
This is often accompanied by the experience of guilt, and feeling
overburdened and overwhelmed by feelings of remorse whenever they
thought about their disease. To crown it all, some women’s partners
further traumatised them by blaming them for and accusing them of
contracting the virus. For example, a colleague mentioned: “I had a case
of a woman who had strong feelings of guilt ... she could not walk and
talk, and could not do anything, which suggests that it was overwhelming
for her”.

C. Behavioural implications (such as self-pity; self-isolation; self-neglect;
denial; suicide)
The HIV-positive women often felt lonely and neglected, and they pitied
themselves having received their diagnosis. One of the women is quoted
to have said: “...that feeling of being alone comes up strongly. It is like |
am all by myself; | have no other people to help me deal with this”.

It was mentioned that HIV-positive women tended to isolate themselves
and to deny having been diagnosed or living with the virus. They were
often overwhelmed by feelings of having been abandoned by their loved
ones, which often aggravated their self-isolation.

D. Experience of the reaction of others

The psychologists reported that most of the women they see in therapy
feared being rejected, stigmatised and discriminated against, especially
when others knew about their status. They also experienced a fear of not
being loved and many refused to disclose their status due to the expected
reactions of others. For instance, a colleague remarked that: “people do
not divulge to others because of fear of how people will react when they
tell them”.

E. Uncertainty about the future (shock; fear of the unknown; confusion)
The women were seen to be shocked and confused upon being
diagnosed with HIV. They feared the unknown and worried about their
future, probably as a result of a lack of understanding and knowledge
about their condition. They were fearful of what others would say when
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they learnt about their status and were anxious about leaving their young
ones behind. One of the researcher’s colleagues made the following
remark: “I come across patients who fear a lot. Fear of something in the
future, like: ‘If I happen to die, who is going to take care of my children and
what is going to happen to them?™ The women were observed to be
concerned about their loved ones and how they were going to survive if
they were to die. They were obviously also chronically worried about dying
soon, which aggravated their worries about leaving their children behind.

. Coping strategies as well as problem-solving skills

The colleagues reported that the HIV-positive women they were seeing in
therapy coped by re-labelling HIV/AIDS to be tuberculosis (TB). The
women also considered their children as the reason why they should live,
and hence they found a purpose in life.

Some of the women were coping by means of passive acceptance of their
condition and were hopeful to be cured one day. They tended to
rationalise, justify, deny and avoid dealing with their diagnosis. Whenever
thoughts of death arose, they immediately distanced and distracted
themselves from entertaining such thoughts. As colleagues in the focus
group discussion pointed out, the avoidance of negative thoughts
temporarily helped them to cope.

The colleagues found some of the effective CBT strategies to assist the
women to be the correcting of cognitive errors or distortions about their
disease through reality testing. Through this common method of cognitive
restructuring, the women were taught to question the evidence for their
automatic thoughts. The rules that guided their maladaptive behaviours
were challenged, which helped the women to change the thoughts that
underlie maladaptive behaviour. The women were taught to practise
positive thinking about their HIV status. For example, a colleague
admitted: “I usually say to the women that your status has given you time
to plan your life and live every day like the last day of your life. | must
admit that | always say | envy that. | am reframing ... | am showing them
the bright side because they have been looking at the dark side. | also find
that when | do that a lot, there is progress in terms of them coping”.

Women were taught to identify and observe automatic negative thoughts
that disturbed their thinking and to modify these negative thoughts. The
colleagues further assisted the women to appraise their situation in a
positive way, that is, they helped them to resume their roles as mothers,
teachers, and neighbours and so on. Some hope was instilled in their
situation and they were assisted to see other HIV-positive people as their
role models.
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Role modelling and assertiveness training was presented to women who
experienced social problems related to stigma and discrimination. Their
perceptions of stigma were influenced by how they identified themselves
(for example, as members of a stigmatised group) and how they perceived
others (for example, as stigmatising). The colleagues provided the women
with a feeling of mastery over their feelings by asking them to engage in
particular activities associated with a prescribed activity.

It must be noted that the researcher identified very similar themes in the focus
group discussions with colleagues and in the case studies of HIV-positive women
respectively. The themes identified in the women’s behaviour will be discussed in
the next section.

5.2.1.2 Case studies

Interviews were conducted with five HIV-positive women at Witbank Hospital to
gain an understanding of their experiences of HIV-related stigma and
discrimination in order to enable the researcher to develop an intervention model.
Rubin and Rubin’s (1995) method was also used to identify the main themes
emerging from these case studies. As in the case of the focus group interviews,
verbatim responses would be quoted to give an understanding of what is meant
by each theme. The analysis of the data emerging from the case studies follows
the same pattern as used for the focus group interviews and was conducted as
follows:

- The researcher, assisted by a male colleague who is a clinical psychologist,
read and re-read the transcribed and translated case studies interview data.

- While re-reading the interview data, a numerical code was assigned to each
meaningful topic (interview data is available on request).

- Alist of all the meaningful topics was compiled and will be discussed below.

- The researcher compiled a list of main themes from the previously coded
focus group and case studies data by grouping together topics and concepts
describing related ideas and putting them into specific categories. The
researcher assigned an alphabetical code to each of the five commonly
identified themes, as well as to the category of coping strategies and
problem-solving skills. This categorisation was based on his experience, the
available literature, the case studies and the focus group discussions with
colleagues. The themes were clustered into meaningful categories (A to F),
as is shown below:

A. Feelings of powerlessness (including loss of confidence and self-worth)
Most women in the case studies felt powerless following their diagnosis
and saw themselves as worthless. This resulted in them losing confidence
and self-esteem. Two women lost partners upon disclosure of their status,
which aggravated their feelings of hopelessness and helplessness. The
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following is an example of a response by one of the participants: “my
confidence has been lowered because | sometimes do not regard myself
as a person”.

. Feelings of guilt (including remorse about past behaviour; anger that can
be directed inwardly in the form of self-destructiveness or suicidal
behaviour; regrets; negative self-evaluation)

Upon receiving an HIV-positive diagnosis, some women interviewed as
part of the case studies felt guilty and blamed themselves for contracting
the virus. Here follows an example of the response from a participant: I
have regrets about my life; | often say that had | known that | was going to
contract the virus, | would not have had sex and would not have had a
boyfriend”.

Women who participated in the case studies regarded themselves as
different from others. They felt betrayed by their partners. They felt hurt
and disappointed when they discovered their HIV status and perceived
themselves as being punished by God. It was difficult for them to come to
terms with their diagnosis and the fact that they had problems in coping
with HIV/AIDS seemed to trouble them. They experienced thoughts of
suicide, especially shortly after diagnosis, were depressed and mainly
feared dying of AIDS. Some women generalised all negative feelings to be
related to HIV and they tended to blame themselves or others for
contracting the virus, instead of taking responsibility for the disease.

. Behavioural implications (including self-pity; self-isolation; self-neglect;
denial; suicide)

Given the nature of the stigma related to HIV/AIDS, women who
participated in the case studies tended to perceive themselves as being
different and not loved by others. They displayed a tendency to isolate and
neglect themselves since they were living with the disease. One woman
said: “I regard myself as different from other people and | am not coping
well with that. |1 thought of committing suicide as a way out of this
situation”. Another woman said: “my mood is low. | distance and isolate
myself from others. | think that people are happy while 1 am sick and still
they would continue to ask me how | feel”.

. Experience of the reaction of others

Some women who participated in the case studies felt uncomfortable and
scared when they were among others, because of the stigma and
discrimination related to HIV/AIDS with which they were faced. They were
also afraid of losing partners when the truth about their status became
known. People’s negative comments about HIV/AIDS further caused them
not to cope well. For example: “my life has changed a lot as | used to be
free but now | am not. For example when | sit with other people watching
TV and HIV is the subject; | suddenly change as if | am not the same
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person. There is a thing that tells me that people know about my status. |
feel as if | am transparent and that they know about me (referring to her
HIV status). Even if | am sitting with people who are just talking about this
disease, | usually tell myself that they know about my status and they are
passing remarks to make me feel bad”.

Most of the case study women’s experiences were observed to be due to
internalised stigma — that is, fear of being stigmatised and some women
who disclosed their status, experienced people to be really discriminatory.
Two of the women indicated that they lost their partners when they found
out about their status.

. Uncertainty about the future (shock; fear of the unknown; confusion)

Most case study participants had a preconceived idea that an HIV
diagnosis meant death and that they were going to die in the near future.
This obviously made them to feel uncertain about the future. They were
scared and surprised to discover that they were living with the virus and
feared leaving their children behind. For instance: “I| become so scared
that | have to start to drink medication and that it is indeed true that | am
going to die. That scares me”. In addition, some of the women were in
denial of experiences related to their condition and denied reality by not
thinking about the future. The women were stressed about not getting well
and about dying, and they had no respect for themselves. They were
chronically worried about losing their partners when they found out about
their HIV status.

Themes that were mentioned by the women but not by the colleagues
were generalising all negative feelings that they experienced to be related
to HIV. They stated that they were stressed about death and not getting
well. The women in the case studies indicated that they thought people
suspected that they were living with HIV/AIDS, even if they did not
disclose their status to them, and they tended to lack respect for
themselves.

. Coping strategies as well as problem-solving skills

The women interviewed by the researcher tended to cope by using social
support they received from others and by changing their lifestyle (eating a
balanced diet, using a condom and adhering to treatment regimen). Their
children gave them a reason to live whenever they thought of suicide and
being faithful to their partners was also important. They kept themselves
busy by keeping company with others and one woman helped herself to
cope by telling people about the disease. Preparing themselves for the
worst (decatastrophising) in terms of dealing with stigma and
discrimination prevented them from being disappointed whenever they
encountered difficulties. They reframed their negative situation by thinking
positively about their disease, for example, they regarded themselves as
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not the only ones living with the disease. They also kept on doing the
things they wanted to do and tried not to regret living with the disease.

The women further coped well by regarding themselves to be similar to
others and disregarded stigma and discrimination by disqualifying those
who discriminated against them because they do not know about their
status. This implies that they think that others, who discriminate against
them do not know their own status, therefore cannot be taken seriously.
They showed to be future orientated, and used the time they were left with
effectively by not indulging in substance abuse such as smoking and
drinking alcohol. They accepted HIV like any other chronic disease, which
enabled them to cope. Religion was also used as a way of coping, and it
assisted the women to gain strength and courage to deal with their
disease. Seeing other HIV-positive people as their role models and
accepting that many other people were also living with the virus further
boosted their coping efforts. This implied that they were not the only ones
suffering from this disease and as such they were not alone. The HIV-
positive people they looked up to and used as role models were the
people that openly disclosed their status on national television and others
who lived with them in the community.

The ineffective coping strategies identified among the women involved
minimising the seriousness of their diagnosis by regarding HIV to be
similar to TB. This implied that they would probably not adhere to the
treatment as strictly as was necessary, which could well result in re-
infection and them spreading the disease. Some of the women did not
disclose their status to others and avoided having partners, so as not to
have to disclose. These coping strategies were possibly adopted to avoid
being subjected to the stigmatising connotations related to HIV/AIDS. The
women also showed passive acceptance of their disease and denied
reality by not thinking about the future. Thus they became isolated and did
not get the necessary support.

When diagnosed as HIV positive, the participants were shocked to a point
where it was difficult for them to accept or come to terms with their
diagnosis. They consequently resorted to defence and coping
mechanisms of denial. For example, “I do not regard myself as a person
living with this disease; | do not think about it and | think that I still have a
lot of time to live”.

5.2.1.3 Quantitative results

The five psychometric instruments planned for monitoring change in experiences
and behaviour in Phase 2 was used with women as part of the case studies, to
guantify women’s experiences and to explore the validity of the instruments for
this group of women. The psychometric instruments were used to assess
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women’s coping styles, experience of stigma, self-esteem and depression. The
psychometric scores of women that were part of the case study are given in table
5.1 and discussed thereafter (see Appendix K for the summary of all the raw
scores of women involved in the case study interviews).

Table 5.1 Scores of women involved in the case study interviews

N Range | Mean SD Min Max
Depression (BDI-11) 5 0-63 12.0 7.71 5 25
Self-esteem (RSES) 5 0-30 4.2 5.76 0 14
Enacted stigma 5 0-22 3.4 3.85 0 10
Internalised stigma 5 1-64 30.8 7.09 22 41
Coping positive (Brief Cope) |5 0-48 37.8 6.10 28 43
Coping negative (Brief Cope) |5 0-36 23.6 5.55 15 28

There were five HIV-positive women who formed part of the case study
interviews (N=5). The mean score for the Beck Depression Inventory-Il (BDI-II),
which is used to assess depression, was 12.0 and scores ranged from 5 (normal
ups and downs) to 25 (moderate depression) for these group of clients. This
suggests that women involved in the case study interviews on average
experienced mild mood disturbances. This corresponds with what women said
during interviews, as one woman remarked: “...l thought of committing suicide as
it is hard for me to live with this disease”. When one looks at the detail of item 9 (I
would like to kill myself) of BDI-Il, a similar pattern of suicidal thoughts or wishes
is noted. Items 2 (pessimism) and 18 (changes in appetite) were often endorsed
by women and they were most identified as feeling depressed with these two
items (2 and 18).

The mean score for the Rosenburg Self-Esteem scale (RSES) that is used to
measure self-esteem was 4.2 and it ranged from 0 (greater self-confidence) to 14
(lower self-confidence). This implies that women involved in the pilot study were
on average experiencing more positive self-esteem. This corroborates with what
most women said during interviews, as one woman indicated: “I still regard
myself to be similar to others”. A similar pattern was noted on the RSES scale
when one looks at item 6 (I am as good as other people).

Enacted stigma assesses the real experience of discrimination. It assesses 11
types of behaviour that could be discriminative in interpersonal relationships like
avoiding interaction, ending a relationship, forms of verbal and physical abuse.
The mean score for this scale was 3.4 and scores ranged from 0 (no experience
of community stigma) to 10 (high experience of community stigma) for this group
of women. It indicates that the women were not experiencing high levels of
discrimination in their interaction with other people in their community. The
reason for this is that only two of them had disclosed their status to others. The
two women who disclosed experienced negative consequences, like one woman
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said: “my partner left me when he discovered about my HIV status”. The
women’s experiences were accurately captured in the enacted stigma scale.
Some women stated that people from the community act as if it is their fault that
they contracted the virus and as such they have been called bad names.

Internalised stigma focuses on the person's own experience of stigma such as “I
feel ashamed that | have HIV” and expected discriminatory behaviours of others.
The mean score for this scale was 30.8 and scores ranged from 22 (moderate
stigma) to 41(high stigma). This suggests that women involved in the case study
interviews on average experienced high levels of internalised stigma due to
HIV/AIDS. This was further confirmed by their responses, as one client pointed
out: “I feel like | am being punished ...” Items 3, 4, 5, 7 and 9 were the highest
frequency indicating some women’s stigmatising experience.

The Brief Cope scale is used to determine the coping responses of participants
both positively and negatively. Positive coping assesses types of behaviour such
as, positive reframing, religion and acceptance. The mean score for positive
coping was 37.8 and scores ranged from 28 (poor coping) to 43 (good coping). It
means that the women had moderate positive coping skills. The positive coping
styles used mostly by women were active coping, positive reframing, acceptance,
religion and utilising emotional support. For instance, a woman mentioned: “I am
trying to live and to accept my diagnosis” — this is a confirmation of the
guantitative finding. The negative coping scale assesses types of behaviour like
denial, substance abuse, self-blame as negative ways to cope. The mean score
for negative coping was 23.6 and scores for this group of clients ranged from 15
(average coping) to 28 (poor coping), which implies that, additional to positive
coping strategies, women also used various negative ways of coping. The
women were using alcohol to make themselves feel better and criticising
themselves too. This corresponds with the information the women gave in the
interviews. For example, a client said: “I have been blaming myself for
contracting this virus”. In this instance, it could be noted that the qualitative
interviews were corresponding with the scores of women on the negative coping
scale.

In conclusion, the findings indicate that the same patterns of experiences and
behaviour were found in the results of the psychometric instruments and in the
interviews with HIV-positive women. This lends some support for the validity of
the instruments and enabled the researcher to use these instruments in the
evaluation of the intervention in Phase 2.

5.2.1.4 Summary

The goal of Phase 1 was to gain in depth understanding of women’s experiences
of HIV and internalised stigma related to HIV and to develop an intervention
model. The following methods were used to gain understanding: a focus group
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discussion, the researcher’s experience, available literature and five case studies
of HIV-positive women. From the data obtained themes were identified to be
dealt with in therapy. Five psychometric instruments were also used in the case
studies to determine the level of experienced depression, self-esteem,
internalised and enacted stigma, and types of coping strategies used. This was
also done to determine the appropriateness of using these scales in this
population. The themes identified in Phase 1 of the research were used to
develop an intervention for women (described in Section 4.3.6).

The themes were the following: 1) Feelings of powerlessness (including loss of
confidence and self-worth); 2) guilt feelings (including remorse about past
behaviour; anger that can be directed inwardly in the form of self-destructiveness
or suicidal behaviour; regrets; negative self-evaluation); 3) behavioural
implications (including self-pity; self-isolation; self-neglect; denial; suicide); 4) the
experience of the reaction of others, 5) uncertainty about the future (shock; fear
of the unknown; confusion).

This intervention developed in Phase 1 was implemented over an eight-week
period to evaluate the effectiveness of the intervention in changing women’s
experiences of internalised stigma. In the next section, a presentation of the
implementation and the evaluation of the model (Phase 2) will be discussed.

5.3 PHASE 2: PRESENTATION OF THE RESULTS

In Phase 2, the researcher implemented and evaluated the model. The
guantitative results (outcome evaluation) will be presented first and thereafter the
process evaluation done in a qualitative way.

5.3.1 Quantitative Results

The focus of this section is on the presentation of the results of the pre- and post-
evaluation using five psychometric instruments. These instruments were
administered pre-and post-therapy to the ten female clients in the experimental
group and ten women in the control group who did not receive therapy. This was
done in order to monitor changes in experiences and behaviour that took place
as a result of therapy. The comparison of the results is discussed below.

The pre- and post-scores were analysed using both parametric T-tests and non-
parametric Mann-Whitney tests. The result of the Mann-Whitney non-parametric
test was used because of the small sample size involved. Thus it is probably
more appropriate than the T-test, given the relatively small size of the sample.
However, it must be mentioned that parametric T-test gave same results. The
raw scores of the clients in the experimental and control groups on the five
psychometric scales are presented in Appendix L.
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Firstly, the experimental and control group’s scores obtained before the
intervention were compared to make sure that the two groups were similar to
start with. The researcher had to verify that the two groups were comparable
prior to the intervention so that any differences after the intervention could be
ascribed to the intervention and not to inherent differences between the two
groups. Secondly, a comparison of the changes between the before and after
scores (score obtained before intervention subtracted from score obtained after
intervention) for the experimental and control group was done to determine
whether the experimental group’s scores changed significantly more than those
of the control group. In other words, the five psychometric tests measured
whether the intervention model made a difference to the experimental group that
was different from the results in the control group (see Table 5.2).
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Table 5.2 Comparison of experimental and control group scores

Experimental

group
X(SD)

Control

group
X (SD)

Mann
Whitney

value

Exp
min

Exp
max

Contr
min

Contr
max

Comparison of
pre-test scores

Coping negative
score before
(Brief Cope)

10

20.3 (7.4)

22.5 (4.3)

44.5

0.6761

12

30

13

27

Coping positive
score before
(Brief Cope)

10

37.0 (6.7)

33.2 (9.6)

61.0

0.4039

26

45

21

46

Internalised
(Personalised)
stigma score
before

10

37.7 (6.8)

42.4 (6.8)

33.0

0.1979

27

46

30

51

Enacted stigma
score before

10

5.9 (3.9)

6.1 (4.0)

48.5

0.9088

14

12

Self-esteem
(RSES) score
before

10

8.5 (4.3)

9.6 (7.1)

49.0

0.9396

14

20

Depression
(BDI-II) score
before

10

28.1 (12.7)

24.3 (6.2)

54.5

0.7335

13

48

16

34

Comparison of
change scores

Coping negative
change (Brief
Cope)

10

7.8 (6.9)

0.1(3.4)

80.5

0.0208

15

Coping positive
change (Brief
Cope)

10

6.4 (4.8)

0.7 (5.3)

76.5

0.0438

15

Internalised
(Personalised)
stigma change

10

15.1 (7.7)

-6.1(7.1)

19.5

0.0207

Enacted stigma
change

10

-2.1(3.9)

-1.0 (3.5)

41.0

0.4930

-10

Self-esteem
(RSES)change

10

-7.8 (4.3)

2.2 (2.7)

14.0

0.0061

-13

Depression
(BDI-Il)change

10

-19.2 (9.8)

-0.6 (5.9)

3.0

0.0004

-32

-12

Before the intervention no statistically significant differences were found on the
five scale scores between the experimental and control group (Table 5.2). Both
the parametric t-test and the non-parametric Mann-Whitney have p-values
greater than 0.05 for all the scales. There was therefore no statistical evidence of
a significant difference, before the intervention, between the coping styles,
internalised stigma, enacted stigma, self-esteem and depression scores for the
experimental and control groups. These two groups are therefore comparable.
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After the intervention, statistically significant differences were found in the
changes to the scores of the experimental and control groups for four of the five
scales. The enacted stigma changes were not significantly different between the
experimental and control groups. This suggests that the intervention had a
statistically significant different effect on the scale scores of the experimental
group with regard to the four scales, in contrast with the control group. Both the
parametric t-test and the non-parametric Mann-Whitney test indicated a
statistically significant difference between the experimental and control group
with p-values less than 0.05 for these four scales. This means that the
experimental group had less negative ways of coping and more positive ways of
coping after the intervention (p<0.05). The level of the women’s depression
(p<0.001), as well as of internalised stigma (p<0.05) was statistically significantly
lower following therapy. Women in the experimental group showed significantly
higher self-esteem after the intervention (p<0.01), which suggests better ways of
dealing with stigma. It could therefore be noted that therapy had a positive impact
on the women in the experimental group.

The positive impact of CBT can be noticed in the experimental group’s less
negative ways of coping as observed by the researcher on the Brief Cope
subscales such as items 10 (denial) and 14 (self-blame) where the experimental
women scored higher (3) before therapy to less (0) after therapy. The
experimental group showed more positive ways of coping following therapy as
seen on some subscales such as items 1 (active coping), 2 (planning), 3 (positive
reframing), 4 (acceptance) and 7 (using emotional support) — where they scored
higher (3) after therapy as compared to O before therapy, which is lower —
suggesting that women were accepting to be living with their disease. The
women’s depression level was lower post-therapy as observed during the
therapy sessions that they realised that they still had reasons for living — that is
why they scored higher (3) on some items of the BDI-Il subscales such as 1
(sadness), 4 (loss of pleasure) and 9 (suicidal wishes) pre-therapy compared to a
lower score of O post-therapy. The experimental group women showed higher
self-esteem after the intervention as noticed on the RSES subscales such as
items 8 (I think | am a failure) and 5 (I feel useless at times) where they scored
higher (3) before therapy to less (0) after therapy. This may be because therapy
assisted them to regard themselves to be similar to others. A change was also
noted on the experimental group women that indicated better ways of dealing
with stigma on the internalised stigma subscales such as items 1, 3, 5, 7, 15 and
16 (see Appendix C for details) where women scored higher (4) before
participating in therapy sessions to less (1) after the intervention. In this instance,
therapy may have been effective in enabling women to think that getting HIV is
not a punishment of bad behaviour. This corresponds with the information the
women gave in the interviews. For example, client 4 said: “I have not done
anything wrong for contracting this virus ...” In this instance, it could be noted
that the qualitative interviews were corresponding with the scores of women on
the internalised stigma scale.
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With regard to enacted stigma, no significant change was found in the
experimental group compared to the control group. This is understandable, given
the nature of some of the options on this scale, such as: “my partner left me
because | am HIV+". The responses of the women could indicate experiences
that had happened before the intervention took place, since the questions in the
post-test did not specify experiences since the therapy started. The intervention
model would also not have made a difference in other people’s reaction towards
the client. Though, if people feel different about themselves they will be able to
handle the reaction of others differently. Additionally, others may also act
differently towards someone who is confident than towards someone who is not.

In conclusion, the findings indicate that the experimental group experienced less
depression, internalised stigma and negative coping, as well as higher levels of
self-esteem and positive coping after having participated in eight therapy
sessions, compared to the control group.

The qualitative evaluation of the intervention will focus on the reactions of women
in therapy and will enhance understanding of the quantitative results. The
gualitative description of responses and experiences will be presented in the
following section.

5.3.2 Qualitative Results

In this section, the researcher will present an overview of the therapeutic process
and outcomes after the therapeutic process for the ten female clients who
constituted the experimental group. Eight sessions were held with each of the
women at weekly intervals. Verbatim examples will be provided to give an insight
into the use of the CBT techniques and the participants’ reaction to the
techniques. Results will be presented using Rubin and Rubin’s (1995) method of
identifying main themes, as described in the previous sections. The researcher
compiled a list of main themes from the previously coded data by grouping
together topics and concepts describing related ideas and putting them into
specific categories. The researcher assigned an alphabetical code to each of the
five commonly identified categories or themes, as discussed in Section 5.2.1.2.
The ten clients who participated in the case study will be discussed below. The
results of each participant are dealt with separately. Careful consideration was
given to the amount of background information to be provided due to the
sensitive nature of the study.

Participant 1
Session 1

Based on the process notes, the following remarks can be made about this client.
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1. Context

She was a 40-year old woman who was seen at the Wellness Clinic at Witbank
Hospital. She was referred by the nurses for the purpose of this research to be
assisted in dealing with the HIV-related stigma and discrimination that she was
experiencing. The client reported that she was not married and had three sons,
aged 23, 17 and 8 respectively, and a daughter of 15 years old. The daughter
was troubling her because she refused to follow her instructions. This
relationship seemed to be a major cause of stress in her life at the time of
therapy and she reported to have lost weight as a result of her daughter’s
inappropriate behaviour. She indicated that she dealt with her frustrations by
beating and shouting at her children. For example: “I was even beating them this
morning before | came to see you”. Her two younger boys and daughter were
living with her, while the eldest son was studying at university. Her children knew
about her HIV status, but not other family members and relatives, because she
feared that they might discriminate against her. She was concerned about who
would take care of her children after her death, especially of the youngest son.
She had no proper support system after the death of their grandparents. Her
main worry was that her children would grow up without parents. She was not
married to the fathers of her children, and they were also not involved in her or
their children’s lives because they had already died. The only exception was the
daughter’'s father who frequently saw her during school holidays. The woman
pointed out that she herself had had a traumatic upbringing because she did not
know her father and her mother suffered from chronic mental illness from the
participant’s early childhood. As such, she indicated that she was just brought up
“by the grace of God” because she did not receive proper parental guidance.

She felt that God had not protected her from contracting the virus, despite
knowing how she grew up. She was blaming God for that. She did not currently
date any person and lacked trust in males. For example: “I do not want to hurt
myself any longer even if | feel lonely at times. | think | have decided that | do not
want men in my life”. At the time of the first session she was unemployed, which
added to her being stressed. She had earlier worked as a bus driver until she
became sick. After being diagnosed with HIV she withdrew and isolated herself
from others by not getting out of the house. She kept herself busy by watching
television at home instead of thinking about her diagnosis. She presented with
sadness, regrets and a low self-esteem.

2. Definition of the relationship with the researcher
The client entered the relationship in a “one down” (inferior) position and she

maintained that throughout all the sessions. Her tone of voice was high and she
maintained eye contact most of the time.
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3. Distance (Punctuating from the client’s point of view)
3.1 Acceptance of reflections

The client maintained an appropriate distance by being involved during therapy
and accepted empathic reflections of feelings.

3.2 How did she express herself?

The client was congruent when she spoke about her situation and lots of emotion
was expressed because she cried a lot. She presented herself as helpless and
depressed, appearing to be out of control of her current situation. This could be
interpreted as learned helplessness. She was not taking responsibility for her
disease and kept on blaming it on God and her past traumatic upbringing as she
indicated to have grown up without a father. By blaming God and her upbringing,
she seemed to have an external locus of control.

3.3 Manoeuvres and behavioural patterns

A pattern of closeness was maintained throughout the therapy process.
Manoeuvres for closeness were observed when the therapist reflected feelings
and the client accepted them. She was also manoeuvring for sympathy and
understanding when she expressed her feelings by crying a lot.

4. The client’'s support system

The respondent’s parents were both deceased, and she had no support from
family members and relatives. She was also scared to disclose her status to
them because she feared being discriminated against. Her support system
comprised of her three sons and daughter. There was a symmetrical relationship
between her and the daughter, which was characterised by ongoing conflicts.
She furthermore distanced herself from her own relatives by not sharing with
them her intimate fears about living with HIV. Thus she was possibly depriving
herself of the support she could hypothetically have received from relatives. What
she was modelling to her daughter was that one should not get too close to the
loved ones, because they might respond by rejecting you.

5. Hypothesis

The respondent had clearly assumed that her relatives would reject her, meaning
that she had cognitive distortions of mind reading. She thus felt rejected by her
potential support system (relatives). Her interactional style had a distancing effect
and isolated her from any support. Her daughter's style matched her own,
because the more the daughter tried to get closer to her, the more the participant
employed conflict to distance and isolate herself from her daughter. HIV/AIDS is
referred to in religious terms as a punishment from God as was the case in
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previous research (Aggleton & Chase, 2001). Given such stigmatising
connotations attached to the disease, the participant understandably feared
disclosing her status to relatives and others in the community.

6. Symptoms

The woman preferred to isolate herself and thus avoided social interaction with
others. She also modelled this attitude to her daughter, with the resultant conflict
in the mother-daughter relationship. The other symptoms she was experiencing
were self-isolation, feelings of helplessness, regrets and depression.

7. Goals of therapy

The aim of therapy was to assist the participant to deal with her inappropriate
style (that is, feeling depressed, regretful and helpless, and isolating herself from
others) and to empower her to deal with internalised stigma and discrimination so
as to have healthy interpersonal relationships.

8. Type(s) of intervention used and the reaction of the client

The woman thought that God had not protected her from contracting the HI virus.
She was worried about dying and leaving her children behind. A positive
cognitive reframing techniqgue was consequently taught, which seemed to be an
unfamiliar concept to assimilate in her life. The researcher reframed her
diagnosis by stating: “the disease you are suffering from offers you a chance to
think about what to do with your children before you die as you are on treatment
that will prolong your life”. She was encouraged to plan with her eldest son about
what to do with his siblings if she dies, because she said that he is a responsible
person. She responded negatively by saying: “even the same child that one
trusts so much — one may never know what is happening with him as he might
also contract the virus”.

She blamed God for her sickness and remarked: “l also think that God has
abandoned me because He knows my life and did not show mercy towards me.
He knows how hard it was for me to grow up without parents”. The researcher
stated: “it does not necessarily mean that you are being forsaken. So you do not
have to regard yourself as a rejected person”. (ldentifying, challenging and
changing negative automatic thoughts and assumptions.) He further challenged
the woman’s thoughts by saying: “did you regard yourself to be rejected before
you were diagnosed?” Her response was: “no”.

A homework assignment was given to her, namely to think of a thorough plan
about what to do with her children if she dies. She was tasked to identify a
responsible person or relative who could take care of the children. The purpose
of the assignment was to assist her to have a tentative or workable goal, instead
of ruminating on negative thoughts. If she identified someone, she would have to
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disclose her status to that person so that he/she would have a thorough
understanding of her arrangements for her children.

Comments: She found the assigned practical task to be easier than the call to
change her thoughts, as the former could fit more easily into her perceptions.
She showed slight improvement, which was evident from her remark: “I tell
myself that | am going to be all right”. It seems that the concrete assignment to
identify someone to look after her children worked fairly well. However, positive
cognitive reframing, identifying, challenging and changing negative automatic
thoughts and assumptions could not really be grasped, possibly because she
was not familiar with these techniques. Perhaps the other reason for her failing to
change her thinking at this stage is that several strategies were presented at
once.

Session 2

Her uncertainty about the future, as well as the assigned task was explored in
this session. She said the following about her previously assigned task: “I thought
of it, as | have four children; one being a girl whose father is married to someone
else. My girl loves her father a lot and can stay with him if | die. The other two
children can stay with my eldest son as we agreed. | feel better since | have this
plan in place”. It must be noted that she did not disclose her status to the father
of her daughter to agree that he takes care of her as per agreement of the
assigned task. However, the daughter’s father showed to be willing to take care
of her.

Some coping strategies were taught by the researcher in order to help the client
become aware that she could use the social support of others such as her son
and the daughter’s father to cope and to be less worried about other issues. The
woman agreed by nodding her head. Positive cognitive reframing of her situation
was taught to assist her in thinking of her diagnosis in a positive way: “you must
be grateful, as you seem to have a responsible son who possibly understands
your current situation and has agreed to take care of the others when you are
dead. So have a positive way of looking at it”. She reacted: “I do understand

”

you”.

When asked if there was anything else that she wanted to raise for therapy, she
said: “I have a problem of work and | am sometimes requested to come and
work, as | am a driver. My worry is whether | will be able to work even if | have
this disease?” The researcher confronted her negative self-perceptions about the
disease: “do you perhaps know why you cannot work? It is because you are
convincing yourself that you cannot work any longer since you live with the
disease. What prevents you from doing the work now as you used to do it before
you were diagnosed? You are given a chance to work and you seem not to see
it. How many people who have this disease are still working?” (Identifying,
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challenging and changing negative automatic thoughts and assumptions.) She
answered: “many of them”.

Alternative ways of thinking were suggested: “such people work as long as they
can and are able to take proper care of their health. You can still work, so you
need to have a better way of looking at your situation. Pay careful and thorough
thought to this matter, since it may give you a better perspective of yourself’. She
responded: “thank you so much and | want to ask you something (whilst
laughing), but it is difficult to ask it (continued laughing). Is it possible to date
someone if you have this disease?” The researcher taught her coping strategies
by explaining that she can date if she takes proper preventative measures when
it comes to engaging in sexual activity. She seems to limit herself, as if her life
was over. She was pleased to hear this. Her homework assignment was to think
of a future plan for the next five to ten years.

Comments: She seemed to be progressing well as a result of the previously
assigned task. It proved to be effective in alleviating her worries about who would
take care of her children if she were to die, as she mentioned above. It could be
noticed in this session that the assigned task made a difference in her life.
Identifying, challenging and changing negative automatic thoughts and
assumptions proved to be effective in making her aware that she could still be
involved in other activities, such as dating someone and the changing of
misconceptions of HIV made the difference as it started the change process. The
researcher felt that thinking differently about HIV could have also started the
process of change. Positive cognitive reframing and coping strategies however
proved not to be that effective at this stage of the therapy.

Session 3

In this session we explored the client's homework assignment about her future
plans and she stated: “I| am prepared to work for the Lord these last days of my
life. 1 even wish | can go to a Bible college to teach a lot about this disease in
churches. Furthermore, | wish to see all my children finish school and having
their own families, especially my first-born child. | also want to drive a nice car
(tone of voice elevating as she was emphasising that) and stay healthy. | have
started talking to others about this disease since | saw you”. When asked about
how people were reacting now that she was disclosing her status, she said:
“some people become blessed and others want to know about their status and
they go to test. Many people come to see me for help and they now love me and
| become embarrassed as | did not want my neighbours to know that | have this
disease. “

The woman blamed herself for her disease, felt guilty and did not want
neighbours to know about her HIV status. Her anxiety about disclosing her status
to neighbours was confronted: “how come that you are saying that you did not
want neighbours to know about your status when you have started speaking
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publicly about the disease?” (ldentifying, challenging and changing negative
automatic thoughts and assumptions.) She responded that she previously
disclosed to someone who betrayed her trust. She was very angry about that.
She mentioned that she was also worried about her children thinking that others
would tease them about her HIV status. That is why she was feeling guilty about
it.

A positive cognitive reframing of her negative thoughts and feelings of guilt was
once again taught: “you do not have to feel bad about what previously happened
to you ... it is no use feeling guilty and ashamed as you are already living with
this disease. You rather focus on the future instead of feeling guilty and blaming
yourself for having the disease”. She responded: “yes”. Coping strategies were
educated to enable her to deal with her guilt feelings: “your plan is to address
people to inform them that they can avoid contracting the virus and talking about
this disease to others might help you to cope and deal with it, while at the same
time you will be helping others as well. Your neighbours and others will ultimately
know”. She seemed to be agreeing with these suggestions.

Her feelings of guilt were further challenged: “how would guilt feelings help you
cope?” She responded: “it will not”. He further said: “it is of course not going to
help you, as you will not achieve anything at all because of it". To which she
replied: “I understand”. She was paradoxically assigned a homework task to
reflect on how feelings of guilt would help her to cope. The rationale behind this
assignment was to try to empower her to recognise that her guilt feelings would
not assist in dealing with stigma.

Comments: The client seemed to be responding well to the idea of identifying,
challenging and changing negative automatic thoughts and assumptions
because she could now face people and talk about the disease. The homework
assignment she was given facilitated her progress in therapy because it proved
to make a difference in her life as there was a drastic change — because she
was looking forward with excitement. She was starting to look at alternative ways
of coping and dealing with stigma as it was seen that she was talking to others
about her disease. What went through the researcher’'s mind was that she was
really reacting unbelievably well. | think what made the change was that she was
now seeing herself as “normal” and able to do “normal” things such as working,
dating and talking to people.

Session 4

The woman’s feelings of powerlessness as well as her assigned task were
explored. She said that she has started talking also with neighbours, especially
because therapy has empowered her. She used to quarrel with neighbours if
they dared to ask her about it. She was even free towards the people who do
home visits because she was no longer locking herself in the house. She
remarked: “earlier 1 did not even want them to come to my house since
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neighbours would know that those people who do home visits are doing that for
people who have this disease”. She further reported that they were there the
previous day since she did not lock them out and they had a long conversation.
She mentioned that she was thinking of starting a care group in her
neighbourhood because there were more than eight people with HIV in her area.
It was clear to the researcher that the woman’s perception about her diagnosis
was changing: “I have been helped a lot as | no longer have a problem. | am now
free since | can freely talk about this”.

Positive cognitive reframing was taught to assist her deal with her feelings of
powerlessness, for instance: “you no longer feel guilty, as you know that it is not
going to help you much — it is just going to make you feel powerless. It is
important, of course, to decide how you will talk to them, because you already
have this disease and you will not be able to change it. Of importance is how you
perceive yourself. Move on with your life, instead of waiting for death and feeling
powerless, because if death does not come soon you will be disappointed”. She
confirmed this by noting that people come to see her because she models
positive behaviour such as eating a balanced diet and looking after her physical
appearance as before.

Further positive cognitive reframing was taught to help her deal with her feelings
of guilt, for example: “do you then see that it will not help to feel guilty about the
past, since others see you as their role model? Continue to perceive yourself in a
positive way and attend the gatherings you are expected to as you live with this
disease. Your life should go on”. Her assigned task for the next session was to
determine in what way her level of confidence could be raised.

Comments: In this session positive cognitive reframing was effective in helping
the client to start changing her negative perception about HIV and herself. This
was evident when she stated that she had started speaking to her neighbours
about her HIV status, despite having been scared of being discriminated against.
For example: “therapy has helped me a lot because | am no longer scared and |
am free indeed”. She appeared to be progressing well as a result of the
assignment she was given as homework. She experiences the positive reaction
of her different perception of HIV and disclosure — she sees that it is not bad but
a relief. The positive experiences she had can lead to more positives.

Session 5

This session focused on how the woman experienced people’s reaction to her
following her diagnosis and the disclosure of her HIV-positive status. Her
assigned task was discussed and she stated: “I thought my confidence would be
boosted by me not stressing, living a positive lifestyle and talking more often to
others about this disease”. She also mentioned the conflict at home between her
children which upsets her. The researcher taught her structuring behaviour
technique that is setting rules to prevent conflict. For example, to deal with the

96



o u

F

IVERSITEIT VAN PRETORIA
SITY OF PRETORIA
SITHI YA PRETORIA

ongoing conflict among the children, she can draw up a timetable to alternate
who uses the bathroom first so that no one gets favoured over the other. The
rationale behind this advice was to encourage the participant to set goals that
can realistically be attained to take control in the situation. She was encouraged
to set small tasks, which gradually build up in complexity and difficulty (graded
task assignment). She was taught coping strategies to manage her children and
problem-solving skills to resolve their ongoing quarrels amongst themselves. She
was advised to take control or charge of their situation because that will reduce
her own levels of stress and will boost her confidence. She commented: “I am
smiling ... because you are helping me a lot. | usually would be angry in dealing
with such situations, especially with my children”.

Another issue was that she feels helpless when her son asks her money that she
does not have. The researcher taught her assertiveness and social skills to deal
with her son and others. For example: “it means that you are saying what you
want to say to others in a polite and assertive way, only repeating it without
raising your voice. If he called asking you for money, you could tell him that you
do not have money and that you will deposit it into his bank account as soon as
you have it". She was shown that by saying it that way, she will be showing
support to him without reminding him that she was not working, since he knew
her current situation. If she was rude, she was told that she could negatively
affect him and his studies. This technique was taught to help her to deal with the
day-to-day problems she experienced relating to HIV/AIDS stigma and
discrimination and how to handle her children.

A positive cognitive reframing of her relationship with her eldest son was also
suggested, for example: “it is good that he is studying to acquire knowledge so
as to be a professional one day. He is motivated to study, despite his home
circumstances that are not easy”. The homework assigned for the next session
was for her to practise being assertive, given that she handles situations by being
rude.

Comments: She showed an understanding of the graded task assignment that
was effective, as she mentioned: “what makes me happy is the fact that | am
going to have a way of handling my children without making a big noise”. It was
evident that the client was beginning to show an understanding of the coping
strategies that proved to be effective, because she was accepting herself: “I can
handle people discriminating against me and | know how to deal with their
opinion about me”. Her homework assignment proved to be effective in changing
her perceptions about herself, as she mentioned that she had started to live a
positive lifestyle and talking more often to others about this disease to boost her
confidence. It seemed, however, as if the positive cognitive reframing,
assertiveness and social skills training, and problem-solving skills she had so far
received made a difference to how she dealt with the day-to-day problems she
encountered.
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Session 6

The client said that she could not try being assertive with her daughter since she
was away for the holiday period. Assertiveness and social skills training were
repeated with the aim of further empowering her to handle her daughter. The
woman complained that she did not know how to deal with her daughter, “I just
look at her and avoid talking to her despite her attempts to talk to me”. She was
advised to change her approach and start to respect her daughter, who could in
turn respect her. As homework, she was tasked to reflect on how self-pity,
isolation and neglect help her to cope because she thought that some of her
daughter’s inappropriate behaviour was as a result of her HIV status. The
rationale behind this assignment was to make her realise that her self-pity in
reaction to her HIV-status would not assist her in dealing with stigma.

Comments: She appeared to be worried about her daughter’s inappropriate
behaviour and the social skills she was taught gave her hope that she would be
able to handle the girl. The assertiveness and social skills training was taught
with the aim of enabling her to deal with her current difficulties. Although she did
not do her homework assignment, she was hopeful that she could practise these
skills as she commented: “... | am progressing well at the moment and | am still
going to practise all that we talked about as soon as the schools re-open”.

Session 7

She realised that it would not help to pity herself. The focus of this session was
on effective coping strategies because she was at some stage negative about
herself. For example, the researcher reframed her problems positively by
indicating: “it would help you to see the problems you are faced with as
challenges, and not as punishment for bad behaviour. It does not mean that God
is punishing you”.

The client was taught decatastrophising skills aimed at re-evaluating and
modifying her catastrophic thoughts. She thought that disclosure of her status to
her relatives would make her feel rejected and the researcher addressed this fear
as follows: “people say bad things about people living with HIV/AIDS and it would
help you to expect the worst. Thus, when the worst happens to you, it would
mean that you were almost waiting for it”. She appeared to understand this line of
thought. She had negative thoughts and regrets about not having taken work
offers when it was offered to her directly after the diagnosis. She was helped to
look for alternative explanations: “remember that you were not coping well at that
time and you are feeling better now that you are in a situation where you are
starting to look for employment”.

Assertiveness training was demonstrated once more, due to the fact that she

indicated: “I have a partner who seemed to understand my position when we
started to date. He is now telling me that he does not understand the issue of a
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condom despite the fact that | told him that | am HIV positive”. She felt it is better
to leave him. She was encouraged and equipped to be assertive: “it is important
to tell him the importance of using a condom until he understands you and he will
possibly see that you are determined and you mean what you are saying”. It
appeared to be difficult for her to assert herself in this situation. She also had
some misinformation about condom use which was cleared up.

A positive cognitive reframing of her relationship with the daughter who was
troubling her was also suggested: “remember, it does not mean that your
daughter is troubling you because of your status; this could be happening to any
other person”. This further contributed to a positive perception of herself. Her
task for the next therapy session was to imagine future difficulties and how to
handle that.

Comments: It could be seen that the homework she was receiving at the end of
therapy sessions contributed to a positive change in the way she perceived
things and was effective in changing her behaviour, for example for her not to
pity herself. Positive cognitive reframing proved to be effective as she showed
good progress in terms of how she viewed her diagnosis because she said: “I
feel that | am better since | have been empowered by you”. She seemed to be
quite at ease with this technique that fit well into her perceptions. Coping
strategies were effective in assisting her to cope, as she pointed out: “I am now
feeling all right as you have assisted me to cope”. She did however seem to be
battling with decatastrophising and asserting herself in handling her partner as
she appeared to be giving up at times. However, she is not isolating herself
since she even has an intimate relationship.

Session 8

The client's homework was dealt with first during this final session. She stated: “if
| happen to encounter difficulties such as the death of my son whom | trust so
much, or maybe my house burning down, or me becoming too sick ... in that
case there is nothing much | could do. I only have to accept the situation as it is
and pray about it. | would need to avoid stress and deal with the problems since |
am living with the virus”. Her future difficulties were positively reframed that she
would regard all the difficulties she could come across, as challenges. Reframing
was done to assist her in handling future problems she might come across more
effectively.

She had negative thoughts, because she had a runny stomach that morning and
was worried that she was going to die. The researcher asked her to record and
monitor such negative thoughts and to replace it with alternative explanations
such as: “...the fact that you had a runny stomach this morning does not
necessarily mean that you are dying. It does however mean that you are faced
with a sickness that you need to deal with”. These alternatives were shown to her
until as many as possible were generated and she seemed to understand this
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line of thought as she responded: “...I comforted myself by saying that | am still

strong physically and cannot die”. Decatastrophising was emphasised to further
equip her to deal with her HIV-positive status: “it would help you to bear in mind
that you could be sick at some stage; you may not be 100% fine because you
live with the virus”. Her response was: “yes, | was upset this morning when | had
a runny stomach and vomited. | am now prepared to be forever ready when
faced with situations like this one and | tell myself that | am not going to die since
my time has not yet arrived”.

Comments: The woman seemed to have improved as a result of the counselling
she received, and hence therapy could be terminated. Her negative thoughts
about how she viewed herself and how others perceived her for living with the
disease had been changed through the method of positive cognitive reframing
that worked well as she had different ways of looking at her diagnosis. Her
homework assignments proved to be effective as she mentioned that she would
learn to deal with the problems she comes across since living with the virus. Her
behaviour had changed, as she started to accept her status, and she said: “I am
now free, since | can talk to other people about HIV. | join other people if | see
them sitting and | initiate conversation with them. In a nutshell, my life is
pleasing”. It is evident that the client initially found it difficult to grasp the coping
strategies, but that she benefited greatly as therapy progressed. She was seen to
be starting to change her perception of this disease and to be coping with
stigmatising behaviour from others such as her neighbours whom she was
scared of talking to about the disease. Decatastrophising was effective in making
her aware of the worst that could happen in dealing with stigma. Identifying,
challenging and changing underlying negative automatic thoughts and
assumptions proved not to be very effective. This was perhaps due to the fact
that too much information was said at a time and the client still needed to take it
and think about it.

Overall discussion of participant 1

It appears as if a technique that worked well to produce change in the client’s
thinking and belief system was the identifying, challenging and changing
underlying negative automatic thoughts and assumptions, such as that of her
daughter’'s maladaptive behaviour that was to be blamed on her (the mother’s)
HIV status. This technique was effective because she did change her negative
assumptions about HIV and relied on God in times of crisis. Teaching positive
coping strategies also proved to be effective in assisting her to deal with others’
discriminatory behaviours. Positive cognitive reframing, which empowered her to
examine other ways of looking at her disease, which changed her behaviour,
proved to be effective as she regarded HIV as similar to any other chronic
disease. For instance, she used to think that her daughter does not respect her
because of her HIV status.
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Her homework assignments, which facilitated change during therapy proved to
be effective in changing her behaviour. These assignments helped her to realise
that there was no need to pity and isolate herself because of HIV but that she
rather had to focus on living her “normal” life. Decatastrophising, a method of
anticipating and dealing with negative thoughts was effective in preparing her for
any future difficulties she might encounter. Assertiveness and social skills
training proved to be effective in empowering her to handle her children and
boyfriend. A graded task assignment was effective in changing her behaviour of
shouting at her children, especially in the mornings. Problem-solving skills were
effective in helping her manage her children too. All these cognitive behavioural
therapy (CBT) strategies brought about emotional and behavioural change in the
woman'’s functioning. It could be pointed out that when this woman started to
think differently about HIV, everything changed - as she could realise that she
could seek employment, date and live her normal life.

The researcher felt that this was an interesting case as much change was
observed also in the psychometric evaluation post-therapy, which strengthened
the qualitative information. The findings indicate that the woman experienced
less scores on depression (41 before which is extreme depression to 12
afterwards which is mild mood disturbance), less internalised stigma (46 before;
23 after), more positive ways of coping (38 before; 47 after) and her self-esteem
(4 before; 0 after) scores improved after having participated in eight therapy
sessions.

Participant 2
Session 1
1. Context

The second client or participant was a 38-year old HIV-positive woman, who
received her ARVs from the Witbank Hospital and agreed to participate in the
research. She was a single parent with one child and was unemployed. She lived
with her mother, brother, child and sister’'s children. She indicated that her
partner had left her when she disclosed her status to him. Since her HIV
diagnosis three years ago, she was suffering a low self-esteem and was angry at
herself for contracting the virus. She said that she would never have sex again
because she did not know from whom she got the virus. She knew that she
contracted the virus through sex. She appeared to be blaming and criticising
herself for contracting the virus. She dealt with the HIV diagnosis by isolating
herself and her definition of HIV was that she had only a limited number of days
to live — hence her chronic worries about death.

She disclosed her status to her immediate family who accepted her. Her

extended family members were stated to discriminate against her in family
gatherings. She said: “people discriminate against you when you live with this
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disease, especially if you prepare food”. Their attitude further added to her loss of
confidence and internalisation of stigma because she indicated that she would
not cook for family gatherings because they would not eat her food. She denied
reality by not thinking about the future, for example: “I was told at the clinic that |
have this disease and | did not have to think about other negative thoughts for
the future that would disturb me and | had to accept”. At times she seemed to be
aware of the realities of living with the virus because she said: “...I know that my
days are numbered ...” She tended to cope by keeping company with others,
even if she did not disclose her status to them, and used distancing and
distraction methods of coping, for example: “I am just visiting friends and talking
to them ... whenever | think of this disease”. She used these avoidance coping
methods whenever she was thinking of the virus and of dying soon.

2. Definition of the relationship with the therapist/researcher

She presented herself in a one down position and maintained that throughout the
interview. She communicated in an uncertain and hesitant manner. Her tone of
voice was low and she avoided eye contact during therapy sessions.

3. Distance (Punctuating from the participant’s point of view)

3.1 Acceptance of reflections

At times she denied reality through lack of response on her side and handled
empathic reflections of her feelings in an evasive way. However, that changed to
a more effective way of communication as therapy progressed. She avoided eye
contact by looking downwards most of the time.

3.2 How did the client express herself?

She maintained distance by speaking in an intellectual way, thereby expressing
less of her emotions. She presented herself as hopeless and blamed herself for
contracting the virus. That is why she pointed out that she would never engage in
sexual activity again.

3.3 Manoeuvres and behavioural patterns

A pattern of fluctuating distance was observed throughout the relationship.
Manoeuvres for closeness were observed when she accepted reflections of
feelings and manoeuvres for distance were observed when she spoke in an
intellectual way.

4. The client’s support system

Her support system consisted of her mother, brother, child and sister’s children,
who were supportive to her. Other family members were described in a distanced
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manner because they discriminated against her, especially in family gatherings
where she would cook. Their reaction further contributed to her internalising the
stigma related to HIV/AIDS.

5. Hypothesis

She felt accepted by the immediate family, but rejected or negatively treated by
the other family members. Her interactional style was to isolate herself from
others. She had a low self-esteem and lacked assertiveness, which was further
made worse by her feelings of internalised stigma that was strengthened by the
enacted stigma experienced from her family members who did not want to eat
her food. It can be noted that the association of HIV/AIDS with death also
contributed to her feeling stigmatised, since HIV-positive people are often seen
as “half dead” and death is not a subject that is openly discussed in many African
cultures (Niehaus, 2006).

6. Symptoms

The woman experienced enacted stigma and tended to deal with it by
withdrawing from family gatherings, therefore, the reactions of family members
who discriminated against her confirmed her internalised stigma.

7. Goals of therapy

The main aim of therapy was to assist the woman to deal with the discriminatory
reactions of others, as well as with her internalised stigma due to HIV/AIDS,
which led to her self-isolation and low self-esteem.

8. Type(s) of intervention used and the reaction of the client

The client's negative perceptions about her diagnosis, which led to her
withdrawal from others and not cooking in family gatherings, were challenged,
and she was encouraged to look for alternative ways of thinking about her
diagnosis (positive cognitive reframing). For example, the researcher remarked:
“being HIV positive does not mean that you will infect others through the meals
that you prepare. So learn to look at this situation in that way”. These strategies
were suggested to help her deal with the internalised stigma she was
experiencing and to assist her in handling relatives who refuse to eat her meals.
She seemed to be battling to understand this information as it is contrary to what
she believes she had to deal with, and this was not familiar to her, because she
mentioned: “it is hard to look at things in that way”. A homework assignment was
given to her, namely to reflect on what to do about the discrimination she was
facing from the family members who did not want to eat meals she prepared.

Comments: The researcher cannot report much progress in therapy during
session 1, because the woman did not express her emotions and was mainly
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speaking in an intellectual way. CBT was introduced by challenging a central
automatic thought and misconception about HIV (identifying, challenging and
changing underlying negative automatic thoughts and assumptions). At this stage
in therapy she was not ready to look for alternative ways of thinking.

Session 2

The participant’s feelings of powerlessness and her homework task were dealt
with in this session. She had to be reminded of the homework assignment and
confirmed her original thought pattern by saying: “I would say that | would never
ever cook if they cannot eat the food that | prepared”. Her underlying
assumptions, namely that she is transmitting the virus through preparing meals,
were challenged with the aim of challenging the rules that guide her maladaptive
behaviours (loss of confidence and internalisation of stigma, visible in not
cooking at family gatherings because she is HIV positive). The researcher then
asked: “how come that you are saying that you will not cook?” She responded:
“the reason is that | am sick and they do not understand that | cannot transmit
this (HIV) through food”.

Her acceptance of their negative reaction was challenged: “it does not mean that
you should no longer cook because you are being perceived as the person who
can transmit this virus by preparing food ...” (Identifying, challenging and
changing underlying negative automatic thoughts and assumptions.) She was
then educated about the basic knowledge about HIV/AIDS, which contributed to
her starting to gain insight, especially with regard to cooking for others. He said:
“you know the truth that this disease is not transmitted through food. You get this
disease in other ways”.

A series of questions to identify underlying thought patterns was asked with the
intention of assisting her to uncover the interpretations and evaluations that might
contribute to her problems (Socratic questioning and reality testing). For
example: “can | find out from you as to what happened in terms of cooking prior
to your diagnosis... did you use to cook in family gatherings?” She indicated: “I
used to cook then”. In an attempt to refute her beliefs, the researcher pointed out:
“and now that you are aware that you live with this disease, what prevents them
from eating and/or stop you from cooking? So continue to cook”. She responded:
“l do get you”.

A positive cognitive reframing was also suggested to assist her to alter negative
perception of her diagnosis. For example: “you have been living well before you
were diagnosed, so why must things change now that you have this virus? It is
perhaps better to perceive your situation in a positive way as you are aware that
you have the disease and you know what precautions to take where it is
necessary”. Her perception of her diagnosis was reframed further by mentioning:
“what people do and say to you should not be seen to affect your confidence, but
how you perceive it is important”. She responded: “I would like to say thank you
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that you give me lots of courage and strength to do all | wish to do”. Her
homework assignment was to think of what she can do to keep or boost her level
of confidence.

Comments: It was hard for her to start thinking differently in reaction to Socratic
guestioning and reality testing, and to work on homework assignments. It may
take time for her to start altering her thoughts. She did however respond well to
positive cognitive reframing and being challenged about her reaction to her
family. This was achieved by changing her underlying assumptions about her
relatives not eating her meals (identifying, challenging and changing underlying
negative automatic thoughts and assumptions). For example, she remarked: “I
am going to continue cooking and do whatever | want to do and what | have been
doing before”. The knowledge she received about HIV transmission further
appeared to give her insight about her disease, which helped to change her
maladaptive behaviours.

Session 3

The client’s feelings of guilt, anger directed at herself, negative self-evaluation
and the task assigned at the end of the previous session were explored in this
third session. Her response to the assigned task was: “I need to share with other
people if | have a problem in order to keep my confidence high. | also need to
keep company of others and be happy with them. | need to keep myself busy, for
example, | can sell goods, to avoid feeling bad and guilty”. Her guilt feelings were
dealt with by means of positive cognitive reframing: “... note that how you
perceive yourself is important as it can affect your confidence. That is important,
as people often isolate themselves from others because they have this disease.
You should visualise yourself accomplishing what you have planned, which can
boost your confidence. Your diagnosis should not lower your confidence and you
should still try to view yourself the way you were before you had this disease.
Many things can still be accomplished if you see yourself in a positive light”. She
responded by nodding her head. It was also clear that she dealt with her feelings
of guilt by distancing herself from them and by looking for distraction and keeping
the company of others whenever she experienced negative thoughts.

She was taught to identify negative automatic thoughts whenever she felt angry
and evaluated herself in a negative way. For example: “... you do not have
control over your thoughts, but you have control over how you perceive such
thoughts. So learn to observe, record and monitor these thoughts. Negative
thoughts may spontaneously come to your mind, but you have to deal with them.
You need to be conscious of the fact that such thoughts can lower your self-
confidence”. (ldentifying, challenging and changing underlying negative
automatic thoughts and assumptions.) The researcher challenged her negative
thoughts further by making her aware that she did not experience guilt feelings
before the diagnosis, why would she experience it now? She nodded her head
and showed some understanding. Her negative feelings about living with the
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disease were further reframed: “when you look at your diagnosis in a positive
way, it will be important to realise that you have a chance to drink tablets, eat a
proper or balanced diet and do all other things you were taught to do. That can
possibly help to reduce your guilt feelings and you may end up living longer,
rather than you pondering on negative thoughts that will not help you to cope”.
Her homework for the next session was to monitor negative thoughts and beliefs
that crossed her mind.

Comments: At this stage of therapy, the researcher was very active in the
process of challenging and reframing but was uncertain whether the participant
could deal with the information. She was not expressive of her emotions as she
kept on responding by nodding her head. She also spoke about her diagnosis in
an evasive and intellectual manner, and it was hard to get her involved in
therapy. The researcher was therefore uncertain whether positive cognitive
reframing, identifying, challenging and changing underlying negative automatic
thoughts and assumptions made any difference to the way she perceived her
diagnosis. Her homework assignment seemed to be effective as she had thought
of ways to boost her confidence level.

Session 4

This session focused on her homework assignment and behavioural implications,
since the client tended to pity herself for living with the virus.

She again did not remember what the homework assignment was and had to be
reminded. She said: “when negative thoughts occur to me, | keep the company of
friends ...” Her negative thoughts were explored: “what negative thoughts are
occurring to you so that you would prefer to keep busy?” She expressed her
negative thoughts: “I often think that | am sick. | often think of death . . . it is death
that often crosses my mind. | then keep myself busy. | clean the house and listen
to the radio”. A positive cognitive reframing was taught to help her look for
alternative ways of thinking: “if negative thoughts and beliefs cross your mind,
you need to have different ways of looking at them, since we are all anyway
going to die in some way or other”. Her worries about death were challenged by
asking if she was worried about death before she knew her status and why she
was worrying now. A reframing of her worries about death was presented: “... so,
take a positive view of these thoughts, as all of us will die and will not live forever.
So live your life as you used to, continue to see your friends ...” She responded
by laughing.

Through Socratic questioning and reality testing, she was showed positive ways
of thinking. For instance: “if you are to be asked a question pertaining to the time
that you are going to die, do you perhaps know when it is going to be?” She
replied: “no, | do not know (laughing)”. The suggestions made by the researcher
appeared to have brought some relief to her as she was starting to laugh during
therapy. She was furthermore taught to question the evidence for her automatic

106



IVERSITEIT VAN PRETORIA
SITY OF PRETORIA
SITHI YA PRETORIA

7

<
thoughts: “why should you stop doing other things and keep focused on death if
you do not even know when is it coming? Use this opportunity to live, instead of
pitying, neglecting and isolating yourself, and thinking about death. You have
possibly not done anything wrong to contract the virus”. She replied: “no, | did
not”. This maladaptive behaviour was addressed through positive cognitive
reframing, aimed at changing her thinking. The researcher continued: “now, how
come that you have low confidence, feel pity for yourself and think that you will
no longer live when you are still living? See yourself as having a way forward and
living because you have to live and celebrate before you die. You will not have a
situation where you are living without the virus, because it is part of you and you
have to live with it”. She admitted: “it is not going to help to pity myself”.

She was assigned a paradoxical homework task to reflect on how self-neglect,
chronic thoughts about her worries and thinking of death would help her to cope.
This assignment intended to make her to realise that negative behaviour will not
help her to cope.

Comments: She had forgotten the homework assignment again and her
response indicated that she coped with negative thoughts by not dealing with it
but to distance herself from it. Although she is not expressive of her emotions
and difficult to engage in therapy, towards the end of the session, it seemed as if
she became more involved. During the session the therapist almost “bombarded”
her with alternative ways of thinking, identifying, challenging and changing
underlying negative automatic thoughts and assumptions, thereby overwhelming
the client who was not involved in the process. It must however be stated that
some change took place as she said self-pity will not help her to cope and she
was starting to laugh. Therefore, it means that Socratic questioning and reality
testing seemed to have brought some relief to the woman to question the
evidence for her automatic thoughts about death.

Session 5

In response to her assigned task she admitted that thinking about death will not
help her. It was stressed through positive cognitive reframing that she needs to
focus on the things that will help her to keep going. She replied by saying: “I need
to keep company of others and get joy from such, so that | should not think of
any other thing that will disturb me”.

The fifth session focused on the participant’s experience of discrimination by her
relatives and her lack of assertiveness in dealing with this matter. She was
informed about anti-discriminatory laws that allow her to open a case against
people who continue to discriminate against her or threaten to kill her because of
this disease. The researcher also trained her to be assertive in dealing with
people’s reaction towards her: “you cannot change the way people think and talk
about it, but you can change the way you deal with what they say about you. In
handling such people you just need to inform them that you are living with the
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virus and that you cannot change that. In a polite and assertive manner without
raising your voice and fighting them you say that to them again and again. You
need to have a way of handling them because this will empower you to carry on
with your life”. Assertive behaviour was further role-played to her and she failed
to demonstrate it back, and only showed agreement by nodding her head. She
was required to practise being assertive in her home environment.

Comments: Her homework assignment proved to be effective as she noticed that
thinking about death is not going to help her. Positive cognitive reframing about
her diagnosis changed the way she thought of herself, namely: “I am better now
... I need to enjoy my life in general”. This statement showed that the manner in
which she perceived herself and her diagnosis had changed to become more
positive. She struggled to grasp the assertiveness training technique when it was
role-played to her and only nodded her head, possibly because it was still new to
her and she was unfamiliar with it as it takes time to grasp the line of reasoning
of the skill.

Session 6

She again needed to be reminded of her homework and replied: “I should talk
properly to people even if they do not talk well with me (coughing a lot)”. It was
stressed that she needs to think of herself in a positive way even if others do not
show respect. Seeing that she did not do her assigned task, assertiveness
training had to be repeated as she appeared not to have developed this skill. She
appeared to be agreeing by nodding her head. Positive cognitive reframing of
negative thoughts on how to deal with others’ reaction towards her was taught:
“you cannot change the way they see you, but you can change the way you view
yourself, even if they are negative towards you. Thinking about your situation in a
positive way can keep you going despite what the people say”. She once more
responded by nodding her head.

Decatastrophising techniques were taught to assist her in dealing with people’s
negative comments: “you need to anticipate such talk - so do your best to
educate those you can and those who decide to listen to you. However, do not
expect to change all people’s minds”. She confirmed by replying: “you cannot
change people’s minds of course”. Her relatives’ reaction towards her was
discussed further. She was requested to give her future plan for the next five to
ten years, which was to be discussed in the next session.

Comments: In this session, the client appeared to be even less expressive of her
emotions. The homework assignments did not bring about a difference in her
situation, because she admitted to having forgotten to do them. The other CBT
strategies such as positive cognitive reframing, assertiveness training and
decatastrophising seemed not to have made a difference in her life, maybe
because of her difficulty to grasp them and the fact that she was frequently
admitted at hospital due to ill health. The other factors that might have
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contributed to her not acquiring these techniques are that the researcher
presented many strategies in one session and she seemed not to be involved
enough. She perhaps needed some behavioural exercises or something more
practical rather than just being involved on the cognitive level.

Session 7

Her assigned task to think about her future plans was dealt with first in this
session: “I am planning to work somewhere and if | am not successful with that |
plan to have a tuck shop. | am also prepared to bring up my child properly”. She
was encouraged to do something for herself that would help her not to worry
about her disease. The client was taught positive cognitive reframing in order to
assist her to change her stigmatising thoughts about HIV. HIV/AIDS was
described to her in the same way as any other chronic disease, where people
need to take medication and precautions, and not as a punishment, but a
challenge.

The rest of the session was dealing with coping strategies and encouraging her
to utilise the time she had left to accomplish her goals. Decatastrophising as a
technique was again taught as it had not been acquired in the previous session.
The researcher stated: “prepare yourself by expecting the worst, especially
regarding bad comments you will receive from people. Thus, when the worst
happens, you will be ready for it, as you have been waiting for it". She was
encouraged to listen to radio programmes and read magazines about HIV, as
well as to look at other HIV-positive people as role models. The homework
assignment given to her was to imagine future difficulties and how to handle
them.

Comments: In this session, she had attempted to do her assigned task, which
appeared to have worked well for her. It seemed that a decatastrophising
strategy that was suggested to her did not assist in equipping her to imagine the
worst with regard to stigma, as she kept on nodding her head. Positive cognitive
reframing and coping strategies also showed not to be effective as there was no
movement or involvement from the client. She did not engage with the ideas that
were suggested to her, therefore the researcher did not know what she
understands.

Session 8

When discussing the homework assignment she said that she thought of the
homework but was sick. She collapsed and was taken by an ambulance to the
hospital where she was admitted. It could be noticed that the woman’s condition
was deteriorating, but she still attended therapy sessions.

The last session was spent repeating some technigues such as
decatastrophising to help her deal with stigmatising reactions. Her response this
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time was: “if they are rude to me ... | would report the matter to the police”. Anti-
discriminatory laws were also emphasised to equip her to deal with
discrimination. Teaching coping strategies such as taking care of her health and
drinking her medication was stressed. She needed to explain her condition to her
family so that they knew how to help her when she was sick. She was reminded
that she may get sick at times, since her immune system is compromised, but
that she needs to take care of herself. Therapy was terminated for this session
even if the intended goals were not yet reached.

Comments: In this session, decatastrophising strategies and the knowledge she
acquired when taught about anti-discriminatory laws enabled the client to
confront and deal with the fears she had about discrimination. Teaching coping
strategies equipped her to cope with her disease as she said: “I am feeling very
well emotionally and | am fine”. Her homework assignment proved not to be
effective as she did not do it possibly due to her ill health.

Overall discussion of participant 2

In a nutshell, the CBT strategies that did not seem to make much of an impact on
the participant were the homework assignments, which she forgot. Assertiveness
training was also not effective even if it was role-played to her. However, there
were some change with regard to the woman thinking positively about her
diagnosis and when she started seeing herself in a positive way, it changed her
behaviour. She initially looked at things in a negative way, but her perceptions
became more constructive afterwards, as she mentioned that she would continue
to cook in family gatherings. Positive cognitive reframing about her diagnosis
changed the way she thought of herself. For instance, she came to realise that
worrying about death was not going to help her instead of living her normal life. It
was noticed in this instance that her thinking was becoming positive. Socratic
guestioning and reality testing brought some impact to the client as she started to
guestion the evidence for her automatic thoughts about death and was starting to
laugh during therapy when the topic about death was discussed.

Her negative automatic thoughts about and perceptions of her diagnosis were
challenged by changing her underlying assumptions about her relatives not
eating her meals (identifying, challenging and changing underlying negative
automatic thoughts and assumptions). This technique seemed to be successful,
as she stated that she will continue to cook. The knowledge she received from
the researcher about HIV transmission further gave her insight about dealing with
her status, which assisted in changing her maladaptive behaviours - such as self-
isolation because others were not eating her meals. Decatastrophising strategy
was effective in assisting her to anticipate and deal with stigma she was
experiencing, especially from her relatives. Coping strategies equipped her to
manage her disease because she stated that if people discriminate against her
she will report them to the police.
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The difficulty in developing assertiveness training, role-play and some homework
assignments could probably be related to her poor physical health. She was
dealing with experiences related to her illness and was not emotionally involved
in the therapy sessions. She expressed very little emotion and coped with her
problems by not dealing with them, but by distracting herself from it by staying
busy or keeping company with others. The illness could also have contributed to
her poor cognitive functioning. Another factor that might have contributed was
her low level of education, since she had only passed Grade 10. Other factors
that might have contributed to her lack of reaction to the therapy could be that too
many strategies were presented all at once — as such, the client was bombarded
with lots of information. If only one or two were taught in a session, they might
have facilitated change and have been more easily grasped. The researcher
could have also been more creative by encouraging her to be engaged in
interaction rather than to bombard her with words. The woman would have also
benefited more in some behavioural exercises or something more practical rather
than just being involved on the cognitive level.

Although it was difficult to engage this woman in therapy and understand her
reactions, the psychometric evaluation that was conducted post-therapy to
monitor changes in experiences and behaviour, confirmed that some change
took place. These psychometric scores confirmed that she was experiencing less
scores on depression (24 before which is moderate depression to 10 afterwards
which is considered in the normal range), less internalised stigma (33 before; 27
after), more positive ways of coping (42 before; 47 after) and a higher level of
self-esteem (13 before; 1 after) after participating in the eight therapy sessions. It
is interesting to note that there was only a small change with regard to
internalised stigma as was evident during the process of therapy.

Participant 3
Session 1
1. Context

An initial interview was conducted with a 36-year old HIV-positive woman at
Witbank Hospital for the purpose of this research. She reported that she had lost
her husband in 2004 due to HIV and that she had not been coping well since his
death: “it is hard to know that | live with the virus ... | am not coping at the
moment as | have seen my husband being sick until at the end. | even attempted
suicide because | saw him suffering a lot”. Suicide had been on her mind since
her diagnosis and she attempted to kill herself after being diagnosed.

The client had three children, 16, 14 and 12 years old, who lived with her. Her
14-year old son was also HIV positive and on treatment. She cried throughout
the interview as she described her current situation and her son’s problems. Her
main worry was what would happen to her son when she died. She pointed out

111



o u

F

IVERSITEIT VAN PRETORIA
SITY OF PRETORIA
SITHI YA PRETORIA

that her son was being discriminated against because his books were not
marked by the teachers at school. The issue was reported to the child protection
unit that intervened by speaking to the school principal.

The woman was unemployed at this stage and desired to get work. She indicated
that she needed to eat a balanced diet whilst being on treatment. She no longer
had parents as they were both deceased. She reported to be the last born in a
family of eight children — three brothers and four sisters. She mentioned that she
had disclosed her status to the in-laws and to her sisters and that she mainly
received support from her third and fourth sisters. She had not disclosed her
diagnosis to anyone else, because she feared being discriminated against.

The client reported that she felt stuck since her diagnosis and was not
comfortable when among other people. She tended to isolate herself and pointed
out: “I have lost weight ... and that keeps me indoors as | am scared of meeting
people because of my weight loss”. She saw her future as dark and had lost self-
confidence. She easily became irritated and angry, and was rude to her children
since her diagnosis: “my first-born child was telling me that | am no longer the
person they knew before this disease ...” She experienced anger as a result of
this disease. She mentioned that she had no partner at the moment because she
was living with this disease and had come from an abusive marriage. She said:
“... 1 do not want to hear anything about intimacy at the moment”. She stated that
she had been coping by praying, but she lost hope when her husband died and
was worried that she was going to die like him.

2. Definition of the relationship with the counsellor/researcher

The woman entered the relationship in a one down position and mainly followed
the instructions or the lead of the therapist. Her tone of voice was low and she
maintained eye contact during the therapy sessions.

3. Distance (Punctuating from the participant’s point of view)

3.1 Acceptance of reflections

She maintained an appropriate distance in the therapeutic relationship by
maintaining eye contact and talking in a congruent manner and accepting
feelings that were reflected.

3.2 How did she express herself?

She was transparent and congruent when she spoke about her HIV status,
especially when she talked about how her husband died as a result of the

disease. She cried throughout the interview. She presented herself in a helpless,
depressed manner and not in control of her current diagnosis. This could be
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perceived as learned helplessness. She was also blaming herself for contracting
the virus.

3.3 Manoeuvres and behavioural patterns

A closeness pattern was maintained throughout the therapy sessions.
Manoeuvres for closeness were noticed when the client accepted reflections of
feelings. She was manoeuvring for sympathy and assistance when crying
throughout the session and talking in a defeated way. She seemed to over-
generalise her diagnosis because she perceived her life as having ended due to
HIV.

4. The client’s support system

She had three children including her son who was also HIV positive and the
victim of discrimination. She had three brothers and four sisters and described
her relationship with two of her sisters as close because they were giving her the
necessary moral support. Her financial support came from the government grant
that her son was receiving.

5. Hypothesis

The woman felt scared, suicidal, depressed, helpless and hopeless because of
her diagnosis. Her interactional style was one of self-isolation and thinking about
herself in a defeated way, hence experiencing suicidal ideations. Her situation
was exacerbated by the fact that her son was living with the virus and suffered
rejection at school; thus she feared being stigmatised and discriminated against
like he was. Her interactional style has a distancing effect as it isolated her from
others. This was possibly depriving her of the support she could receive from
them.

6. Symptoms

The client assumed that she would be rejected by others, which are the cognitive
distortions that contributed to her symptoms. These distortions could be
attributed to the fact that people living with HIV/AIDS are often judged to have
brought the disease upon themselves by engaging in culturally prohibited
behaviours such as sex work, drug use and sexual promiscuity (Bond et al.,
2002). The result was that she tended to become depressed and to withdraw
from others.

7. Goals of therapy
The aim of psychotherapy was to empower the woman to change her

inappropriate style, namely her fear of discrimination, and to assist her to engage
in social interaction and function optimally.
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8. Type(s) of intervention used and the reaction of the participant

In this session, the participant spoke about herself in a negative way and said:
“... | attempted to kill myself ... it does happen that | feel like killing myself,
especially when | am alone and things are tough. | often ask myself why | am still
living. As such, my life is stuck since | have this disease”. She was assisted to
look for the evidence that would refute her inappropriate beliefs and irrational
thoughts which contributed to suicidal feelings as a result of her diagnosis. She
perceived her diagnosis as follows: “it is hard to know that | live with the virus, as
it means that it is the end of everything to me”. Socratic questioning and reality
testing was used to elicit the idiosyncratic thoughts that gave rise to her suicidal
thoughts: “are you aware that you still have a reason for living? You mentioned
that you have children to take care of. You also still have a family that needs you
and you need to live for them”. She appeared to be agreeing with this line of
thought.

Positive cognitive reframing was taught to assist her in managing her diagnosis
in a different way: “perhaps you need to look at this disease in a more positive
way. Can you perhaps think of your children as a reason for living, as this can
keep you going on with life?” She agreed by nodding her head. In view of her
suicidal tendencies, she was assigned a task for homework, namely to find a
reason for living. The rationale was that such a reason(s) would keep her going,
even if it was tough, instead of having her ruminate on negative thoughts.

Reflections/Comments: Judging by the expression on her face, it seemed that
she was emotionally relieved — possibly because she could talk and someone
understood. It must be pointed out that Socratic questioning and reality testing
and positive cognitive reframing were unfamiliar to her as she was noticed to be
battling with these techniques. She was challenged by them to think differently
about herself and the disease. She stated: “...it is hard for me. | cannot say |
have any future, as it is not bright at all”.

Session 2

Given the client’s interactional style, this session focused on her feelings of
powerlessness and the task assigned to her at the end of the previous session.
In response to her assignment, she responded: “I have a reason for living. | will
not kill myself now and | am not responsible for terminating my life, as it is the
Creator’s will that | should still live. Another reason for living is that | need to see
my children grow up and | should give them all the love they deserve. If |
encounter problems | would ask the Almighty to give me strength and courage,
and live for the time that He has given me to live”.

Her underlying assumption that HIV meant the end of life was challenged. The

researcher purposefully challenged the rules that were governing her cognitive
distortions (identifying, challenging and changing underlying negative automatic
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thoughts and assumptions). She said: “you know when bad things happen to
you, you get stuck. At the time | was diagnosed with this disease, the only thing
that came to my mind was that this is the end”. This negative automatic
association between HIV and death were reframed, since HIV does not mean
death. Her response was: “of course, you are not dead; although, if you have a
disease such as diabetes ... you are not discriminated against, but if you are
HIV-positive, people discriminate against you ... if you live with this disease they
would look for a glove, and that causes one to lose self-confidence”.

The researcher educated her about precautionary measures that she needed to
adopt and emphasised that every disease has its own precautionary measures to
adhere to. She needs to see this as protecting others and not as being
discriminated against. She agreed by nodding her head. Positive cognitive
reframing was taught to equip her to change her negative self-perception and
how to perceive people’s remarks: “you cannot change what people say, but you
can change the way you view yourself... such remarks might make you feel
powerless and tap your confidence and self-worth, so you need to be careful of
how you view yourself’. She confirmed by saying: “it is important for me to have a
positive view of my situation and to have confidence in myself”.

Her negative automatic thoughts about life having come to an end were
challenged by saying: “why would these thoughts then undermine your self-
confidence?” Her response was: “you know when bad things happen to you, you
get stuck ...” Her assignment for the next session was to ponder on how to boost
her level of confidence.

Comments: The client started showing some hope that she might get help since
she stated: “... | am better since | saw you last time. | feel that | am going to be
helped that is why | would continue to come here”. It seems as if reframing
contributed to a positive change about the way she thought of herself and
perceived people’s remarks. Identifying, challenging and changing underlying
negative automatic thoughts and assumptions seems to have given her some
hope as she was starting to see some direction in life by saying: “... | now have
to choose what | want in life”. Her homework assignment seemed to have made
her aware of her reason for living.

Session 3

In response to the assignment, she responded that she has self-confidence and
that she needs to get employment or sell something to earn a living and take
care of her children. Her guilt feelings, which included anger and negative self-
evaluation, were also discussed in this session. Her automatic thoughts (negative
self-evaluation) were addressed as she was trained to consider alternative
interpretations of her diagnosis: “if you pursue your planned goals, it will help you
to appraise your situation in a positive way. The fact that you are living with the
virus does not stop you from having a business; you should still be focused in life
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as you used to be before you were diagnosed”. She was persuaded to proceed
with her plans as it would not help her much to view herself negatively because
of this disease.

She was further assisted to be positive towards herself through positive cognitive
reframing: “learn to think in a more positive way so that if you experience
negative thoughts, you can handle them. If you keep busy and focus on the
things you are planning, you are able to appraise your situation in a positive way.
Even if you have this disease, you can still manage to live and accomplish what
you wanted to achieve”. She replied: “I am gaining more self-confidence as you
are talking and | am starting to perceive things in a positive way”. She was
tasked to monitor negative thoughts that often crossed her mind and to consider
what to do to handle them.

Comments: It is in this session that the researcher felt and started to notice the
participant changing her maladaptive way of thinking through reframing. This was
noticed when she said: “... | am starting to perceive things in a more positive
way. | do have issues that would at times frustrate me, but | would easily deal
with them. That is why | am saying that | am gaining a lot from you”. It was
perhaps starting to be easier for her to adopt positive cognitive reframing as a
coping technique. It can be seen that when she started to think differently about
HIV, everything changed — as she seemed to be determined to bring up her
children. Her assignment appeared to have boosted her level of confidence.

Session 4

The focus point of this session was the homework assignment and her
experience of discrimination by others, especially towards her son at school. She
experienced a set back by wanting to kill herself and her children the previous
Friday when the schools closed because her son was not coping well at school:
“when | have to face all this, | experience all these negative thoughts and think of
committing suicide”. The researcher challenged her thoughts: “how come that
you want to Kill yourself if your son is not coping at school?” She answered: “it is
because | have tried a lot and it means he does not have a bright future because
he is not coping at school”.

In this conversation the client was helped to identify the source of her negative
automatic thoughts and suicidal feelings and other ways of thinking about her
problems were identified. For example: “do you perhaps realise why you
experience negative thoughts? Your child is not doing well at school and his
homework is not marked, but you do not do much to address this. At the end of
the day, you think that the situation is hopeless and death crosses your mind as
a solution. How will dying help you then?” (Identifying, challenging and changing
underlying negative automatic thoughts and assumptions.) She said: “I often tell
myself that when | am dead | will not see and experience this pain that | have at
all times. All will be over then”. The researcher further challenged her train of
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thought that death will be the solution to her problems by making her aware that
many other people will get hurt by her committing suicide instead of facing and
dealing with her problems (problem-solving skills).

The researcher tried to assist her to deal with the problem in a more realistic way
by recommending that her son is evaluated and get help with his school work.
His lack of progress in school and the negative attitudes of teachers may not be
related to his HIV status, though she associated it with discrimination. The
researcher informed her about the anti-discriminatory laws that can protect her
and her son and that he has the right to equal treatment in school. Assertiveness
training was role-modelled to equip her to address her fear of being stigmatised
and to help her son whom she thought was the victim of discrimination at school.
The researcher advised her to talk to the child’s teacher in an assertive way to
respect her son as a person and to mark his books.

She said: “I sometimes think that life has totally changed to me in all aspects”.
Her negative thinking was challenged by saying: “did all these things seem to
have changed before you were tested?” Her answer was: “no”. These thoughts
were further challenged: “how come that all things have changed now that you
live with the disease? Why should things change now that you are HIV positive?
Can you see that the manner in which you perceive your diagnosis affects your
way of seeing things? Things will all look as if they have changed, even if they
have not”. She replied by nodding her head.

Coping strategies were taught in order to assist her to cope with the
discrimination against her son. For instance: “can you think of other people who
are HIV positive and are in the same situation as you? It could help you a lot if
you were to join a support group to share experiences with others, because you
are not the only one experiencing these problems”. Her response was: “I have
gained something today. | need to have a way of dealing with problems that |
come across. | should not regard HIV as a disease that is going to kill me now,
because it takes away the value of life. | have to regard this as a challenge. All
the people on earth have problems but what is important, is how to deal with
problems when you are faced with them”.

Role-play was also used in therapy in preparation of a difficult homework task,
which required her to monitor negative thoughts crossing her mind and to further
practise thinking positively when faced with difficult situations. She was
furthermore tasked to write a list of good things about herself so that if she had
negative thoughts about herself, she can remember the good things about
herself. She had to clarify the assigned task and the researcher emphasised that
the assignment was aimed at preparing her to uncover positive aspects about
herself (positive self-statement logs).

Comments: In this session, the client’s style was discovered: she experienced
her problems as huge and got overwhelmed by them, resulting in her not
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addressing the problems but wanting to escape from them. | think that the client’s
eyes were opened that she cannot just run away from her problems, that she has
to deal with them and that they are not all HIV-related. It therefore seemed as if
she was gaining hope and realising that all problems were not related to her
diagnosis. Despite her suicidal ideations, it could be seen that she was starting to
think positive about herself. Although the rest of the CBT techniques seem to
have contributed to making a difference in the way she thought of herself - the
reason for these techniques not being grasped is probably that there were too
many strategies presented at once, as she could have been given many
statements and she still needed time to think about them. The researcher also
thought that she felt overwhelmed by things and could not manage.

Session 5

This session dealt with the implications of her diagnosis for her behaviour, as
well as the task assigned in the previous session. This is how she responded:
“the good things about me are that | have children and I think they need me and |
also love them. The second thing is that God loves me a lot. | also have a family
that loves me and needs me. Lastly, | take care of others”. It was clear that she
was showing insight into the process of positive self-statement logs. Listing good
things about herself rather than ruminating on negative thoughts about suicide
was aimed at improving her low mood. The researcher strengthened her by
saying: “even if it is tough, you can be positive and look at your strengths as a
source or pillar of strength to you”.

She identified her style of dealing with her negative thoughts by using distancing
and distraction methods, which temporarily helped to reduce the strength of her
suicidal thoughts: “when | experience negative thoughts, | try my best to deal with
that by playing gospel music at a higher volume. Negative thoughts then go
away. | also kneel down and pray if | experience negative thoughts. | sometimes
go out for fresh air and then come back when | am fine. | will no longer have
negative thoughts and | continue to do what | have been busy with”. Her negative
thoughts were explored when the researcher questioned: “so what is it that
bothers you this much?” Her response was: “aah! It is death in most cases”.

She was assisted to change her thinking by looking for alternative ways of
thinking. For example: “you do not have to deny the fact that we are all going to
die, but deal with it by accepting it and thinking about it in a different way. Death
will come in its own good time, but go on with your plans”. Positive cognitive
reframing was further suggested when the researcher pointed out: “if you have a
sickness such as a common cold that you had in the past ... you could be
experiencing negative thoughts such as thinking about death. Deal with that by
seeking medical help rather than pondering on negative thoughts”. She again
agreed by nodding her head.
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She was made aware of the impact of negative thoughts in her life such as self-
pity, isolation and suicidal thoughts. She was encouraged to think of the good
things about herself (positive self-statement logs) and the advantages of knowing
her HIV-status early on, since she can still have a chance of prolonging her life
by adhering to treatment and taking care of her health. For example: “use your
strengths to counter your negative thoughts and this would enable you to cope
with fears of stigma and discrimination”. She answered: “... | am grateful for
being equipped to handle these negative thoughts. | now know that if | am
positive | could focus on good things and cope well. |1 would think of my children
who give me a reason for living. | do not want to see these negative things as
problems, but as challenges”.

The task assigned for the next session was to consider how self-pity, isolation,
neglect and thinking about death would help her to cope, instead of living her
“normal” life. This task was assigned in order to make her realise that her
cognitive distortions are negatively influencing her behaviour and emotions.

Comments: It seemed as if the homework assignment had assisted her to
uncover positive aspects about herself, instead of thinking about suicide. This
suggests that the positive self-statement logs techniqgue was effective. She
appeared to be responding well to the positive cognitive reframing as she said,
while laughing: “I am grateful that you have now shown me a positive way of
thinking because | was negative towards myself. | need to change how | perceive
things by not looking at myself as a person who is not going anywhere because
of the virus. I still have a bright future and | have to work on my self-esteem in
order to cope well. | have to take care of myself like | used to before | was
diagnosed with this disease”. It could be seen that she was gaining insight in the
process. Her faith in God also kept her going and gave her courage about living
with the disease. Distancing and distraction methods temporarily helped to
reduce the strength of her negative thoughts. She was assisted in evaluating
such thoughts and enabled to modify her thinking, which may eventually change
her behaviour.

Session 6

She did not do the homework, but responded that being negative and thinking
about death would not help her to cope. The researcher stressed the value of
positive thoughts: “... others would see you in a positive light and you would be
able to accomplish your goals but if your thoughts are negative, most things
would seem to be negative”. Her response was: “yes, | now understand you. |
now realise that | have to see the problems | encounter as challenges. | need to
have a way of dealing with challenges. Secondly, | do not have to pity myself and
have low self-esteem. | have to proceed with my life and believe in myself. | also
do not have to entertain negative thoughts. If | keep on thinking of death, | would
become negative; | need to be positive in life and most good things would come
my way”. It was evident that she was now familiar with the positive cognitive
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reframing strategies as she seemed to be finding it easier to fit them into her
perceptions. Thus, the researcher felt that her thought processes were changing.
Positive cognitive reframing was further taught to address her uncertainties about
the future: “your future may not be as bright as it can be, because of the way you
look at it. If you were positive about yourself, you could pursue your dream of
having a tuck-shop ...” She replied by nodding her head. For homework, she was
asked to consider her future plans for the next five to ten years.

Comments: She appeared to be doing well in therapy as a result of positive
cognitive reframing, since she said: “... whatever | used to be, that is, being sad
and negative about myself, | no longer believe that way. | have now passed that
stage and | can see that there is change in my life and that | am still going to live
for my children”. It was evident in this session that positive cognitive reframing
changed her negative way of looking at herself because of the positive way she
spoke about herself. That had an impact in her functioning and helped her to
start perceiving her diagnosis in a different way. She further remarked: “I now
realise that | have to consider the problems | come across as challenges”. Her
homework assignment seemed to have facilitated positive change and made her
realise that her cognitive distortions such as forever thinking about death and
pitying herself, were having a negative influence on her behaviour and emotions.
For example: “... | do not have to feel pity and have low self-esteem. | have to
proceed with my life and believe in myself”.

Session 7

When her homework task was discussed in this session, she responded as
follows: “I want to be well physically and run a project that would help people deal
with the stigma they have because of the disease. | need to take care of my
children, buy a car and stay in a huge house. My main aim to run this project is to
help other people who are HIV positive, including the orphans. | also want to
generate an income from such projects”. Her response was explored further:
“how far have you progressed in terms of empowering others who are HIV
positive?” She answered: “I needed to be well first and accept my condition and
then help others. | now have some information about the disease because | have
started helping those who are closer by and | tell them about the disease”.

This session focused on educating the participant about the coping strategies
required to assist her to further deal with internalised stigma and discrimination
related to HIV/AIDS. For example: “helping others to cope would benefit you a
lot, as you would in turn be helping yourself to cope. It would also help you to join
support groups, specifically for people living with HIV/AIDS, so that it gives you a
perspective that you are not the only person suffering from the disease. Use the
time you are left with effectively to accomplish the goals you talked about ...” She
seemed to be agreeing with this line of thought.
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She was also trained to re-evaluate and modify catastrophic thoughts through
decatastrophising. For example: “people might be rude about the disease and
discriminate against you. If you anticipate that, it would be easier to cope,
because you were prepared for it”. Her response was: “I have learnt that | have
to love myself since | am attending therapy, it does not mean that | am going to
die tomorrow”. The participant was asked to imagine future difficulties and how to
deal with them - that was done with an aim of empowering her to deal with real
difficulties she might come across.

Comments: She really benefited from the coping strategies as it was clear from
her remark: “HIV is like my friend because | live with it and wherever | am, it is
part of me”. This could be seen as a complete mind shift from being passive to
taking control of her situation. The homework assignment appeared to be
effective in changing her suicidal thoughts because she seemed hopeful about
living and had plans in place. Decatastrophising served to modify her irrational
fears of being stigmatised to positive beliefs. It can be noticed that she came
from being suicidal and running away from problems to dealing with issues and
wanting to help others. This change could have been brought about by the
change in her thought processes that made it possible for her to start coping and
dealing with stigma.

Session 8

In reaction to her homework assignment to imagine future difficulties and how to
handle these, she responded that she will “be strong and not lose courage in
order to achieve all future plans. | also need to look at problems as challenges
and not be easily discouraged by all that comes my way. | should not allow the
problems that | am faced with to discourage me and | should try to solve them”.
The decatastrophising technique and coping strategies were repeated in this final
session before termination of therapy in order to assist her to deal with future
problems: “if you have some minor illness, it would help you not to focus on dying
but on seeking professional help. You would be different in terms of how you
approach your day, as you would tend to be more positive in your thinking and
you would have responded and handled your situation well”. This strategy
focuses on taking care for you minor problems and not to think it is the end of the
world.

Positive cognitive reframing was also recapped in order to further enhance the
participant’s coping and assist her to think positively. For example: “if you view
your iliness in a negative way, you would end up feeling negative about yourself.
So learn to think more positively in order to live a positive lifestyle”. She reacted:
“...I must admit that there are obstacles that | am faced with and | regard them as
challenges, but not as problems”.

Comments: It was in this last session that the researcher realised that the client
had acquired some coping strategies, as was clear from her response: “I now
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have my dreams, plans, goals and life in place. Everything is fine with me. | must
face the HIV | have. | am now going to live for my children as you have helped
me a lot. My life is now back to normal functioning and | would like to thank you
for all you have contributed in making me feel better”. The homework assignment
showed to be effective in changing her perception of handling problems: “... I will
solve problems whenever | am faced with them”. Positive reframing proved to be
effective in altering her negative thinking as she said: “I have confidence that |
would be able to overcome what | come across”. Not much could be inferred
about the decatastrophising technique because she only responded by saying:

13 ”

yes”.
Overall discussion of participant 3

Overall, it was observed that the homework assignments were the strategies that
contributed to a significant change in the way that this client perceived stigma
and they assisted her to uncover positive aspects about herself, instead of
thinking about suicide. Strategies to identify, challenge and change underlying
negative automatic thoughts and assumptions assisted her to identify and
monitor her negative and suicidal thoughts. The positive self-statement logs
technique was effective in enabling the participant to realise that she still
deserved credit for living. She responded well to the positive cognitive reframing:
“I am grateful that you have now shown me a positive way of thinking because |
was negative towards myself. | need to change how | perceive things by not
looking at myself as a person who is not going anywhere because of the virus”. It
was clear that she had gained insight into the process.

Problem-solving skills which were taught made a huge positive impact on how
she dealt with her diagnosis, as she regarded problems as challenges. Teaching
coping strategies assisted her to cope and alter her thoughts because she stated
that she would take care of herself like she used to before she was diagnosed
with this disease. Distancing and distraction methods temporarily helped to
reduce the strength of her suicidal thoughts — she was assisted to evaluate such
thoughts and that enabled her to modify her thinking, which changed her
behaviour. Decatastrophising technique played a significant role to modifying her
irrational fears of being stigmatised to positive beliefs.

The fact that many strategies were taught in one session (instead of only one or
two that could make a positive impact) could have overwhelmed her. This was
possibly the reason why Socratic questioning and reality testing techniques, and
assertiveness training that was role-modelled seemed not to have contributed
much to making a difference to the way she thought of herself and why she took
longer to understand some techniques. The other reason was that she was
unfamiliar with these techniques, as she stated: “... it is hard for me ...” The
researcher could have also given her lots of information of which she needed to
think about, before implementing it. Change will thus not be immediately
observable.
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It could be seen that the intervention model was effective in this case because
this participant felt better equipped to deal with her daily problems and had some
hope for the future compared to her negative perceptions and suicidal thoughts
at the beginning of therapy. The psychometric evaluation that was conducted
post-therapy to monitor changes in experiences and behaviour confirmed these
findings as the client experienced less scores on depression (48 before which
can be interpreted as extreme depression to 18 afterwards which is mild mood
disturbance), less internalised stigma (38 before; 26 after) and better positive
ways of coping (32 before; 43 after) as well as a higher level of self-esteem (11
before; 0 after) after participating in therapy.

Participant 4
Session 1
1. Context

The participant was a 40-year old married woman who was seen at Witbank
Hospital and was referred by the nurses for the purpose of this research. She
was seen in order to be assisted to deal with internalised stigma and
discrimination. She had three children to whom she had not disclosed her status.
She suspected that they knew about her being infected with HIV, because they
saw her taking medication regularly. Her husband was also HIV positive and on
treatment. She was living with her husband and lastborn child. At the time of the
initial therapy session, she was in her fourth month of taking antiretroviral drugs.
She reported that her mother was deceased and she was distant to her father
who had married another woman. She had brothers and a sister and mentioned
that she had disclosed her status to her sister who was a source of support to her
and escorted her to receive treatment at the hospital. She stated that she had
also disclosed her HIV status to one colleague at work. She furthermore
indicated having been epileptic for the past 18 years and that she was on
treatment.

She pointed out that she found it difficult to cope with people’s bad comments
about people living with HIV/AIDS like herself. Thus it was evident that she was
experiencing internalised stigma and feared discrimination. She reported to be
feeling sad following her diagnosis almost a year ago. She blamed herself and
had plenty of regrets about contracting the virus: “... | was hurt to know that |
have contracted this virus ... | was deeply wounded because | have been
behaving well in my marriage, fearing to contract this HIV, but it did not help at
all. It would have been better if | had misbehaved, but | had not”. She kept on
wondering how she had contracted the virus and had anger directed towards her
husband for having cheated on her. She said: “I asked him if he is the one who
infected me, since | do not have multiple partners. | was so angry because of
that”.
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She appeared worried about how other people would perceive her with regard to
her diagnosis, especially her children and brothers. She was experiencing
suicidal ideations and coped through praying, as she pointed out that her future
depended on God. She stated that her diagnosis had brought her closer to God,
especially at the time when she was sick and bedridden, using a wheelchair to
move around. She denied reality by not thinking about this disease. For example:
“I do not think about that but | say to myself, | do not care about it since | have
given all to God — He will defeat this disease as long as | am on regular
treatment”.

2. Definition of the relationship with the counsellor/researcher

The participant presented herself in a helpless, depressed and in a one down
position. The relationship continued in that manner throughout the different
therapy sessions.

3. Distance (Punctuating from the client’s point of view)

3.1 Acceptance of reflections

The participant maintained an appropriate distance throughout the relationship by
keeping eye contact and she accepted empathic reflections of feelings.

3.2 How did she express herself?

She spoke about her HIV diagnosis in a helpless yet congruent way. She was
blaming herself and her husband a lot for contracting the virus, as she indicated
that she had been well behaved in her marriage.

3.3 Manoeuvres and behavioural patterns

A pattern of closeness was maintained throughout the relationship. She was
manoeuvring for closeness, assistance and support while she gave details about
her HIV status, especially when she spoke about how shocked she was to realise
that she was living with the virus.

4. The client’s support system

Her support system comprised of her husband and three children. She received
most support from her sister to whom she had disclosed her status and who
escorted her to the hospital for treatment.

5. Hypothesis

It could be hypothesised in this instance that she felt rejected because she had
internalised stigma that made her sensitive to others’ remarks about the disease.
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She felt angry towards her husband and her relationship with him was not close.
Her interactional style had the effect of distancing and isolating her from others
and made it difficult for her to disclose her status to them.

6. Symptoms

The woman preferred to isolate and reject herself and not to disclose her status
to others because of her fear of being stigmatised. This maladaptive behaviour
possibly deprived her of the potential support she could be receiving from others
by talking about her status.

7. Goals of therapy

The aim of CBT was to assist the participant to realise the impact of her
inappropriate style (that is, blaming herself for contracting the virus) and coping
with people’s negative comments about HIV. In addition, therapy would aim to
help her deal with the negative relationship with her husband, who could be a
valuable source of support to her.

8. Type(s) of intervention used and the reaction of the client

This woman had negative perceptions about HIV in this first session: “...l have
been hearing people saying that HIV-positive women like men. | also heard that
on the radio stations and television when they were talking about this disease,
but | kept on asking myself how come, because | do not have multiple sexual
partners”. The researcher challenged her automatic thoughts and self-perception
with the aim of changing her thinking (identifying, challenging and changing
negative automatic thoughts and assumptions). For instance: “were you thinking
about yourself this way before knowing that you contracted the virus?” She
reacted: “no”. Her negative thoughts were further challenged: “now, how come
that you perceive yourself as a person who likes men?” Her answer was:
“because people see it that way”.

Her negative perception about people’s bad comments when living with HIV was
modified through positive cognitive reframing: “it is not necessarily true that HIV-
positive women like men, as you are saying that you behaved yourself well since
your childhood and you do not have multiple partners”. She was tasked to think
about how to cope with people’s bad remarks regarding being HIV positive. This
assignment was given to her as homework because people’s stigmatising
connotations seemed to be stressing her: “I hear people talking and mentioning
people’s hames, those suffering from AIDS and that hurt me most, and | become
quiet”.

Comments: It must be noted that not much of a change was noticed after this

session, as this was the initial session and the concept of cognitive behavioural
therapy was still new to her and she was not used to this way of thinking. As a
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result, positive cognitive reframing technique and identifying, challenging and
changing negative automatic thoughts and assumptions did not yet make a
difference in her life.

Session 2

This session focused on the participant’s feelings of powerlessness, as well as
on the assigned task. When asked about her homework, she stated that she
does not experience much stigma, since people seem to understand the disease
better and that she copes with it by disregarding people’s negative comments.
Her negative automatic thoughts about people’s negative remarks were
cognitively reframed by looking for different ways of perceiving such talk: “what
people say is not necessarily true. It is important to realise that you cannot
change how other people see this disease, but you can change how you
perceive it”.

Positive cognitive reframing was furthermore taught to assist her in handling
negative comments: “people’s bad comments should not necessarily make you
feel powerless. Of importance is how you perceive yourself and not how they
perceive you. So, it could help a lot if you are thinking positively about this
situation. These people who are making negative remarks might not even know
their status. Look at it in this way that you are better, because you are aware of
your status as you have been tested and you know what to do now that you live
with the virus”. She responded: “people are rude to me about this while they
could be in the same situation as I. | am in a better position because | know
about my status and | know what to do, especially when it comes to treatment”.
She was then tasked to reflect on how to keep her level of confidence up since it
appeared to be low.

Comments: She showed some progress in therapy, as she said: “I do not have
problems now as | heard you talking ... | am proud because | am receiving
treatment”. It was clear in this instance that positive cognitive reframing offered
her hope that she could start changing her thinking. The homework task that had
been assigned for the second session did not make an impact in changing her
thinking because she could have thought about it and forgot it in the week.

Session 3

The task assigned after session 2 was discussed and she responded: “I am
managing to boost my confidence level with regard to HIV because | have
decided that | will not allow myself to be controlled by this disease but | have to
control it by taking medication. | am a child of God and | also trust in God. | am
taking care of myself and | hope that He will help me to fight this disease if |
continue to take treatment well. | am also prepared for people’s bad comments
because | do not easily get scared by this disease. What also boosts my
confidence is the fact that | know about my status. | believe that you do not invite
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this disease to come into your life but you realise that you have contracted it and
you cannot do anything about it”. Based on what she said, it could be noticed that
she was starting to have a more positive view of people living with HIV/AIDS.

The participant’s feelings of guilt were dealt with in this session. She was feeling
guilty and regretful that despite her good behaviour she still contracted the virus.
Positive cognitive reframing was taught to assist her deal with her guilt feelings:
“it is important to look at your diagnosis in a positive way, as you know that you
did not invite this disease into your life. If you perceive it in a negative way, you
will end up feeling guilty and that is not going to help you”.

She was further encouraged to consider alternative reasons for interpreting her
diagnosis in a different way. For instance: “you still have a reason to live because
you have children to take care of and you still need to go to work. You still have
to teach others about the disease in order to combat the spread of HIV and to
empower them to deal with stigma and discrimination. You will tend to evaluate
yourself in a negative way and have guilt feelings if you do not actively become
involved in empowering others. And how will guilt feelings help you?” Her
response was: “that is not going to help me”.

She was also taught the signs and symptoms of this disease, which stressed that
she still has a long time to live and that there are still many things she can
accomplish rather than thinking that it is over. She replied: “I will go and talk to
others informing them that they need to urgently seek professional help if
HIV/AIDS signs develop”. Her assignment was to monitor negative thoughts and
beliefs that crossed her mind and to consider what steps to take when faced with
them.

Comments: Her homework assignment was effective as it assisted her to have a
positive way of perceiving HIV/AIDS. She seemed to be reacting well as a result
of being informed about the signs and symptoms of HIV/AIDS, because she
acknowledged to be learning a lot. It is at this stage of therapy the participant
indicated that she was starting to talk about the disease by disclosing her status
to her children, brothers and sisters, and community members. It could be
noticed that she was not upset about people’s comments: “... | am also prepared
for the people’s bad comments”. Considering alternative reasons for interpreting
her diagnosis in a more positive way that was taught through positive cognitive
reframing was also effective as she felt empowered to look at her disease in a
different way. Her trust in God also gave her courage and strength in dealing with
her disease.

Session 4
The participant's assigned task was explored and she reacted: “...if negative

thoughts come to my mind, | console myself that | am on treatment. | need to
protect myself by eating well and using a condom. | also need to regard myself
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like others as | am accepted by people”. It could be seen that she was starting to
perceive herself in a positive way. The session focused on the implications that
the client’s diagnosis held for her behaviour such as her self-isolation and self-
pity for living with the disease. Her negative thoughts were as follows: “...it is
when | think that | do not look like others ...” She was assisted to deal with such
negative thinking through positive self-statement logs: “it would help you a lot to
focus your attention on writing a list of good things about yourself when you
experience negative thoughts — rather than ruminating on them”.

Positive cognitive reframing was taught to assist her deal with her negative
thoughts about not being similar to others because of HIV. The researcher
remarked that “... people feel pity for themselves because of the virus and tend
to neglect and isolate themselves. That results in them thinking in a negative way
and they end up experiencing suicidal thoughts, which tend to affect their
psychological wellbeing. Adopting a positive attitude helps you not to think much
of suicide”. She seemed to understand this line of thought.

Some coping strategies were presented to help her cope with her diagnosis in a
different way: “the disease is part of you and it should be regarded as your friend,
as it will only die in your body once you are dead”. She also agreed with these
suggestions. She was given a homework assignment, which involved the
practise of cognitive behavioural techniques, to reflect on how self-pity, isolation,
neglect and suicidal thoughts would help her to cope. In addition, she was tasked
to consider how denial of living with this disease would help her cope. These
tasks were given to make her realise that such behaviours would not help her
cope.

Comments: The homework assignment was effective as it enabled her to feel
better and have steps to utilise when faced with negative thoughts about thinking
that she does not look like others because of her status. She remarked: “I was
happy to realise that | still look like others when | was welcomed well at work.
When | think that | do not look like others, | always say to myself that that is not
the case ...” The client regarding herself to be like others brought about the
change process. At this stage, the participant showed to be familiar with positive
cognitive reframing and coping strategies, as they showed to be effective in
helping her to handle people’s comments. She stated: “I am feeling better. | am
enthusiastic and ready for anything that one can say. | do not care how bad
people are talking about others or those living with the disease”. Positive self-
statement logs did not prove to be very effective, as she merely responded: “yes”
when informed about it.

Session 5
Her previously assigned tasks were discussed and she responded: “pitying and

isolating oneself is not going to help me at all, because | did not invite this
disease into my life and | have done nothing wrong. | have to continue with my
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life by taking my tablets well so that | may live for my children”. From these
statements, it could be noticed that she was accepting her diagnosis in a positive
way.

Due to the discrimination that HIV-positive people face, this session focused on
dealing with the reaction of others. Assertiveness and social skills training were
taught to equip her to deal with possible discrimination against her as she was
living with the virus. This included teaching her about anti-discriminatory laws.
She had started talking about the virus at work and to other family members so
as to assert herself in her environment. “you can seek help from anti-
discriminatory laws if you are talking to people who are rude to you and threaten
to kill you, such laws will protect you from being harassed. You need to know that
you should address people in a polite and assertive way. By being assertive
means that you say one thing several times without being rude to others”. Her
response was: “okay” and she asked if white people were not going to look at her
in a funny way and discriminate against her especially if she had to handle their
food.

Her negative perception that she might be discriminated against at work was
dealt with by showing her alternative ways of thinking about it: “...you may not
change people’s perception about the disease, you can change the way you view
yourself. Do not think that you may do nothing now that you live with the virus
and that you may no longer handle people’s food”. Decatastrophising was taught
to assist her in dealing with the reaction of others once she had started to talk
about the virus to others: “people may not be as polite and understanding to you,
SO you need to anticipate their bad remarks by expecting anything from them.
You must know how to handle them when you encounter such comments”. She
replied: “it is good that | know of the disease, because | have to teach others
about the signs and help prevent them from dying soon”.

She was taught a number of coping strategies aimed at handling people’s
negative comments and the stigmatising connotations of living with the virus. For
instance: “if people are rude to you, you could respond by saying ‘I never chose
to live with the virus. However, | have changed my life by thinking positively,
eating a balanced diet, adhering to treatment regimen and using a condom when
engaging in sexual activity in order to live longer.” Her response was: “l am
happy that | know about my status because if | did not know, | would have long
died of the disease without knowing about it". She was tasked to practise
assertiveness and social skills as her homework.

Comments: She seemed to be doing well with regard to the positive cognitive
reframing technique maybe because she was now familiar with this method and
could fit it into her perception. She indicated: “I am now proud of who | am and |
do not even mind if people laugh at me”. In this session, it became evident that
she was now able to handle people’s negative comments as she felt that others’
reactions were not important any more — it could be noted that the shift in her
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thinking also brought about the change process. Coping strategies about
handling people’s negative comments showed to be effective in assisting her to
deal with such talk. Her homework assignment was effective as it helped her
realise that self-pity and isolation would not help her to cope: “... | am now
knowledgeable about handling some circumstances about my disease”. Not
much could be said about assertiveness and social skills training, or about
decatastrophising, as they did not make an impact with regard to changing her
thinking and behaviour.

Session 6

The effect of the task that was assigned to the client, namely to practise
assertiveness, was explored. This is how she reacted: “| practised being polite
when speaking to people and respecting them. | do not have to pity myself or
have low confidence. At times it happens to me, but | feel that | am still similar to
other people. | need to respect people even if they insult and shout at me. | still
have to be assertive in handling them, so that we end up talking well to each
other”. It could be seen in this instance that the homework assignment had a
positive impact on her perceptions of herself.

The participant’s uncertainty about the future was discussed in this session and
the assertiveness training was further consolidated: “if you assert yourself in your
environment and talk well to others, it would help you to reduce your stress level.
You do not need to be stressed up by people’s remarks, but you need to have a
way of managing such talk. When you are polite and assertive, it would help you
to cope and not be discouraged about your future since you know what your goal
is”. She replied by saying: “when | come across a person who is HIV positive like
me, | would need to exercise patience and talk well to that person, since | am a
role model to him/her. | know that that is how I felt, although | am now fine, since
| know about my status”.

Decatastrophising was taught once more to help her deal with people’s
stigmatising behaviours: “you need to prepare yourself for the worst with regard
to people’s remarks so that when you talk to them, you will be forewarned that
people may not be as polite and accepting as you hope them to be. If you
develop a more adaptive and functional way of coping by expecting any kind of
comment with regard to stigma and discrimination from them, it might help you to
cope”. Her response was: “people are also accepting and respecting me when |
talk to them. The way you have taught me helps me to be less stressed and | am
being accepted well by most people”. For her assignment, she was required to
consider her future plans for the next five to ten years in order to further facilitate
change and progress between sessions.

Comments: The assertiveness training which was conducted as her homework

was effective in enabling her to assert herself in her environment: “... | have been
empowered to assert myself and | thought that | am worthless, but the
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counselling | received helped me to function appropriately”. She was apparently
starting to grasp decatastrophising techniques, which assisted her in dealing with
stigma: “I am able to feel free and talk to others about the disease when | meet
them. | tell them that to live with the disease should not be seen as disappointing
since one never had a choice in contracting it. What is pleasing me is that | have
now accepted myself and that people respect me. | am now much improved,
unlike before”. The fact that the participant had accepted living with the virus
facilitated the change process.

Session 7

Her homework assignment was dealt with in this penultimate session. Her
response was: “my plan would be to take care of myself and give a better future
to my children if God would still give me a chance to live. My wish is to help the
people who are sick like me, because | could not walk”. It could be seen in this
instance that the homework assignments she had received and had completed
successfully facilitated change as therapy progressed.

The researcher encouraged her to say more about her future plans by nodding
his head and she continued: “I want people to notice that HIV-positive people can
get better by getting treatment. Even if you live with it, you become better, you
live longer and you are not dying. | have seen that happening in my life — that is
why | want to help my family, children, grandchildren and the community to have
a brighter future. | can see people looking at me suspiciously and | tell them that
it is of course like that (referring to being HIV positive). Then it becomes my duty
to empower such people to cope with the disease”.

This session was dedicated to teaching coping strategies so as to assist the
woman in dealing with stigmatising behaviour from others. Emphasis was placed
on her assisting others to cope by talking about the disease and joining support
groups to share her experiences with others. She was further encouraged to see
other people as role models and look up to them for dealing with internalised
stigma and the discrimination. She was furthermore reminded that it is normal to
experience setbacks. Her response was: “I just want to say that | am going to live
longer”. Her homework assignment for the last session was to imagine future
difficulties and how to handle them.

Comments: She appeared to have gained from her homework assignments as
well as coping strategies at this stage because she said: “I am prepared to help
others because | can see that there is light at the end of the tunnel. | am no
longer ashamed of who | am now. | live a normal life like any other person and |
do not regard myself to be different from others. That helps me to experience
less stress and not to think a lot about this disease. | also want to be a role model
and be brave enough to tell others what to do”.
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Session 8

The participant's homework task was dealt with and it was given in preparation of
the difficulties she might come across regarding stigma and discrimination. She
commented: “I would say that | need to exercise patience in all aspects. Even if
there are people who say bad things and discriminate against me | have to be
patient and know how to handle them. | would advise those people living with the
disease on what to do in order to live longer and tell them to practise a positive
lifestyle like | do”.

Coping strategies were recapped in this session to further remind her of ways of
coping. For example: “see your diagnosis in this way — you are better off because
you know about your status and you know what to do in terms of thinking
positively, taking your tablets, engaging in safe sex and eating a balanced diet”.
Her response was: “| have now accepted that | am living with the disease. | do
not care how other people talk about the disease because | am now better and
safe from acquiring the disease any more. | know how to take my treatment,
which further helps me to cope”.

Comments: She seemed to be understanding some coping strategies she was
taught and these helped her deal with the stigmatising behaviour from others, as
she indicated: “I have improved a lot because | did not know where | was going
before ... | work with confidence because | know about my status and | know
what to do since | live with the virus. My future is now brighter and | have to think
of it in a much more positive way. | need to educate my children, family and
others so that they should be safe from contracting the virus and cope well with it
if they already have it”. Her homework assignment was effective as it had helped
her to adopt a positive lifestyle and to deal with stigma. For example: “l would like
to say that I am now grateful that | know about my status, regardless of what
people would say”.

Overall discussion of participant 4

To summarise, the strategies that contributed to a significant change in the way
she dealt with stigmatising behaviours from others were the homework
assignments that were successfully completed. They clearly facilitated change as
therapy progressed. Teaching coping strategies about handling people’s
negative comments were effective in assisting her to change her negative
thinking about the virus. For example: “I have now accepted that | am living with
the disease. | do not care how other people talk about the disease because | am
now better ...” Positive cognitive reframing also proved to be effective in altering
the participant’'s negative thinking about the virus. For instance: “I am ready for
anything that one can say. | do not care how bad people are talking about others
or those living with the disease”. The assertiveness training that was taught was
effective in enabling her to assert herself in her environment. For example: “... |
have been empowered to assert myself and to function appropriately”.
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The decatastrophising skills taught, assisted to prepare her in dealing with
stigmatising connotations from others. Being informed about the disease, in
particular the signs and symptoms of HIV/AIDS worked well in giving her
knowledge about her disease. That helped her to be knowledgeable when
speaking to others. It could be seen that when this client started to think
differently about peoples’ stigmatising connotations, everything changed as she
could see herself as a role model and started to talk to others about her disease.

Techniques for identifying, challenging and changing negative automatic
thoughts and assumptions, as well as for positive self-statement logs did not
make much of the difference in her life, possibly because they were administered
early in therapy and the participant was not yet familiar with these techniques. As
a result, these techniques could perhaps have been presented later as therapy
progressed. At this stage therapy was terminated, given her ability to do self-
change and her being better equipped to deal with stigma and discrimination.
The intervention model played a significant role in assisting this woman to deal
with stigmatising behaviours from others.

Her post-therapy psychometric assessments that monitored changes in her
experience and behaviour showed that she had improved well as a result of the
intervention. These findings were corroborated when the client experienced less
scores on depression (13 before which is mild mood disturbance to 4 afterwards
which is normal range), less internalised stigma (27 before; 19 after), more
positive ways of coping (37 before; 42 after), and higher self-esteem (13 before;
0 after) after participating in therapy.

Participant 5
Session 1
1. Context

The participant is a 26-year old female who was seen at Witbank Hospital's
Wellness Clinic. The aim was to assist her to cope with internalised stigma and
the discrimination she was faced with. She was referred for therapy by the
nursing sisters at the clinic and had been diagnosed as HIV-positive seven
months prior to the start of this study. She reported having been on treatment for
six months by the time the research commenced. She had a three-month old boy
who had been tested for HIV, and they were awaiting the results. Although she
had her own (reconstruction and development programme (RDP)) house, she
had been living with her parents, four sisters, brother and son since the recent
birth of the latter, seeing that it was a culturally accepted practise for a woman
who had just given birth to stay with her parents. She admitted to have been
scared following her HIV diagnosis, as she said: “I even locked myself in my
room avoiding any form of contact with others”. She also stated that she was
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scared about facing death sooner: “it scares me to know that | am going to die
soon”.

She appeared to be worried about what would happen to her child if she died,
because she had since parted ways with the father of her son. She showed
anger towards males seeing that she said: “I fell pregnant and | parted ways with
him ... | did not want to talk to males afterwards”. She currently had a boyfriend
who did not know about her HIV diagnosis. She reported experiencing guilt
feelings when engaging in sex, as she stated: “I get scared when we are
supposed to engage in sexual activity ...” Her current boyfriend was said to be
refusing to use a condom. The client indicated that she had only disclosed her
status to her sister and to a friend who was also HIV positive. Her friend
accompanied her to the clinic for treatment. Those were the only two people cited
to be offering her moral support since they knew about her diagnosis.

2. Definition of the relationship with the counsellor/researcher

She entered the relationship in a one down position and maintained that
throughout the interview. Her tone of voice was low and she maintained eye
contact during the process of therapy.

3. Distance (Punctuating from the participant’s point of view)
3.1 Acceptance of reflections

The interview started with a distance between interviewer and client because she
spoke about her disease in an intellectual way. This gradually changed as the
interview progressed to an appropriate distance, seeing that she was accepting
reflections of her feelings.

3.2 How did she express herself?

She initially spoke about her HIV diagnosis in an intellectual way and expressed
very little of her emotions. She was blaming others for contracting the virus and
did not take responsibility for dealing with the stigma she was faced with. By
blaming others, she appeared to have an external locus of control.

3.3 Manoeuvres and behavioural patterns
A pattern of fluctuating distance was noted throughout the interviews. The
participant manoeuvred for closeness when she accepted reflections of feelings

and manoeuvred for distance when she spoke about her diagnosis in an
intellectual way.
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4. The client’'s support system

Her support system comprised of parents, four sisters, brother and her child. She
had not disclosed her status to any of them (except one sister), including her
boyfriend, because of fear of being discriminated against.

5. Hypothesis

In many African communities HIV/AIDS is associated with death, moral
judgement, religious punishment and a failure to follow cultural traditions
(Aggleton & Chase, 2001; Bond et al., 2002; ICRW, 2002c; Kopelman, 2002;
Niehaus, 2006). It is under such circumstances that this woman was scared
about living with the virus, and therefore the thought of dying soon made her feel
uncomfortable. Her interactional style was one of self-isolation. It had the effect
of distancing and isolating her from others. She thought of herself in a defeated
way, and feared disclosing her status to others because she was scared of being
stigmatised and discriminated against. It could be hypothesised in this instance
that she was over-generalising her situation. She was also depriving herself of
the moral support she could be receiving from family and others if she were to
disclose her status to them. Her self-isolation and lack of disclosure possibly
gave her temporary peace of mind.

6. Symptoms

The participant was apparently scared about dying soon and living with the virus.
Thus, she isolated herself from others because she couldn’t face the stigmatising
connotations and discrimination related to HIV/AIDS.

7. Goals of therapy

The aim of psychotherapy was to enable her to deal with internalised stigma and
discrimination due to HIV/AIDS, which caused her to withdraw and isolate
herself, and to be scared of living with the virus.

8. Type(s) of intervention used and the reaction of the client

The woman’s fear of death became evident in this session as she said: “... it
scares me to know that | am soon going to die”. She was assisted to think about
her prognosis in a positive way through positive cognitive reframing: “it would
help if you try to look at death in a positive way. At least you are now on
treatment for this disease and you are going to live longer if you adhere to it;
unlike someone who has not been tested and does not take her medication”. She
appeared to be battling to understand this strategy, perhaps because she was
not familiar with this way of thinking, as she said: “it is hard to see it in that way”.
The homework assignment that was given to her was that she should find a
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reason for living. Thus, even if she got scared about the possibility of dying
sooner, she would have that reason to keep her going.

Comments: At this early stage of therapy, the researcher could not say much
about the effects of the intervention of the day. It was not easy for her to
incorporate positive cognitive reframing into her perception.

Session 2

This session aimed at exploring the participant’s feelings of powerlessness,
which included her lowered self-esteem and self-worth. Her homework
assignment was explored and she reacted: “... | want to live so that | can bring
up my child. Secondly, | need to see my grandchildren. Thirdly, | want to live
longer so that | should find my purpose in life”. She further explained that she
wanted to see her child growing and going to school, and getting educated to
become what he wants to be and have children that she should bring up.

The researcher taught positive cognitive reframing when he emphasised that it
helps to have a reason(s) for living because it gives direction that also helps to
accomplishing goals. She was furthermore assisted to look at her diagnosis in a
positive way. For instance: “even if you have negative thoughts and feel bad on a
particular day, you have a reason for living because you want to see your child
growing up. If you do not have such plans you will end up experiencing more
negative thoughts”. She seemed to agree with this line of thought and stated to
have a problem with her boyfriend who did not want to use a condom, which
caused conflict in their relationship.

She was questioned about when she planned to inform him about her diagnosis
and she indicated that she was not prepared to tell him because she thought he
is not a matured person with whom she can live with in future. She was shown
alternative ways of interpreting her situation through positive cognitive reframing
of negative automatic thoughts (that is, thinking she might lose him if she
discloses her status). The researcher suggested: “please remember that he
might still insist that you do not use a condom because he is possibly not
suspecting that you live with this disease. It is clear on your side, but not to him.
To him the condom is about trust and to you it is about preventing the spread of
HIV”.

She was shown the advantages and disadvantages of disclosing her status to
him: “disclosing your status to him can make him understand why you need to
use a condom. You should be aware that it is not going to be easy to do that.
You should possibly have disclosed your status when you started to date, so that
he could also have engaged in a relationship where he knew about your HIV
status. He could have anger directed towards you if he finds out about your
status, feeling that you are putting his life at risk. He might also appreciate the
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fact that you have told him. Otherwise what would be the other reason for using a
condom?” She seemed to be agreeing by nodding her head.

In order to assist her to deal with her fears about disclosing her status, a
decatastrophising technique was taught to modify her fears and to make her
aware that they were not so terrible after all. For instance: “your boyfriend might
part ways with you if he finds out about your disease - that is his decision, of
course, and anticipate it. Other people, whom you thought might not know about
your disease, might end up knowing”. Role-play was demonstrated in order to
modify her intermediate and core beliefs about disclosing her status. For
example: “can you think of a situation where you did not have the disease and
your boyfriend had it and did not disclose his status to you? How would you feel
about it?” She reacted by laughing and said: “I would accept him because | love
him. 1 would go for testing so that | should know about my status and so that we
can go ahead with the affair’. Her homework was to consider how to raise her
level of confidence, as this appeared to have been lowered.

Comments: Her initial homework assignment seemed to have been effective in
assisting her to be hopeful and finding a reason for living. It must be noted that
the participant did not express much of her emotions as she spoke about her
HIV/AIDS diagnosis in an intellectual way, indicating that she was still struggling
to grasp the strategies that were taught. Thus, not much could be stated about
her progress in therapy and about the effects of the rest of the CBT strategies, as
she merely responded by nodding her head and saying: “yes”. Apparently the
positive cognitive reframing, role-play, decatastrophising, advantages and
disadvantages did not make a difference — maybe because there were too many
strategies that were presented at once. As a result, the researcher could have
bombarded her with lots of information and she possibly needed to think about it
first. The researcher also felt that she could react to a challenge of her fears but
could not be able to do self-change.

Session 3

Her homework assignment was discussed and she responded: “my confidence is
boosted by things that | do. | am on treatment and | trust that the more | adhere
to it, the longer | will live”. A positive cognitive reframing technique was taught
about treatment adherence and an emphasis was placed on speaking positively
about herself. She appeared to be agreeing with the suggested statements. In
this session, the participant’s guilt feelings were explored. She had indicated that
she felt guilty when she was about to engage in sexual activities, because she
had not yet disclosed her status to her partner and was finding it difficult to do so.

She was taught assertiveness and social skills through role-playing in order to be
equipped for disclosing her status to the partner. For instance: “you could have
disclosed to him at the time he was talking of being scared of many diseases
such as AIDS. You could have said at that stage that, that is the reason why |
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want us to talk, because you could contract it because | am already living with it.
That is why | say we need to continue using a condom to protect you from getting
the disease”. She appeared to be struggling to understand and implement this
skill in her life, as it was unfamiliar to her, because she only nodded her head
and said: “yes”. Decatastrophising technique was further taught to assist her to
anticipate the worst and to realise the benefits she could derive from disclosing
her status. In this instance, she was shown that her guilt feelings could be
stemming from non-disclosure.

Assertiveness training was again taught with the aim of assisting her to disclose
her status to the boyfriend. For example: “you need to assert yourself in this
situation and tell him”. She answered by saying: “I told him that he should
remember about this disease and that if a person is infected, it does not show. |
gave an example by saying that he does not even know if | live with the disease
or not. He did not comment. | am thinking that | should not tell him and that we
should part ways, because he causes me not to be sure of my standpoint”.

Her underlying assumption that she would lose her boyfriend if she disclosed her
diagnosis to him was challenged: “are you ready for parting ways with him?” Her
response was: “it is tough as | am not able to end the affair... eish (showing
some disappointment)”. She was shown the advantages and disadvantages of
disclosing her status, for instance, if she told him, he could be grateful that he
was informed, or he could be angry that she did not disclose at the beginning
(which she should have done). Her homework was to monitor all the negative
thoughts that worried her and to think of what to do about disclosing her status to
her partner. He probably did not want to listen to her when she asked to speak to
him.

Comments: She showed progress in gaining assertiveness skills, which had
been presented through role-play, because she had indicated that she told him
that they need to adhere to condom use because of diseases that are there. Her
homework assignment proved to be effective as she stated that her confidence is
enhanced by regularly adhering to treatment. Positive cognitive reframing,
decatastrophising, advantages and disadvantages, and identifying, challenging
and changing negative automatic thoughts and assumptions did not prove to be
very effective — maybe because she was receiving lots of information at once and
that was perhaps unfamiliar to her. The client was also not much involved in
therapy.

Session 4

Due to the stigma and discrimination that an HIV-positive person faces, the
implications that her diagnosis held for her behaviour were discussed. Her
homework assignment was explored in this session and she indicated that she
becomes angry because her son’s father does not support him and that she
becomes jealous to see him with another lady. The client was taught problem-
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solving skills by being shown an option of filing for maintenance and her
response was: “I have not done much on that, and he is failing to maintain him. |
have to use the R820 grant that | receive to cater for all the child’s needs”.

When speaking about her ex-boyfriend she stated that she has parted ways with
him, but wished all sort of bad things to happen to the lady he was dating — that
she could be knocked down by a car and die. Her negative thoughts for wishing
others dead were challenged: “are you aware that those are just your wishes and
they may perhaps not be the way you want them to be?” and her response was
that it was because of the anger she had towards him. Her negative thoughts
were further challenged by the researcher: “that is why you need to go and
monitor all these negative thoughts so that you should do something about them.
You would want her to be knocked down by a car and that seems not to be
happening as you wish”. (ldentifying, challenging and changing negative
automatic thoughts and assumptions.) Her answer was: “that is where the
problem lies”.

She was trained to consider alternative interpretations of her current situation
and to look at it in a different way. For example: “it possibly means that at the
time you parted ways with him, you were still in love with him. Perhaps your
involvement with your current boyfriend started because you were trying to cover
up as you were feeling lonely. That is possibly why you quarrel about most of the
issues and you wish you could part ways with the current boyfriend, because you
are still attracted to the former boyfriend. If you really want to part ways with him
you can still arrange that he sees the child in your absence”. Her response was:
“I sometimes get confused, because he says he has moved on, but he still
monitors me because of being jealous”.

Socratic questioning and reality testing was taught to help modify her negative
thinking and her confusion about her ex-boyfriend. For instance, through
guestioning, she was shown to take a decision that would help her to handle her
confusion better to avoid being stressed. She responded: “... you further asked
me to think of all the negative thoughts that cross my mind and what to do when |
experience that? | often pray that God should help me to deal with these bad
spirits”. Some coping strategies were taught when the researcher said: “it is good
to pray about your difficulties, but you still need to take a specific action by
addressing the problem that might help alleviate your experiencing of negative
thoughts”.

She was further taught to look at alternative ways of dealing with her unresolved
conflicts: “addressing issues would possibly help you not to feel self-pity, and not
to isolate and neglect yourself. You possibly have more negative thoughts
because of unresolved issues with your boyfriends. How would it help you to feel
jealous of your ex-boyfriend?” Her response was: “it won't help me”. The
researcher further said: “it is of course not going to help you, so find a plan or a
way of addressing these difficulties”. Her homework assignment was to reflect on
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how self-pity, isolation, neglect and thinking about death would enable her cope.
This task was given to make her notice that these maladaptive behaviours have
no significance in helping her cope. When asked if she was progressing well as a
result of therapy, she replied by saying: “yes”.

Comments: She reacted well to the previous homework assignment as she was
able to learn to identify thoughts that were disturbing her behaviour — that is
anger, lack of financial support for her son and unresolved conflicts with partners.
The rest of the techniques (positive cognitive reframing, teaching coping
strategies, problem-solving skills, Socratic questioning and reality testing,
identifying, challenging and changing negative automatic thoughts and
assumptions) showed not to be that effective. These techniques were perhaps
too difficult for her and it could be that the researcher did not know how to involve
her in therapy. It could also be noticed that the client had several social problems
from her past and current relationships that overwhelmed her and that she was
not prepared to take action to deal with them.

Session 5

Due to her fear of stigma, the session focused on her dealing with the reaction of
others. On her assigned task, she reported that it would assist her to keep
company of many people and to keep herself busy by doing window shopping so
as to think less of many negative thoughts. She further indicated that she has to
accept her disease and accept that she has parted ways with the father of her
child and he has moved on and she has to move on with life. She also thought
that she has to get employed so that she could think less about her current
situation. It could be seen in this instance that she was using distancing and
distraction methods to cope with her negative thoughts.

She was assisted through positive cognitive reframing to substitute negative core
beliefs for positive ones. For instance: “you have to develop a way of dealing with
the underlying assumptions by counteracting all the negative thoughts that cross
your mind. If you have negative thoughts about death, you need to counter it or
think of it in a more positive way such as that it is okay to think of death and that
all of us are going to die at some stage”. Positive cognitive reframing was
furthermore taught to enable her to deal with her fears of death by thinking of
illnesses she experienced in a positive way and see them as challenges she was
faced with for that day. By doing so, her focus would not be on the negative
thoughts.

When asked about issues of concern that she wanted to raise during therapy, the
woman mentioned that she was still experiencing problems with her current
boyfriend who had extra affairs. His aunt was also involved in their quarrels and
accused her of not showing respect towards him since she terminated the affair.
The client appeared to be lacking assertiveness in terms of handling her
boyfriend and his family and was therefore trained to assert herself using a role-
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play technique. For example: “you do not have to listen to all the people who are
making bad remarks, but you need to have a way of handling them to avoid
being stressed up. Being assertive means that you still respect his sister and
aunt and you do not become rude and fight with them. You talk to them like | am
speaking to you now”. Her response was: “... yesterday | quarrelled with my
sister who is pregnant. She was swearing at me in the same manner as my
boyfriend’s sister and aunt. She reminded me that | live with the disease and that
she hates me”. The researcher trained her further to be assertive in dealing with
her sister.

Some coping strategies were taught to assist her to cope with her sister’s
discriminatory behaviour. For example: “it will be fine if you keep calm so that she
is just talking on her own. You seem to have been important to her at that time,
since she would be following you. She might end up appearing to be a fool
because she is talking on her own without you responding much to her”. She
replied: “I think she has a problem because she was telling me how useless | am
as an HIV-positive person and that | can die at any time”.

Problem-solving skills were taught: “there are anti-discriminatory laws to protect
you from being discriminated against. If you address the issue through your
parents, they should be of help to you or you could refer your sister for
psychological assistance. If that fails, you could open a case of discrimination
against her”. She responded by nodding her head, which possibly implied that
she understood this line of thought. Her assigned task was to practise being
assertive in her interaction with others.

Comments: She used distancing and distraction methods to help her to get some
distance from her negative thinking about the disease and that appeared to be
temporarily effective for her. She seemed to be progressing well with regard to
the homework assignments she was receiving because they showed to be
effective in changing her negative thinking to positive thinking. The researcher
must state that it was difficult to talk about the difference that other techniques
made, as she only nodded her head and said: “yes”. As a result, it was hard to
measure the impact of the coping strategies, problem-solving skills, positive
cognitive reframing as well as assertiveness training using role-play. The
researcher felt that she could have been engaged more in behavioural exercises
other than on a cognitive level.

Session 6

The participant’'s uncertainty about the future as well as her homework
assignment was explored in this session. On her assigned tasks, she stated that
she thinks all things could go well if she can learn to be polite and speak well to
people. She mentioned to have practised that with her boyfriend and his family.
For example: “I told his sister that if she wants to talk to me she should speak
well and not swear at me. She told me that the family loves me and would like
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me to be their daughter-in-law and if | say that | no longer want their child that
hurts them and that she would come with other family members on Saturday to
speak to me at home”. She further pointed out that her boyfriend and family
realised their mistakes in that meeting and asked for forgiveness, and that things
have started afresh and she has forgiven him too and the affair is going on.

Assertiveness training was again taught to assist her to further grasp this
technique and to disclose her status to her boyfriend, for example: “so, it has
helped you to assert yourself in your environment because you were able to say
what you wanted to say to his family, since they managed to listen to you after
you told them your preferences? It is in this same way that you still have to talk to
him about your status”. Decatastrophising was presented with an aim of
preparing her to deal with her fears of disclosure: “anticipate the worst when you
disclose your status to him. Thus, if the worst happens such as being rejected by
him, you would have been waiting for it — as long as you would have said what
you wanted to say to him all along. Informing him would perhaps help you to be
less worried and not to feel guilty during sex, because you are probably scared
that you might infect him”. Her homework task was to consider her future plans
for the next five to ten years and to further think about how to disclose her status
to her partner.

Comments: She appeared to have acquired assertiveness techniques that were
taught as her homework assignments and could fit these techniques into her
lifestyle, as she mentioned that things could go well if she can learn to assert
herself in her environment. In this case, she probably realised that her partner
was not listening to her because she speaks to him in a rough way. It was still
difficult for her to disclose her status to her boyfriend despite being taught
decatastrophising strategies to prepare her for the worst (in terms of dealing with
possible fears of stigma). As a result, decatastrophising was not effective in
changing her negative perception of being discriminated against if she discloses.
That was noticed when she did not comment much when taught about
decatastrophising as she merely responded: “yes”.

Session 7

Her homework assignment for this session was explored and she said that she
would be pleased to get work and be married. She further indicated that she
would like to stay with her son and husband in a big house and drive her own
car. The other thing that she mentioned was that she ended up disclosing her
status to her boyfriend who had promised to undergo testing whenever he had
time. She said he did not show any funny behaviour and she even told him that
she was on ARVs. He was then reported to seem to understand why she was
insisting on using a condom and was grateful that he was told.

This session was devoted to coping strategies in an endeavour to assist the
participant to cope with her fear of stigma. For example: “it is good that you
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ultimately managed to disclose your status because you would not feel guilty
when it comes to sex. | would recommend that you inform others as time go on,
so that they can learn from you about how to cope with this disease”. She was
encouraged that it would also help to see other HIV-positive people as role
models in order to cope like them.

A positive cognitive reframing technique was also taught to enable her to think in
a positive way: “to be HIV positive does not necessarily mean that you have been
awarded a death certificate and that you are dying tomorrow. Do not regard
yourself as a person who is useless because you still have plans to accomplish.
If, however, you perceive yourself in a more positive way, others would perceive
you in a positive way as well”. Her fears about stigma were further re-evaluated
and modified through the technique of decatastrophising. For example: “it would
benefit you to prepare yourself for the worst, so that when you come across
difficulties in disclosing your status to others, you should be ready for them.
Whatever comes your way, learn to deal with it”. She seemed to be agreeing by
nodding her head. Her assignment for this session was to visualise future
difficulties and how to cope with them.

Comments: She showed signs of acquiring decatastrophising techniques, which
resulted in her changing her negative thinking about stigma, because she ended
up disclosing her status to him. This technique changed her attitude towards
anticipating the worst and thinking positively, because she ultimately managed to
disclose her status, which she feared doing all along. Her homework assignment
and positive cognitive reframing facilitated change as it assisted her to think
about the future in a positive way, as she hopes to be married one day. She
responded by nodding her head when the coping strategies were taught, thus
making it difficult to judge whether these therapeutic skills were effective or not.

Session 8

The participant’s homework assignment was explored and she responded: “what
| thought about is, what would happen if my boyfriend is HIV positive because he
still has to undergo testing? | am still waiting for my child’s results too and if all
these people are found to be HIV positive, it would mean that it is the three of us
who would be living with the disease”. The researcher explored that scenario
further when he stated: “so what are you going to do?” She answered that she
needs to disclose her status to other people at home because it is only her sister,
friend and boyfriend who knew about her status. The idea of disclosing would be
that they should be able to help them. It could be noticed that the participant now
perceived her diagnosis in a more positive way.

Decatastrophising techniques were recapped to help her deal with the worst
things she could come across in life: “by imagining future difficulties, it means
that you are preparing yourself for the worst. Thus, when you come across these
difficulties, you will be equipped to handle them”. Coping strategies were
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repeated in this session to further empower her to cope. For instance: “you need
to disclose your status to your family so that they may be able to assist you to
cope with this disease. If, for instance, you disclose your status to your mother,
she could be the one to take over the upbringing of your child, should you
happen to die”.

Positive cognitive reframing was taught: “if you take a positive view of the future
difficulties that you are imagining, you would realise that if the three of you are
living with the disease, you would have learnt of it at an earlier stage when you
can still look after your health. Your boyfriend and son would then have an option
of receiving treatment as soon as possible and that would help to prolong their
lives. They would learn to deal with the stigma and discrimination as you would
be their role model since you are now starting to cope with this disease”.

Comments: When asked about how she was coping at this stage of therapy, she
replied: “I am progressing very well and | am feeling well”. It could be noticed that
she was now starting to cope with her diagnosis as a result of the coping
strategies she received. Her homework assignment to visualise future difficulties
and how to cope with them proved to be effective in this session, as she was
convinced about disclosing her status to others. She responded by only nodding
her head to the positive cognitive reframing and decatastrophising techniques
she received, making it difficult for the researcher to say if these techniques
actually worked.

Overall discussion of participant 5

Although she seemed to be struggling to familiarise herself with the strategies at
the beginning of therapy, a change was seen towards the end of therapy
because she was starting to disclose her status to others — the main thing that
she initially was scared of doing. The researcher can also point out that when
she started to think differently about HIV — that is, accepting her status and
disclosing to her boyfriend, things started to change. That suggested that the
coping strategies she were taught could have been effective. It was clear that the
skills of assertiveness that were taught through role-play empowered her to deal
with her partner. The problem-solving skills assisted her to handle the difficulties
she experienced with her boyfriend and his family. Positive cognitive reframing
showed her alternative ways of appraising her situation, which helped to change
her perception about the disease. She appeared to have acquired
decatastrophising technique which assisted her to change her negative thinking
about the fear of stigma, as the skill started the change process by enabling her
to anticipate the worst coming to disclosure of her status to her boyfriend.

She carried out her homework assignments, which facilitated change as they
assisted her to think in a positive way about the future. Distancing and distraction
methods helped her to get some distance from her negative thinking about the
disease, as she kept herself busy by doing window shopping not to think many

144



o u

F

IVERSITEIT VAN PRETORIA
SITY OF PRETORIA
SITHI YA PRETORIA

negative thoughts. These techniques worked specifically with this participant.
They were taught in the form of homework assignments and she completed most
of them by taking some time to think about them at home.

Techniques that seemed not to be that effective were Socratic questioning and
reality testing, advantages and disadvantages, identifying, challenging and
changing negative automatic thoughts and assumptions. This was maybe due to
the fact that too many strategies were taught at once and perhaps they were
unfamiliar to her. In order to help her to grasp what was done in therapy earlier,
the researcher should perhaps have presented one or two strategies at a time,
given her level of education (she had only passed grade eleven). The researcher
could have also been more creative by using behavioural skills in addition to
cognitive techniques.

The change observed by the researcher was confirmed by the psychometric
evaluation post-therapy, which strengthened the qualitative information. The
findings indicate that the woman experienced less scores on depression (17
before which is mild mood disturbance to 8 afterwards which is considered in the
normal range), less internalised stigma (32 before; 21 after), less negative ways
of coping (30 before; 26 after) as well as more positive ways of coping (38
before; 41 after) after having participated in eight therapy sessions.

Participant 6
Session 1
1. Context

The participant was a 27-year old female who was seen at the Wellness Clinic for
the purposes of this research. She was a single parent with two children and she
reported that her 12-year-old son was disrespectful and troublesome. She lived
with her mother, siblings and her children. She indicated to have been
emotionally disturbed and scared of dying following her HIV diagnosis. She said:
“I am deeply hurt by the diagnosis because | sometimes think that | am going to
die tomorrow”. She ended up isolating herself, feeling angry and she did not want
to talk to people. Her idea of an HIV-positive person was that such a person is
very sick and cannot do anything.

She pointed out that she was experiencing suicidal thoughts when she
encountered difficulties. She indicated that: “... | then wish that | could have long
died ...” Her partner died due to HIV/AIDS in 2004. She thought that she was
also going to die soon, and therefore she considered suicide. She was
experiencing stigma and discrimination related to HIV/AIDS because she stated:
“... people know that I live with this disease and that is why | experience suicidal
thoughts. | feel this way as a result of people treating me in a funny way”. The
people she was referring to were relatives, immediate family members and
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community members who were aware of her status. Her diagnosis was a shock
to her, because she had thought that the disease could only be contracted by
people who have multiple sexual partners. She felt sorry for herself following her
diagnosis. She perceived her future negatively, for example: “my future is not
bright at all, because whatever | have planned to achieve in life, which is to work
and live a normal life, | will not, because | no longer regard myself to be similar to
others”.

She stated that her family knew about her HIV status and that her sister, who
was a social worker, accepted her. However, her mother was really
discriminating against her: “she would not take care of me even if | was very
sick”. Her sister, neighbour and aunt, who is a nurse, would instead take care of
her when sick. She cried throughout the session as she spoke about how she
was being rejected by her family because of HIV. It was evident in this research
as noted by the researcher that some women in the country are still experiencing
stigma related to HIV/AIDS as this participant explained it. Her father was
mentioned to be supportive to her, although he did not live with her. She also
stated that her siblings were supportive.

She had disclosed her status to other people in the community and they upset
her by showing pity and feeling sorry for her. She said: “the more they feel sorry
for me, the more they make me not to cope. All that | need from them is support,
not for them to feel pity for me, as that causes me not to cope well”. She reported
to be coping by ignoring people’s negative comments and putting her trust in
God.

2. Definition of the relationship with the counsellor/researcher

The participant entered the relationship in a one down position and she
maintained that throughout all therapy sessions. She maintained eye contact
most of the time and her tone of voice was low and soft.

3. Distance (Punctuating from the client’s point of view)

3.1 Acceptance of reflections

The client maintained an appropriate distance in the relationship. This was done
by maintaining eye contact and talking about her HIV status in a congruent
manner and accepting reflections of feelings.

3.2 How did she express herself?

She cried throughout this session and spoke about her diagnosis in a transparent
and congruent way. She explained all about her disease. She presented herself

in a hopeless and helpless way, and out of control of her diagnosis. She was also
blaming herself for having contracted the virus.
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3.3 Manoeuvres and behavioural patterns

A pattern of closeness was maintained throughout the therapeutic relationship.
That was evident when the participant accepted reflections of feelings. She was
manoeuvring for assistance throughout the session when she spoke about her
diagnosis in a defeated and hopeless way.

4. The client’s support system

Her support system consisted of her sister, aunt and father who were offering her
moral support. Her relationship with her mother was characterised by conflict and
she felt rejected and discriminated against by her. Her relationship with her 12-
year-old son was described as symmetrical because of the ongoing conflicts due
to the son’s disrespectful behaviour. She also mentioned that she did receive
support from her other siblings or her other child.

5. Hypothesis

The stigma she was encountering caused her to experience depression and
suicidal thoughts, and she felt rejected by her closer primary family system (that
is, particularly her mother). She subsequently tended to withdraw from others
because she felt worthless. Her interactional style had the effect of distancing her
from others; it took away her desire for life and caused her to experience suicidal
ideations.

6. Symptoms

Due to the fear of being discriminated against by the people to whom she had
disclosed her status, the woman tended to feel depressed and worthless. She
thought of herself as already dead and therefore felt suicidal. She also
considered herself different from others because of the virus.

7. Goals of therapy

The aim of psychotherapy was to equip the participant to deal with her cognitive
distortions of feeling suicidal and worthless so as to function and interact
optimally in her environment.

8. Type(s) of intervention used and the reaction of the client

Her negative automatic thoughts were challenged since she was negative about
herself. She stated that, since she was diagnosed with HIV, she no longer looked
like others. The researcher challenged these negative thoughts by saying: “how
come?” Her response was: “because of my disease”. Her thoughts were further
challenged: “were you thinking of yourself this way before you were diagnosed?”
and her answer were: “no”. The researcher further stated: “how come that you
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are no longer similar to others now that you are HIV positive?” She replied by
nodding her head.

A positive cognitive reframing of her negative automatic thoughts about her dying
sooner because of the virus was taught. This was to assist her in considering
alternative ways of looking at her diagnosis: “are you aware of the fact that we
are all going to die at some stage and that you need to live and enjoy life to the
fullest while still living?” Her response was: “yes, | never thought of it that way”.
Given her suicidal tendencies, she was tasked (as her assignment for the next
session) to find a reason for living. The rationale was to keep her mind focused
on positive thoughts instead of negative ones.

Comments: There was not much that could be pointed out in terms of change as
a result of positive cognitive reframing or identifying, challenging and changing
negative automatic thoughts and assumptions, seeing that the participant could
not incorporate these strategies into her perception. She merely reacted by
nodding her head and saying: “yes”. The reason why the client battled with these
therapeutic skills was that she was not yet used to this way of thinking.

Session 2

Her homework assignment, namely to find a reason for living, was explored in
this session and she indicated that she wants to be a role model to her children
and others. She also mentioned that she wants to accomplish certain things in
future such as working for her children and see them growing up and building a
home for them. She further stated that she wants her life to be normal so that she
should not fear living with this disease. It could be noticed that the participant
was hopeful about getting help and was also starting to think in a future-
orientated way about living with the virus — the change process could be as a
result of the homework assignment she successfully completed.

In this session, the participant’s guilt feelings, which included anger that was
directed inwardly in the form of self-destructiveness or suicidal behaviour, were
discussed. For instance, the researcher used positive cognitive reframing to
address these feelings. He said that it was also good for her to have goals that
she wanted to accomplish, rather than entertaining possible guilt feelings and
suicidal thoughts. She was further made aware that she had to think of HIV in a
positive way because she cannot change her status. Positive cognitive reframing
was aimed at assisting her to look for other ways of thinking about her diagnosis,
especially when negative thoughts about suicide arose. Her response was: “I am
able to learn a lot of things from you since | started attending and | realise that |
can still go on in life”. Positive cognitive reframing was taught in this way: “as
long as you follow all the necessary rules for HIV/AIDS treatment and adopt a
positive frame of mind, you can live longer”. Her answer was: “l used to have a
lot of anger, but | am better now and | no longer cry because | have a way of
handling this now”.
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Her negative automatic thoughts about dying soon were questioned when the
researcher mentioned: “did you think that you were going to die soon before
contracting this virus?” She replied by shaking her head, implying no. Her
negative thoughts were challenged further when the researcher said: “now that
you live with the virus, how come that you should think that you are dying soon?
Do you perhaps know when are you going to die?” (Socratic questioning and
reality testing.) Her response was: “I am now thinking that | may live longer than
a healthy person provided | accept myself”. Her homework assignment was to
monitor all the negative thoughts, especially suicide and blaming herself that
crossed her mind. In addition, she was tasked to think of what to do when faced
with negative automatic thoughts.

Comments: She showed better progress with regard to grasping positive
cognitive reframing technique, as she stated that she was able to handle the
tough things she came across. She remarked: “I would feel bad and emotionally
down on other days, but you are equipping me to deal with it and to accept”. Her
homework assignment proved to be effective because she was starting to
change her negative thinking to positive thinking (that is, from feeling suicidal to
regarding herself as a role model). She managed to identify her underlying
thought patterns through the method of Socratic questioning and reality testing
when she was questioned about her automatic thoughts of dying soon because
she was hopeful about living longer.

Session 3

In this session the client’'s homework assignment was discussed. She pointed
out: “...1 often experience anger directed inwardly. | ask myself why | am still
living, because | am going to die soon. | also used to think, why | am not killing
myself, especially if | have a problem. When | think that way now, | am able to
talk to other people and | deal with it. | also think the fact that | am unemployed
exacerbates this situation. However, it is better now because | have people
around me at this stage”.

Her negative automatic thoughts were challenged: “do you realise how you
perceive this disease?” She responded by shaking her head, implying no. The
researcher showed her through positive cognitive reframing that unemployment
has nothing to do with HIV/AIDS, since it is a common thing in our country: “so it
does not mean that you should perceive yourself as being unemployed because
of the virus. You know that you are living with the virus and that you are not able
to change it, but you can change the way you perceive yourself”.

The participant’s feelings of powerlessness, including her loss of confidence and
self-worth, were explored in this session through positive cognitive reframing,
when the researcher stated that these negative thoughts about death are some
of the things that can have a negative impact on her self-confidence and self-
worth. The emphasis was placed on the way she looked at her HIV which caused
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her to feel bad about herself because she had internalised it. Of significance was
to perceive it in a positive, instead of a negative way. Her answer was: “that is
what makes me angry in most cases and | think — why do | have to live? | do not
think of other issues at that time but of death alone”.

When she was asked to explain about things that were bothering her, she
indicated that people who annoyed her were those who were not careful about
how they talked, would just be rude to her and reminded her that she was sick.
She was also shown alternative ways of managing her diagnosis, especially with
regard to dealing with the stigma she was faced with: “you cannot change other
people’s perception of people living with the disease. People may say anything
that they want to say to you and you have to deal with that by adopting a positive
way of looking at your situation”. Decatastrophising technique was taught with an
aim of equipping her to re-assess and modify her negative thoughts. For
instance: “you need to be prepared for the worst, since people are not as
sensitive as you would want to see them and when you encounter such
behaviour, it should possibly not bother you much”.

When asked about other issues she wanted to raise for the day, she indicated
that her elder child does not listen when she talks to him and fights elderly people
and she becomes hurt because of that, and then thinks of dying. She was given
information that she should consult psychologists for assistance and she agreed
by nodding her head while crying. Some coping strategies were taught regarding
her 12-year-old son, who was troubling her. For example: “this could be seen as
one of the challenges that you are faced with at this stage. It does not
necessarily mean that it is because of your HIV status that you are experiencing
difficulties with your son, as this could happen to any other person”. Problem-
solving skills were taught that it would be important to deal and look at his
behaviour in this way that he is possibly experiencing behavioural problems and
should be referred for the help that he requires. Her assignment for the next
session was to reflect on how to enhance her level of confidence.

Comments: She appeared to be hopeful due to the information on the coping
strategies and problem-solving skills that was taught concerning her troublesome
son. She mentioned: “I am feeling better and relieved now that | know where to
go for help ...” In this instance, she was referring to the fact that the researcher
recommended that her son be referred for psychological assistance. Her
homework assignment about monitoring all the negative thoughts that crossed
her mind seemed to have worked, because she was able to successfully identify
such thoughts that had been discussed in this session. Positive cognitive
reframing seemed to have been effective as the woman regarded herself to be
similar to any other person. The researcher felt that the cognitive reframing
technique started the change process, as it could be noted that there was a
positive change in terms of how she perceived her diagnosis.
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Identifying, challenging and changing negative automatic thoughts and
assumptions worked well, possibly because she could identify her source of
suicidal ideations. Decatastrophising techniques seemed not to be effective, as
she only reacted by merely nodding her head. Another factor that probably
contributed to her lack of progress in therapy was that she mentioned burying
family members due to HIV almost monthly. This obviously had a negative effect
on her coping.

Session 4

Her homework assignment, namely to reflect on how to enhance her level of
confidence, was dealt with and she stated that for her confidence to be boosted,
she has to trust, believe and accept herself the way she is so that it would be
easier for others to trust her. She also indicated that she wants people to see her
as a role model, so that they can be aware that one can live longer even if living
with the disease. Some coping strategies were taught that regarding herself to be
a role model and helping others to cope will in turn help her to cope better. Her
answer was: “I think that what | am doing is good, because if | talk to others |
may be saving the lives of many parents who would die and leave their children
as orphans. That boosts my confidence a lot, because | think | am needed by my
community”.

The implications of the woman’s behaviour such as her self-pity, self-isolation
and suicide, were dealt with in this meeting when she was trained to consider
alternative interpretations for her diagnosis through positive cognitive reframing.
For example: “you do not have to pity, isolate and neglect yourself, because you
have an important role to play in the community. Being HIV positive does not
mean that one withdraws from the society. It means you see yourself playing a
significant role for others and that it is not the end of the world and other people
have a lot to learn from you since you are their role model”. Her response was: “I
also need to see myself working somewhere and living a normal life like others in
order to show people that you can still work despite living with the virus. You
should not be like a person who always relies on other people, telling yourself
that you are no longer capable of doing anything because of the sickness”. Her
homework assignment was to reflect on how self-pity, neglect, isolation and
thinking about death would enable her cope.

Comments: When asked about her progress with the coping strategies that she
was taught, she replied: “I am all right for now and | am able to cope with daily
problems that | am experiencing. With regard to the recent deaths, | have to tell
myself that | am aware that my family is struggling to cope and we are not the
same, and | am in the process of dealing with it. That is why | want my family to
regard me as their role model”. Her homework assignment proved to be effective
as she had started to see herself as a role model. The technique of cognitive
reframing also assisted her to consider alternative and more positive
interpretations for her diagnosis because she wanted to see herself living a
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normal life like others. It is during this session that the researcher noted that the
participant was grasping the strategies, as she responded positively showing
some understanding of them. It can be concluded that when she started to think
differently about her diagnosis she then perceived herself to be similar to others.

Session 5

Because of the internalised stigma that the participant was facing, the session
focused on her experience of the reaction of others, as well as on her previously
assigned tasks. She reported to have not done her homework assignment as she
lost two of her cousins and it was hard for her. She further reacted: “I was hurt a
lot but now | am better, because | have to be strong for my family. They have to
see me as the role model and that a person can live with the disease and accept
it”. Despite several deaths in the family due to HIV/AIDS, it could be seen — in the
manner she regarded her status — that the participant was trying to be positive.

A positive cognitive reframing was taught to enhance her coping skills: “you are
probably going to live longer because of the positive way you regard yourself.
These deaths occurring in your family must have been hard for you and could be
seen as challenges”. She seemed to be agreeing with this suggestion by nodding
her head. Upon being reminded of her assignment, she indicated: “I do feel that |
pity myself, especially when | think about death, but | am now better since |
engage in conversation with others”. She was trained further in alternative ways
of thinking about death. For example: “we are all going to die at some stage.
What is important is: how do we perceive death? So, do all you can at this stage
to live and think in a different way? Thus you may live longer”. She reacted: “the
other thing is that | do not feel guilty, because if | believe in God who has given
me a second chance in life and | believe | have to live well. Feeling guilty and
isolating myself may not help me to cope, that is why | do not entertain such
thoughts and | forget about them”.

Anti-discriminatory laws were taught to equip her with the necessary knowledge
and ways of dealing with discrimination. For example, she was taught that in
case it happens that there are people who discriminate against her by
threatening to kill her because of the disease, she can open a case against such
people at the police station — as it is her right to be protected by law as an
individual. Assertiveness and social skills training was taught, given the social
problems she experienced and people’s negative comments when she was
diagnosed HIV positive. For instance: “it would also help you to assert yourself
when talking and interacting with others. Talk to the people in a more polite way
without any form of quarrelling or argument. By being assertive you are avoiding
unnecessary fights, stress and arguments with people”.

Decatastrophising was suggested to assist her in anticipating the worst as she

was already disclosing her status to people. For example: “if you talk to people,
you need to be prepared that some may listen to you and some may not. If they
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do not listen to you, it should not hurt you, because you were waiting for such
negative responses”. Given her lack of assertiveness, she was instructed to
practise assertiveness in her interaction with others.

Comments: She appeared to be progressing well as a result of positive cognitive
reframing suggested to her, because she said: “... | am now feeling better, | am
able to accept myself the way | am, because all the people on earth are any way
going to die. You may not die because of diseases but there are many ways in
which you can die”. It could be seen that positive cognitive reframing changed
her perception of this disease. Her homework assignment for the last session
worked out well although she had to be reminded of it, because she had several
deaths in the family. She stated that feeling guilty and isolating herself may not
help her to cope. It should be noted here that the participant had an improved
grasp of these cognitive behavioural strategies and was at ease with them. The
difference was brought about by the fact that she practised most of her assigned
tasks, which helped to effect a positive change in her thinking.

Assertiveness training did not work because she only reacted by saying: “yes”
and the reason for the technique not being effective could be that it was still new
to her. Decatastrophising and the education she received about the anti-
discriminatory laws also proved not to be effective as she only reacted by saying:
“yes”. The reason could perhaps be because she knew the technique or did not
need it since she already disclosed and were already making changes in her
perception about HIV.

Session 6

Her uncertainties about the future and the assignment were discussed in this
session. She responded that before talking to people, she has to carefully think
about what she has to say and has to respect herself first before she could be
respected and understood by others. She mentioned that she does that so that if
she talks to people about HIV/AIDS they should be able to understand her.

Assertiveness training was recapped in this session because she had not
developed the technique in the previous meeting: “if you talk to people in a
respectful way it would assist you to manage the stress you could come across”.
The aim of asserting herself in her environment was that she had certain goals,
namely to help others to change their perception of internalised stigma and
discrimination. Her answer was: “l also have to talk well to those who are hurting
me and causing me pain. | should not just get angry, because | hurt myself by
being cross and not solving the problem”.

Decatastrophising was taught again, as she had been battling to grasp this
technique in past sessions. For example, she was shown that being prepared for
anything that might come from people by anticipating it would help. Her response
was on a different topic instead of decatastrophising. It was clear that she was
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still battling to grasp this technique, as she commented more on being seen as a
role model rather than on the technique that was taught. She was tasked to
consider her plans for the next five to ten years. The aim of this homework was to
further facilitate change during therapy.

Comments: She reported to be progressing well as a result of the homework
assignment she was given, because she was able to assert herself in her
environment. She wanted to play a pivotal role in her family, as she pointed out
that she buried a family member almost monthly due to HIV/AIDS, and she was
encouraging them about testing in order to prevent the spread of the virus.
Decatastrophising techniques appeared not to be effective towards preparing her
for the worst that could happen as she was addressing others about the disease.
The death of family members due to HIV/AIDS was an initial reason for her not
reacting well to therapy, but now it became a motivating factor for her to live, as it
gave meaning to her life.

Session 7

Coping strategies as well as the tasks assigned in the previous session were
dealt with in this penultimate session. When the participant was asked to talk
about her homework, she stated: “my plan for the coming five years is that |
would like to see myself working and being a good mother to my children and
have a house for them. | am thinking that death could come to any person at any
time and | do not have to entertain the idea of dying soon”. She further stated
that she would like to see herself being married and enjoying marriage life like
any other person and was asking God not to die before getting married and
accomplishing all her dreams. She furthermore indicated that she was asking
God to be with her and help her to educate other people about this disease.
Thus, they can see that one can live longer with it.

Decatastrophising techniques were again taught to prepare her for the worst
thing that could happen — that is, being discriminated against, as she was
addressing others about the disease. The researcher said that to make room for
any other form of disappointment would help her, so that if the worst happens to
her, she would be ready to handle it. Her answer was: “I need to accept that one
has to make room for disappointments as long as you live on earth”.

Coping strategies that were taught focused on the researcher mentioning that it
would also benefit her to join support groups in order to share with others the
difficulties she was faced with. That would help her to realise that she was not
the only one who has problems of dealing with stigma and discrimination, as
there are other people who are encountering similar problems. She was further
encouraged to use the time she was left with to effectively accomplish all her
goals. She appeared to understand the suggested ideas. For the last session,
the participant was tasked to imagine future difficulties and how to deal with
them.
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Comments: The client appeared to be continuing well as a result of therapy and
the way she perceived herself, especially as a result of the homework
assignments she received, which proved to be effective in facilitating change, as
she wanted to accomplish all her dreams before dying. She seemed to be
positive about her future and understanding the coping strategies that were
taught when she said that her aim was to live longer with this disease so that she
should be a role model to her children and people in the street. The
decatastrophising techniques also worked well as she was accepting that one
have to make room for disappointments.

Session 8

Coping strategies were repeated in this last session to make the participant
aware that she may still continue to cope and live longer with the disease. Her
homework assignment was explored and she mentioned: “what if my friends and
some of family members are no longer friendly towards me? The other things
that | am imagining concern my children about what would become of them if |
die, what type of life would they live and with whom?” When asked what she
would do when coming across such difficulties, she answered that she needs to
talk to other people who are reliable and that she can share her difficulties, so
that she should know that there are people to support her if she were to die.

She was further taught coping strategies: “it would also assist you to talk to your
parents or siblings and arrange what would happen to your children should you
die. By doing that, you would be focusing on possible solutions for the difficulties
you are faced with”. Additional coping strategies were taught that she needs to
continue living her normal life and remember that she has a role to play in de-
stigmatising this disease. She stated: “the other thing that | would often come
across would be that people would make bad remarks because of lack of
knowledge. That would hurt me and make me feel small as if | am going to die at
that time. | now understand that | have to prepare myself and be ready for their
comments, so that if they are offensive, | would then manage to cope with their
discrimination”.

Decatastrophising was taught to help her further deal with stigma she might
experience: “preparing yourself for the worst helps you to gear yourself for
people’s bad comments by expecting anything from them. If people continue to
discriminate against you, you should bear in mind that there are anti-
discriminatory laws to protect you”. Her response was: “lI have started to tell
myself since | saw you for therapy that | am going to live longer, because | still
have future plans for me and my children, despite people’s remarks”.

Positive cognitive reframing was further taught: “even if you happen to fail in life,
you still have to regard that failure in a positive way and be aware that you may
not succeed and excel in all areas of your life. Of significance is how you
perceive that failure”. She reacted: “the other thing that | have come to realise is
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that | need to thank God for giving me a second chance; other people have
recently started knowing about their status, and | have been knowing about my
status for some time and | am still living while others are dead. | still need to live
longer and be an example to others”.

Comments: Decatastrophising technique worked well, as seen in the previously
assigned homework that she could imagine future difficulties and was able to say
how she would deal with them — as she referred to talking to family members
who would take care of her children if she died. She showed good progress as a
result of the coping strategies that were taught and it seemed that these
techniques worked well, as she said: “I came to realise since | started to see you
for therapy that one is not a failure in life, since you still have to strive to reach
your goals as a person. Even if you do not have other parts of your body, you still
can go on with life if you want to do so, and you would not be regarded as a
failure”. It could be noted that the coping strategies brought the change process
regarding her attaining her goal.

Positive cognitive reframing proved to be effective in enabling her to think
positively, as she pointed out: “I also used to think a lot about why | am not dying
soon, because | am now useless due to the disease | live with. However, | have
come to realise through therapy that my life, my children and the family are
important”.

Overall discussion of participant 6

All'in all it can be seen that the strategies that appeared to be effective were the
identifying, challenging and changing negative automatic thoughts and
assumptions that started the change process and altered negative thinking, as
she was feeling suicidal and was now positive in her thinking. She showed to be
positive about her future as a result of the problem-solving skills that made her to
realise that her son’s problems are not due to her disease but any other parent
could encounter such problems. Positive cognitive reframing changed her
negative way of thinking about death because she said: “all the people on earth
are going to die. You may not die because of diseases but there are many ways
in which you can die”.

Teaching of coping strategies proved to be effective as she came to realise that
feeling guilty and isolating herself may not help her to cope but talking to others
about the disease will enable her to cope. It could be seen that this strategy
worked well in changing her self-isolation behaviour. The technique of giving a
homework assignment worked well, as she successfully completed the tasks that
facilitated change in therapy such as monitoring all the negative thoughts that
crossed her mind. Decatastrophising techniques also worked well in modifying
her negative automatic thoughts and her feelings of powerlessness about her
diagnosis, and it further assisted her to anticipate the worst in dealing with
stigma. Assertiveness training proved to be effective in assisting her to assert
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herself in her environment, especially in dealing with her family. The reason why
most CBT techniques proved to be effective is perhaps that only a few of these
strategies were presented at a time, which possibly assisted the participant to
react to what was suggested.

It can be seen that the intervention model was a success in this case, because it
enabled her to deal with stigma she was experiencing. Therapy addressed her
feelings of suicide and powerlessness, self-isolation, fear of death, anger,
negative perceptions of her future and her diagnosis — and changed them to
thinking positively about herself. The positive change that was observed was
confirmed by the post-therapy psychometric evaluation. In this evaluation the
participant experienced less scores on depression (39 before which is severe
depression to 9 afterwards which is considered in the normal range), less
internalised stigma (43 before; 22 after), more self-esteem (6 before; 0 after), and
positive ways of coping (45 before; 48 after).

Participant 7
Session 1
1. Context

This interview was conducted with a 27-year-old female participant who was
seen at Witbank Hospital for the purpose of the research. As in most of the other
cases, the aim was to empower her to deal with stigma and discrimination related
to her HIV-positive diagnosis. She reported to be single and had no children. She
mentioned that she came from a family of eight children from her father’'s side,
with each of the eight children coming from different mothers. She was the
firstborn child on her mother’s side and she had only one brother.

She indicated to have been experiencing anger following her diagnosis because
she was not prepared to disclose her status to the family. It was however
disclosed by a friend who came to the clinic with her to find out about the results
of her test. When they informed her of the results of her HIV test, she was with
this friend in the consulting room and that is how the friend found out. She felt
rejected by the family who now knew about her status, especially her father, who
told her to go and stay in an empty stand. He accused her of liking men and that
that was why she got infected. He also told her she should see for herself how to
cope with the virus. From what she pointed out, it could be clearly seen by the
researcher that she experienced enacted stigma. She was crying a lot throughout
the session as she spoke about discrimination, and she said: “my father chased
me out of the home and | then went to stay alone. | was deeply wounded by
that”. After being chased out of the home by her father, she went to stay with an
aunt. There she was still discriminated against, because she was given her own
plate and spoons to use because of her HIV status.
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She reported to be staying in an informal settlement with a cousin at the time of
the research. She stated that the place where she lived was not a good one for a
person living with HIV to stay in. She said: “you would be shocked if you could
see it ...” She stated that her mother was not living with her but resided in
another province. She never bothered to call her daughter when she heard about
her status. Her boyfriend was indicated to be living in KwaZulu-Natal and he was
not aware of her status.

She stated that she thought about death most of the time, because she said:
“even if | wish to do something | always think that | am HIV positive and | am
going to die at any time”. She perceived her future as dark following her
diagnosis and her HIV diagnosis had affected her because she pointed out: “this
disease has drastically changed my life, as | am no longer taking care of myself
like | used to”. She suffered from a low self-esteem and tended to neglect herself
following her diagnosis.

She felt guilty about living with the virus, and did not sleep well. She experienced
a lack of support, especially financial support from her family. This contributed to
her suicidal thoughts. When she thought of taking her medication, it was not
possible, because she could not do that on an empty stomach. On the other
hand, her father was reported to be a capable business man who could provide
her with food but he did not. He helped other people, but he would not help her.
She was experiencing stigma and discrimination from others as well, because
she indicated that: “people perceive you as something like an animal if you live
with this disease ... that is hurting”. She tended to withdraw and isolate herself
from others. She stated that her HIV status had caused her not to have fun any
longer and she coped by playing games on the cell phone. She further hoped
that maybe miracles would happen to her one day and that God might cure her.

2. Definition of the relationship with the counsellor/researcher

She entered the relationship in a one down position by following the therapist’s
lead. She maintained eye contact during therapy and her tone of voice was soft.

3. Distance (Punctuating from the participant’s point of view)

3.1 Acceptance of reflections

An appropriate distance was maintained by the participant throughout the
therapy session and she did that by accepting the researcher’s reflections of her
feelings.

3.2 How did she express herself?

The client cried throughout the entire first session and she spoke about her HIV
status in a transparent and congruent manner. She did that by giving details
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about how her family discriminated against her. She presented her diagnosis in a
helpless way and talked about the way she was hurt. She was mainly blaming
others and herself for living with HIV/AIDS.

3.3 Manoeuvres and behavioural patterns

A pattern of closeness was maintained throughout the therapy session. That was
noticed when she accepted reflections of feelings and was manoeuvring for
sympathy, support and understanding. She continued to cry and spoke about her
status in a defeated and helpless way. This could be regarded as learned
helplessness.

4. The client’s support system

Her support system consisted of parents and siblings who were discriminating
against her, including her immediate relatives. It was evident that she lacked
moral and financial support. Her aunt was also not supportive, as she was given
her own plate and spoons to use because of her HIV status. Not much could be
said about the cousin that she stayed with, perhaps because she did not know
about her HIV status.

5. Hypothesis

Because of the stigma and discrimination she was experiencing mainly from the
primary family system and others, she felt depressed and suicidal, and
experienced anger directed towards herself. She tended to isolate herself from
others and to neglect herself. Her interactional style had distancing effects that
caused her to have a negative attitude towards herself and to experience suicidal
thoughts and have a low self-esteem.

6. Symptoms

Her negative automatic thoughts such as suicidal ideations and depression were
the result of stigma and discrimination that came from family and others.

7. Goals of therapy

The purpose of CBT was to empower her to handle the discrimination she
encountered and to deal with her low self-esteem and depression.

8. Type(s) of intervention used and the reaction of the client
The participant appeared to be worried about death following her diagnosis.
These negative automatic thoughts that caused her to be preoccupied with dying

at any time were addressed: “are you perhaps aware of the fact that we are all
going to die at some stage?” The researcher further indicated: “how was it before
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you were diagnosed with HIV? Were you living and hopeful that you were going
to proceed with your life?” (Socratic questioning and reality testing.) Again her
answer was: “yes”. Her negative thinking was further reframed in order to help
her to consider alternative ways of viewing death: “it would be important to
appraise or look at your situation in a different way, as you are on treatment that
will help to prolong your life. Death occurs to any other person as a result of any
other thing”. Her homework assignment was to find a reason for living, since she
seemed to be preoccupied with suicidal tendencies.

Comments: She seemed to be slightly relieved emotionally and that was seen on
her face at the end of the first therapy session. This could be because she was
hopeful about being equipped to deal with the stigma, she said: “I was initially
shocked and struggled to fall asleep, but I told myself that | cannot make my
situation disappear. Whatever | was told, | had to accept”. She appeared to be
battling to fit the positive cognitive reframing, and Socratic questioning and reality
testing technigues into her perception as it was perhaps unfamiliar to her,
because she only responded by saying: “yes” during therapy.

Session 2

The participant’'s feelings of powerlessness following her diagnosis were dealt
with in this session, as well as her assigned task. This is how she commented on
her homework: “I would say that | still have things that | wish to do in my life so
that | can take care of the child whose mother died. The one | drew on that
picture (referring to the life map), as | used to call her mother. She is deceased
now and | want to give her child the love that her mother used to give me. | also
want to help others who have been helpful to me”. It could be seen that she was
hopeful about life and was starting to perceive herself in a positive way.

She complained of lack of support from her family as she stated that she
requested them to give her some maize meal and her father told her that she
must go and look for work as she left school earlier. Thus, she sees her parents
as just useless to her. The researcher assisted her to manage her diagnosis
through coping strategies: “you seem to be feeling powerless at this stage. Think
of a probable plan such as using the support of others, other than your family.
That can perhaps make you feel better”. She was hurt by her father who does not
lack money and yet was not able to help her but was able to help others who are
relatives and strangers.

Her automatic thoughts of blaming herself for contracting the virus were
guestioned (Socratic questioning and reality testing) with the aim of challenging
the validity of the cognition. For example: “what wrongs did you do to contract the
virus and you do not have to blame yourself, because that may not help you
much. Were you blaming yourself before you were diagnosed?” She reacted:
“no, and | have done nothing wrong”. Her negative automatic thoughts were
further challenged: “how come that you should now blame yourself and for
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what?” He further mentioned: “do you see that this is what is making you to feel
powerless and blame yourself?” She reacted by answering: “yes”.

Cognitive positive reframing was taught to enable her to deal with her lowered
self-esteem. For instance: “you do not have control over how people perceive
this disease, but you have control over how you see yourself. It is not your fault
that you live with this disease. So, why do you then blame yourself and do not
live the type of life you used to live?” The aim of this strategy was to empower
her to think of herself in a positive way rather than thinking of her family, who
seemed to be discriminating against her. Her answer was: “| can hear what you
are saying. It is only that the people who used to help me a lot are no longer here
because they are far and | do not have contact with them”.

When asked about where she mainly receives support, she stated: “I do not
know, as | am just living”. Her negative automatic thoughts about just living were
challenged: “you are not just living, as you earlier on pointed out to me that you
want to help and love others, seeing that you were once assisted by those
people”. She seemed to be agreeing with these suggestions. She was told to
reflect on how to keep her confidence level higher, since it was lowered by her
family’s discrimination against her.

Comments: The woman appeared to be doing well on the homework assignment
she was given, as it assisted her to think in a positive way and to find a reason
for living. In this instance, the homework assignment she received started the
change process. Socratic questioning and reality testing about blaming herself
also worked well as she started to realise that there was nothing wrong that she
did to contract the virus. Positive cognitive reframing strategies that were
presented appeared not to be effective and seemed difficult for her to
understand, because she only reacted by merely saying: “yes”. Teaching coping
strategies also proved not to be effective, as she reacted with anger when
showed how to deal with her family that was not supportive. She said: “one day
he might come to request help from me, maybe because he could be bankrupt,
and | would be seen as a bad person because | would not help”. Identifying,
challenging and changing negative automatic thoughts and assumptions did not
either work well as she responded by saying: “yes”.

Session 3

The previously assigned task was discussed in this session. Her reaction was
that she told herself that she can do anything in life even if she was HIV positive.
She further indicated that she was no longer bothered much about this disease
because she regarded herself to be similar to other people. She mentioned that
she still had goals to achieve such as working, having a house and family, and
also a car. These goals were stated to be assisting in preventing her from feeling
bad about herself.
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Her guilt feelings, which included anger that was directed inwardly in the form of
suicidal thoughts, were questioned (Socratic questioning and reality testing): “did
you have guilt feeling before you were diagnosed?” to which she answered: “no”.
The researcher further cross questioned her negative automatic thoughts by
saying: “you did not, as you mention it. You possibly saw yourself dying at a later
stage. You wished to be a successful business woman, as you stated. So what
prevents you from being the person you wished to be, now that you live with the
virus?” She reacted: “nothing, except that my body easily gets tired when | do
hairstyles”.

Graded task assignment was taught to assist her to set goals that can
realistically be achieved: “try to arrange with the people whose hair you braid that
you will do that and stop as soon as you feel tired. You can for instance do the 6
hours’ work with frequent brakes to allow you to rest”. She seemed to understand
this line of thought. Some coping strategies were taught to help her further deal
with stigma. For example: “try to accept that there are things you can change and
others you cannot change, like your lack of energy and you have to handle your
customers according to the level of energy you have”. She reacted: “some
people might hurry you especially if they have paid up for their braids (laughing)”.
The researcher stated that she can prepare some of her customers that it will
possibly take longer than anticipated.

When asked if there were other issues she wanted to talk about she said that her
father sent her brother on Sunday to bring her food and she thought that he was
feeling regretful. Positive cognitive reframing was taught: “it might help if you do
not rely on him. Therefore, if he brings food to you, it could be seen as an extra
benefit to you, since you do not expect anything from him. That is how you
should see it, as you cannot change the way he talks to you, but you can change
the way you see him”. She reacted by being silent.

A decatastrophising strategy was taught to help in re-evaluating and modifying
negative thoughts that disturbed her and prevented her from coping. For
example: “it could help you if you do not expect much from your parents, since
they are disappointing you. You should know that they are still alive, yet not
available when you need them. Learn to prepare yourself for the worst with
regard to your father, so that if he happens to assist you, that should be seen as
an extra benefit, since you were not expecting it”. She responded: “I can hear
you there — it is only that | have thoughts that cross my mind when | think of this
... | feel rejected by my family”.

Her negative self-evaluation was questioned through Socratic questioning and
reality testing: “could | find out if you still feel rejected when your father brings
you food on a particular day?” She responded: “no”. He further confronted the
negative thoughts by pointing out: “so how come that you feel rejected on a day
you do not have food?” Her answer was: “yes”. Her homework assignment was
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to monitor the negative thoughts and beliefs that disturb her behaviour and to
learn to cope with them.

Comments: She showed good progress in thinking positively as a result of the
homework assignments that were effective and that brought change in her
thought process, as she regarded herself to be similar to other people. Other
strategies, namely decatastrophising, graded task assignments, teaching coping
strategies, positive cognitive reframing, as well as Socratic questioning and
reality testing proved not to have immediate effect though she engaged with the
thoughts. Her reactions were often to become silent and just saying “yes”; maybe
because she was not familiar with these techniques and they did not fit into her
frame of mind. It can be noted also that many strategies were presented at once,
which possibly made it difficult for her to grasp these skills, as she possibly
needed time to think about the statements that were suggested to her.

Session 4

Due to the fact that the participant felt rejected by her family and tended to
neglect herself, the effect that such treatment had on her behaviour such as self-
pity and self-isolation, was dealt with. Her homework assignment was discussed
in this session and she said: “I am now able to deal with the negative thoughts
that cross my mind since | started to see you. | now regard myself like other
people and | become better equipped to handle my situation, and | can still see
myself achieving most of my goals”. When asked further about the negative
thoughts that cross her mind, she indicated that she at times feel lonely and
negative thoughts then occur. She then tries to deal with her loneliness because
she keeps company with her neighbours to talk to them.

Positive cognitive reframing was taught so that if negative thoughts cross her
mind, she should still regard herself in a positive way like any other person and
live a positive lifestyle. She was further taught to help her regard HIV as similar to
other diseases. For example: “thinking of your diagnosis in a positive way will
enable you to further gain self confidence and to continue living”. Her response
was: “I am now able to handle other people who talk bad about others who have
AIDS. | advise such people that they themselves might be living with it. | am not
specific though that | have contracted the virus. | try to show them that AIDS is
not a monster”.

Coping strategies were taught to help her to adhere to a treatment regimen, eat a
balanced diet, live a positive lifestyle and use a condom when engaging in sexual
activity. That will help to prolong her life. She was shown that she was being
useful to others, as she was educating them about combating the spread of this
disease. In return that would help her to cope better. Decatastrophising was
taught to further prepare her to deal with stigma: “please bear in mind that not all
the people you will come across will speak positively about this disease and that
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you cannot change them despite having talked to them. It is therefore not your
fault and anticipates such behaviour from others”. She reacted: “yes”.

She was still finding it difficult to disclose her status to her cousin with whom she
was staying. She was taught alternative ways of managing her diagnosis and
showed the importance of disclosing her status to her cousin. For instance, she
was told that her cousin would possibly offer her the necessary support,
especially when sick. She reacted: “I am grateful for such ideas, because | did
not have a way of dealing with her”. She was tasked to reflect on how self-pity,
self-isolation, self-neglect and thinking about suicide would help her to cope. The
rationale was to make her realise that these behaviours were not adding value to
her situation.

Comments: Her homework assignment seemed to be effective in helping her to
identify negative automatic thoughts and to manage them. She was also assisted
to disclose her status to her cousin who could be a possible source of support to
her. This assistance seemed to be effective since she obviously gained more
insight into handling her cousin. Positive cognitive reframing was also effective in
enabling her to think positively about her own stigmatising thoughts about HIV as
she seemed to be helped to think in a positive way. It could be noticed that she
was now becoming familiar with the above-mentioned CBT techniques.
Decatastrophising and coping strategies proved not to be effective and perhaps
difficult for her to grasp, as she only reacted by saying: “yes”.

Session 5

Due to the stigma and discrimination she was faced with, the session focused on
dealing with the experience of the reaction of others. Her homework assignment
about reflecting on how self-pity, self-isolation, self-neglect and thinking about
suicide would help her to cope was explored, and she stated that that was not
going to help her at all. She also mentioned that she keeps company with others
because if she were alone she forever thinks, cries and get stressed up. She told
herself that she looked like other people since she was not different from them.

A positive cognitive reframing was taught to assist her to further think in a
positive way by mentioning that it is about changing her attitude and regarding
herself like any other person even if she lived with this disease. Her response
was: “yes, the way you think of yourself”. Anti-discriminatory laws and
decatastrophising strategies were taught to prepare her for the worst reactions
that she might encounter as she would be disclosing her status to others. For
example she was taught that there are anti-discriminatory laws to protect her if
she were discriminated against because of the disease. A case could be opened
with the police if she were being discriminated against.

Assertiveness and social skills training were taught through role-play to equip her
to assert herself in her environment as she would be talking to others about her
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status. For example: “however, you still need to respect and be polite to others,
even if you have the anti-discriminatory laws on your side. You need to change
the way you talk to others if you were possibly rude to them. Say to them, ‘I live
with the disease and | cannot change that.” By being assertive means that you
believe in yourself and you say something in an assertive way without arguing
with others”.

Upon being asked about other things she wanted to raise for the day, she
indicated that she disclosed her status to her friend last week. She stated that
her friend discussed her HIV status with her boyfriend, who told her that she
should not be her friend because she would teach her to like men. She was hurt
by such news. Her negative automatic thoughts about perceiving herself as a
person who likes men were challenged and she was shown that being HIV
positive does not mean you like men. An example of a newborn baby girl who
has been tested and found to have the disease was made with an aim of
showing her that it does not mean that she likes men. She reacted by laughing.

Decatastrophising strategy was repeated to further make her aware that if she
told one person about her status that person is more likely to tell others, so she
needs to be prepared for the worst now that she would be talking to others
regularly. Her response was: “when you talk you become well and free
emotionally and when you avoid talking, you develop fear and worry. You can
even get help from others by talking to them. If you talk about it, you get used
living with the virus and you know that you cannot change that”. The aim of her
homework, which involved the practise of cognitive and behaviour techniques in
between the sessions, was to practise perceiving her HIV status in a positive way
and to practise assertiveness in real-life situations.

Comments: Her homework assignments proved to be effective in affecting her
perception of the disease positively by keeping others company as she regarded
herself not different from them. She reported to be continuing well as a result of
the positive cognitive reframing that was successful, as she said that she was
aware that she lives with the virus and knew that she cannot change that. A
modification of negative automatic thoughts through the method of
decatastrophising also proved to be effective in preparing to anticipate the worst
when coming to disclosure of status. It was evident that she was slowly coming
to terms with her diagnosis and seemed to be finding it easy to understand how
to use these skills. However, the identifying, challenging and changing her
negative automatic thoughts and assumptions, as well as assertiveness and
social skills training that was taught through role-play did not work well, perhaps
as she was unfamiliar with these techniques or did not see how she could apply
them, because she responded by merely nodding her head and saying: “yes”.
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Session 6

The client’'s uncertainties about the future were dealt with in this session. Her
homework assignments were discussed. In reaction she stated: “I do talk well to
others about my disease and inform them of how to cope with it. | tell them that |
live with HIV and they ask me about it and | respond to them well by encouraging
them to use a condom when engaging in a sexual activity since the virus is in the
blood. They see me living and are encouraged to undergo testing”. It could be
seen that she had started to be perceived as a role model by others to whom she
had disclosed her status.

Assertiveness and social skills training were further taught to equip her to assert
herself in her interaction with others: “the manner in which you would be talking
to the people in your attempt to assist them deal with stigma and discrimination is
important, because if you are going to be rude to them it would not help them. If
you are able to assert yourself in your environment and to politely talk to them, it
would help people to receive assistance from you”.

When asked about issues she wanted to raise for therapy, she indicated that her
neighbours knew that she lives with the virus and they did not discriminate
against her, although her family and relatives still discriminated against her. She
pointed out that she has asked one of her neighbours to look after her since she
was on treatment and she has agreed to do that. A few coping strategies were
taught to show her the significance of using the social support offered by others
other than her family that seemed not to be available for her. Her assignment for
the next session was to consider her future plans for the next five to ten years.

Comments: Her previous homework assignment about practising to assert
herself in her interactions with others proved to be effective as seen above that
she could assert herself in dealing with others. Teaching coping strategies
proved to be effective in changing her behaviour to deal with discrimination, as
she said: “I tell them that the important thing is to accept, because if you do not
do so, you end up isolating yourself and thinking continuously about death. | tell
myself that death has been created by God and why should one worry more
about it now that you know that you are HIV positive”. It is at this stage of therapy
that the researcher felt that the participant had grasped the CBT techniques,
because she was no longer ashamed of herself and was talking to others about
the virus with the aim of helping to combat the spread of HIV.

Session 7

The focus of this session was on coping strategies, to further consolidate what
she has gained in previous sessions. The participant’'s assigned task was
discussed and she replied that she plans to start her own business by selling fast
food. Her biggest dream was to buy her own car and house, and to adopt her
brother and help her other brothers and sisters to realise their dreams. She
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further mentioned that she planned to start a project where she can help
orphans, sick people, elderly ones and those who have problems. She finally
pointed out that she would also be pleased to have a garden where we can plant
vegetables. From these statements, it can be concluded that the client was
seeing her future in a brighter way and that her homework assignments were
facilitating the change process.

She was asked about the steps she had taken to achieve her plans and she
answered: “at the moment | am trying to arrange to meet successful people to
find out from them how they have managed to be successful”. Coping strategies
were taught in order to assist her to achieve her plans and was advised that she
needs to have financial backup when considering starting a business and that
she perhaps need to start small in order to grow big.

She further added that her father was regretting and was slowly starting to accept
her, because he phoned her requesting her to help at his shop. She would like to
help him but she had a problem with the people who work for him because they
do not like her. On the other hand, she stated that if she refused to help him, he
would perhaps tell her that she should not come to him if she needs assistance.

Problem-solving skills were taught that it could be wiser if she discussed her
difficulties with her father because that might help her to decide about what to do
since she was caught in between. She responded: “my father seems to be
regretting of late and is taking me seriously, because he does not want to see
other people at the supermarket and he wants me to be in charge. My aunt
discussed with my father all my complaints about the lady who is in charge of the
supermarket. | think of many things as a result of this and I think this is going to
result in stress”.

The researcher further pointed out the advantages and disadvantages of dealing
with the matter with an aim of assisting her to decide what to do by stating that
discussing the matter further with her father would help outline her fears and
frustrations. She was made aware that she needs to bear in mind that she still
needs work that could help her to earn a living in order to start her own business.
Her answer was that her father is not easily approachable and this was of course
taking her a step backwards as she was proceeding well so far. Her task for the
last session was to imagine future difficulties and how to deal with them.

Comments: She showed good progress as a result of the coping strategies that
were taught and that seemed to be effective in changing the negative way she
had perceived her disease, because she stated: “I no longer see myself as a sick
person now. | feel as if | am now born again and | am going to live a normal life
like any other person. There is nothing that is going to prevent me from achieving
what | have planned ...” She further pointed out that she regards herself as a role
model to many people, even to her father. Her assigned task facilitated change in
a positive way and worked well in changing her negative behavioural patterns. It
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was evident that she was now familiar with homework assignments and coping
strategies as she seemed to be future orientated. The problem-solving skills and
the advantages and disadvantages techniques seemed not to be effective as she
appeared to be finding it difficult to decide about working for her father and
possibly needed time to think of these skills and find them to be useable.

Session 8

Coping strategies were reiterated in this session with the aim of further
enhancing her coping skills. Her assigned task about imagining future difficulties
and how to deal with them was discussed and she commented that she would
need to be one of the successful business women. So her biggest fear would be
what if she did not make it, because she was now living with the disease. She
indicated that she has told herself that even if she fails, it is okay, because she
may not succeed at once. Positive cognitive reframing was taught when the
researcher said: “even if you fail, that should not be seen as a failure; it should be
regarded as one of the challenges that you were faced with and you should still
strive to be successful. You can only be successful if you have tried something in
life, otherwise you will never know where your strengths and weaknesses lie”.
She responded: “you have helped me a lot to cope with the current situation,
especially my family who was rejecting me. Fortunately | have seen my father
starting to show more of an interest in me, because he is now eager that | should
assist him in his shops”.

Coping strategies were taught to show her that she can still learn from her father
as he could be one of the people he could be talking to in order to establish how
he has managed to make it in life, since she indicated that he runs a successful
business. She replied: “yes, the other thing that | plan to do is to assist my father
at his shops in order to earn some money so that | can start my own small
business as you suggest. | would then leave him as soon as | have enough
capital to start my own business”. The researcher followed up on the previous
problems she encountered with her father and she stated that she talked to him
and he has promised to sort out the problem. She mentioned that she knows that
it was not going to be easy, but she has prepared herself for the worst because
she has come to realise that she needs to achieve her goals like any other
person.

Further coping strategies were presented when the researcher reminded her that
setbacks are normal, especially when living with the virus. She was encouraged
to continue living a positive lifestyle that would help her to live longer and
continues to think positively; adhere to the treatment regimen and practise safer
sex.

Comments: Coping strategies that were recapped proved to be effective in

assisting her to deal with stigma. For example, she remarked: “I am further
dealing in a better way with regard to the stigma and discrimination that come
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from other people, and | would like to thank you for that, because | am already
coping. | am also able to talk to other people and educate them about HIV/AIDS".
Her homework assignment proved to be effective in assisting her to have a
positive view of herself and to learn to anticipate, and deal with the problems she
might come across pertaining the disease. She appeared to have changed her
perception of internalised stigma and discrimination that was facilitated by
positive cognitive reframing, and therefore therapy was terminated.

Overall discussion of participant 7

Overall, it can be noted that graded task assignments did not work well as it was
difficult to give this assignment. This is because she did not understand the
technique and reacted by becoming silent and just saying: “yes”. Problem-solving
skills did not either prove to be that effective maybe because she had many
things to deal with other than her diagnosis. The advantages and disadvantages
technique was also not effective as she possibly needed time to think of this skill
and find it to be useable.

Strategies that proved to be effective were homework assignments that facilitated
change in between sessions in a positive way. Positive cognitive reframing
worked well to change her negative thinking about the disease, and this also
contributed to a positive behaviour change that started the change process.
Socratic questioning and reality testing were also effective to change her thinking
as she initially used to blame herself for living with the disease and she realised
that she did nothing wrong to contract the disease and had to live her normal life.

The technique of identifying, challenging and changing negative automatic
thoughts and assumptions also proved to be effective as she could monitor such
thoughts and knew what to do when faced with them. Coping strategies were
effective in assisting her to cope and live a normal life. Assertiveness training and
social skills training that was taught through role-play proved to be effective as
she could assert herself in her interaction with others and talk to them about her
status. Decatastrophising techniques assisted her in re-evaluating, modifying and
changing her fears about what would happen if she disclosed her status to
others, as she disclosed to her cousin, which showed that she gained more
insight into handling her situation.

It can be noticed that the intervention was a success in this case because
therapy enabled the client to deal with her negative automatic thoughts such as
guilt, fear of death, anger directed at herself, suicidal feelings, depression and
feeling rejected by family members. The victory of the participant in terms of
being enabled to deal with stigma was the manner in which she changed her
perception of HIV and regarded herself to be similar to others — hence she
started talking about the disease and faced the challenge of a family not
accepting her. This had a positive impact on her behaviour, which was also
confirmed by the quantitative instruments post-therapy. The participant scored
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less on depression (40 before which is severe depression to 8 afterwards which
is considered in the normal range), less on internalised stigma (36 before; 20
after), less on enacted stigma (7 before; 4 after), higher on self-esteem (14
before; 2 after) and had more positive ways of coping (26 before; 41 after).

Participant 8
Session 1
1. Context

The participant is a 24-year-old woman who was seen at Witbank Hospital with
an aim of assisting her to deal with stigma and discrimination related to
HIV/AIDS. She was referred by the nurses and was requested to participate in
this research, to which she agreed. She indicated that she lived with her fiancé
and her child. Her mother was reported to be living in KwaZulu-Natal with her
siblings, while her father had passed away. She mentioned that her partner and
the family members knew about her HIV status. Most of her stress originated
from her partner who did not want to be tested for HIV and refused to use a
condom when they engaged in sexual activity. She further indicated that her
partner threatened to kill her or part ways with her if she were to continue
insisting on using a condom. She mentioned that she received most of her
support from her mother.

The client indicated that she became scared upon learning about her diagnosis
and had chronic worries about death, as she said: “... when | was told that | have
contracted the virus, | was scared and feared death. | was hurt and thought that |
was going to die soon ...” Her diagnosis had an impact on her life and her body
image and she stated: “... | drastically lost weight but | am better now as | am
gaining weight”.

The woman seemed to be denying reality about living with the disease. She also
seemed to be affected by the stigma and discrimination surrounding HIV/AIDS,
because she said: “... that hurts me a lot ... it hurts me so much. People think I
have contracted this virus because | am immoral. It is as if | just have sex with
any other person or sleep around. It does not mean that | have contracted this
virus because | was sleeping around”. She further reported to be experiencing
stigma since she was called bad names by people because of this disease and
that made her angry.

She stated that she had lost confidence as people were rude to her, especially in
church, because she was living with the virus. As a result, she mentioned that
she no longer sang in the choir at church because the church perceived HIV-
positive people as those who were sleeping around. She said: “... my self-
esteem has really been affected and | do not want to lie about this ... the reason
for it is that some people are rude to you, saying that you are nothing because
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you live with the disease. That makes me afraid and fearful and | lose lots of
confidence and no longer trust myself. | used to sing a lot in church but my
confidence is undermined as people say bad things about people like us. They
used to know that | will sing in all the choirs, but since | have contracted this virus
| have lots of fears and | no longer have confidence in myself”. It was evident in
this case that the client was experiencing internalised stigma.

2. Definition of the relationship with the counsellor/researcher

She presented herself in a one down position by putting herself in the position of
a follower and maintained that throughout the therapeutic relationship.

3. Distance (Punctuating from the participant’s point of view)
3.1 Acceptance of reflections

The interview started with a distance because she spoke about her situation in
an intellectual way. That changed as therapy progressed to an appropriate
distance because she was accepting the researcher’s reflections of her feelings.

3.2 How did she express herself?

She initially spoke about her HIV diagnosis in an intellectual way and expressed
very little of her emotions. That changed as therapy progressed. She indicated to
be harassed and treated badly by her partner. She also kept on blaming mainly
him for contracting the virus, though blaming herself too.

3.3 Manoeuvres and behavioural patterns

A pattern of fluctuating distance was observed throughout the relationship. She
manoeuvred for distance when she spoke about her situation in an intellectual
way and manoeuvred for closeness when she accepted feelings that were
reflected and gave details of how she was being discriminated against.

4. The client’s support system

Her support system consisted of her mother, siblings, fiancé and her child. It was
evident that the relationship between herself and the partner was symmetrical
and characterised by ongoing conflicts, as he was treating her badly and forced
her not to use a condom when engaging in sexual activity. While her partner was
reported to be treating her badly, she stated that she received moral support from
her mother.
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5. Hypothesis

Because of the stigma and discrimination she was experiencing, she felt rejected
by her partner and therefore depressed, hopeless and helpless. This could be
because she realised that she was not adhering to the treatment regimen by not
using a condom and yet her partner refused to use it or to undergo testing. Her
interactional style was that of a person who is doubtful and thinking of herself as
defeated and helpless, hence not certain of what to do about the stigma she
comes across. This was also exacerbated by the fact that she thought no one
understood what she was going through, especially the elderly people at home.
Her interactional style had the effect of distancing her from others; it also caused
her to feel hesitant and uncertain of how to handle the discrimination she was
faced with.

6. Symptoms

Due to the stigma and discrimination, as well as the bad treatment she received
from her partner and the church members, she tended to become depressed,
doubtful and uncertain of how to deal with her diagnosis.

7. Goals of therapy

The goal of psychotherapy was to equip her to deal with cognitive distortions,
which caused her to experience stigma. She intensely experienced stigma and
needed to learn how to deal with it in order to cope effectively in her environment.

8. Type(s) of intervention used and the reaction of the client

The woman’s self-confidence seemed to have been affected as she previously
indicated. This was as a result of people’s negative comments when living with
the virus. Her negative automatic thoughts and low self-esteem following her
diagnosis were challenged in this session. For example, the woman was shown
that people’s remarks should not weaken her confidence as it was not lowered
before her diagnosis with this disease. She responded by nodding her head,
which implied that she was agreeing with this suggestions. She seemed to battle
with this technique because it was unfamiliar to her and she possibly needed
time to think about these suggestions. Given her lower level of self-esteem, she
was assigned to reflect on the things that would improve her confidence.

Comments: Not much change could be attributed to the identifying, challenging
and changing of negative automatic thoughts and assumptions, given the fact
that this was the first therapeutic encounter with her and everything was new to
her. More time would have been devoted to this technique until she grasped it.
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Session 2

Her feelings of powerlessness, which included loss of self-worth, were discussed
in this session, as well as her previously assigned task and she reported that she
needs to surround herself with people she can benefit from, so as to get proper
advice and also to boast her self-confidence. She added that she does not hide
her HIV status, especially with males, as they often like to propose. Her partner
was reported not to be understanding that she emphasises using a condom. The
researcher educated her by pointing out that adhering to condom use will help to
prevent the spread of the infection and to prolong her life. She stated: “I must
admit, though, that | often think that it is best to get a man who is in the same
situation (HIV positive) as you, as he will abide by all the given rules because
others may not understand. They like you if you are a bit soft and they need to
control you not to use a condom at all, hence | say it is not easy. You should not
listen to him saying that he loves you, as he wants you not to use a condom”.

Assertiveness and social skills training were taught through role-play in order to
equip her to deal with the partner who refused to adhere to treatment rules. She
was encouraged to use the condom at all times irrespective of how convincing he
was and not compromise the way she were taught, as she needs to assert
herself given her HIV status. She was taught to say “no” when it is applicable and
stand for her rights by prioritising herself first. Her answer was: “yes, because if
you listen to all he has to say to you, you could feel pity for him (the partner).
Hence, you will end up fulfilling that person’s wishes and needs but not your
own”.

A few coping strategies were taught such as having no control over people’'s
remarks but having control over how she deals with such talk, especially being
discriminated against by other church people, which lowered her self-confidence.
She was shown that she does not have control over people’s remarks. However,
she has control over how she manages such talk. The researcher further
presented some coping strategies: “now that you live with the virus, you should
still see yourself as achieving your goals and future plans”. She appeared to be
agreeing with this line of thought.

Socratic questioning and reality testing was taught to help her deal with people’s
remarks (singing in the choirs at church and she lives with this disease) which
lowered her confidence. For instance: “now that you are diagnosed, how come
that your confidence is lowered, as you were still singing in church whilst living
with the virus but you did not know by then?” She agreed by nodding her head. A
positive cognitive reframing was taught to enable her to have alternative ways of
interpreting her diagnosis. She was encouraged to have a way forward as she
never had a choice about contracting the virus but rather to focus on alternative
ways of appraising her situation. She reacted: “yes, it is important that | should
never look backward but look forward to what can help me. It will indeed be
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better if | focus on what will help me”. Her homework for the next session was to
monitor all her negative thoughts by writing them down.

Comments: She showed progress in the area of gaining self-confidence as a
result of the homework that she was given for the previous session and that
proved to be effective, as it started the change process because she stated that
one should also not hide her status especially with males who like to propose.
Assertiveness and social skills training that was taught through role-play worked
well to give her hope in dealing with her abusive partner. A positive cognitive
reframing appeared to be effective in assisting her to examine options that were
presented to her, as she commented that she will focus on what will help her.
She still found it difficult to learn the technique of Socratic questioning and reality
testing, as she responded by nodding her head. As such this technique seemed
to be not effective. Coping strategies taught also proved not to be effective as
she responded by saying: “yes”.

Session 3

This session focused on how she experienced the reaction of others, given the
stigma she was encountering especially from church members, and given the
fact that she was treated badly by her partner. Her assigned task was explored in
this third session and she reported that her partner was forcing her to engage in
sexual activity without using a condom. She added that she did not allow him to
rule her and was warning him that he was harassing her and that she will open a
case against him for such behaviour. Her partner was reported to have not been
tested since he did not want to. He was not even thinking of knowing about his
status because he told himself that he does not have such a disease as he was
physically well.

Assertiveness and social skills training were presented in order to equip the client
to deal with her partner's bad attitude. For example: “remember to consider
yourself first, because if you do not do that, you may destroy your precious life. It
is okay to stick to the way you feel about things and assert yourself in your
environment by not being scared that you might lose him”. She was educated
through positive cognitive reframing on how to perceive and deal with people’s
negative remarks: “it is important to have a look at your situation in a more
positive way, as you are given a chance to live longer and it is up to you to
decide how you utilise such a chance. Even if people at your church discriminate
against you, still regard yourself in a positive way”. Her response was: “what |
want to add is that if you know what you want in life, you may not be easily
disturbed. If someone wants to deceive you, you will easily notice that, since you
will be focused in whatever you are doing”. Her assigned task was to consider
her future plans for the next five to ten years.

Comments: She appeared to be doing well and to be developing assertiveness
training as therapy progressed, especially in handling her partner who refused to
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use a condom. Her homework assignment proved to be effective as she could
identify that her negative thoughts were mainly emanating from her partner’s lack
of understanding to use a condom. Positive cognitive reframing also proved to be
effective in changing her thinking to become positive, as she seemed to have
purpose in life and believed in what she wanted to achieve.

Session 4

Her uncertainties about the future were explored, given the stigma and
discrimination she was experiencing. Her homework assignment, namely to
consider her future plans for the next five to ten years, was explored as she
indicated: “l need to take care of myself and succeed, as | do not want to fail. |
need to get employment and wish to go on with what | have planned to do such
as helping other people not to land in the same situation as I". Despite the bad
treatment she was receiving from her partner, the researcher noticed that she
was still hopeful about life.

When asked if there were other issues of concern she wanted to talk about, she
mentioned that her partner was still abusive to her and she went to the police
station to report him as he was against using condoms. Her partner even
threatened to kill her if she did not adhere to his instructions and that was hurting
her the most. Assertiveness training was further taught to assist her to manage
her partner. She was once more shown that her life comes first and was required
to decide what she needed to achieve in that relationship, because she often
complained of being abused emotionally. The client was made aware that
continuous abuse might drastically affect her psychological well-being. She
replied: “yes, | even tell them at the police station that | live with the disease and |
do not hide anything from them. | am not ashamed of talking about it. They even
wrote him a letter requesting him to come to the police station”.

The researcher further trained her to consider different ways of thinking about her
current situation through positive cognitive reframing: “you need to have a way of
handling this. Think of how it will help you to continue with this relationship;
maybe this could be a turning point in your life as it may reduce your stress level.
He can also be referred for professional help if he will agree to that’. She
commented further: “what | think is that | should consider parting ways with him
so that | have peace in me, instead of being emotionally abused”. Her homework
for the next session was to consider what was to be done with regard to her
abusive partner, seeing that he was causing her stress.

Comments: She appeared to be progressing well as a result of the homework
assignments, which facilitated her positive thinking, because she seemed to be
determined to achieve her plans about taking care of herself and helping others
deal with stigma, despite her ongoing abusive relationship. Positive cognitive
reframing skill that was taught about her abusive partner worked well, as she
mentioned: “... if you part ways with a person, it does not mean that it is the end
of the world”. Assertiveness training proved to be effective too as she seemed to
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be determined to adhere to condom use. The reason why these strategies were
effective is that she could understand them well as they were presented and a
few of them were suggested at a time.

Session 5

The participant’'s feelings of guilt, which included anger that was directed
inwardly, and the partner’s abuse were addressed in this session. Her homework
assignment, namely to consider what was to be done with regard to her abusive
partner was discussed and she stated that it was not easy for her to part ways
with him on her own as she came from far with him and thus she had to inform
her parents. In addition, she mentioned that to be safe and secure, she applied
for a protection order. She further said that she was looking for her own
accommodation since she was being treated badly by him. She then indicated
that she will therefore take a decision when she was with her parents at home.

Decatastrophising was taught to help her anticipate her parent's comments: “be
careful of the fact that your parents would possibly like this relationship to go on
and not come to an end. You still have to make a definite decision. Even if you
try to explain your situation to them, they will possibly tell you that all
relationships are like that”.

Coping strategies were taught that the important thing in dealing with her abusive
relationship was that she speaks to her parents as she earlier on pointed out.
She was shown that they might understand what she was going through and tell
her that she was the person to decide on things such as those - which might help
her live a better life afterwards. She replied: “yes, | am just going to inform them
of my decision because | have concluded that when | come back | will not reside
with him and will stay on my own. They are of course not going to tell me that |
should part ways with him, and | should be the one who decides what to do, as |
am the one who is experiencing the pain. | want to live freely without any form of
pain hurting me”.

Her homework for the next time was to think some more about what is to be done
with regard to the ongoing abuse from the partner, as it seemed to be the main
thing that was bothering her at this stage. In addition, she was tasked to think of
how she would inform the elderly people at home as they would perhaps not
understand the decision she had taken.

Comments: She appeared to have gained from her homework task and the
coping strategies that seemed to have worked well, as she had taken a particular
decision regarding the abuse — as she wanted to live freely without any form of
pain. Decatastrophising proved not to be effective in helping her to anticipate the
worst in explaining her situation to parents maybe because she was not familiar
to this skill and she needed time to understand it. Hence being tasked with this
skill to go and practise more of it.
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Session 6

Behavioural implications were explored in this session, as well as the task
assigned at the end of the previous session. She stated that when talking to her
family she will remind them of the first and recent protection order that she
obtained against him because she was traumatised by him. The woman further
indicated that his brother would also be a witness as he tried to talk to him, but it
has been in vain. She said if they will ask about what will happen with the child
since parting ways with him. She would tell them that if he was thinking and
caring for the child, he would not have harassed her and he would support the
child because he is working. When the family talk about dowry that was paid and
think that maybe she had extra affairs (which she does not have) - she would tell
them that her life was more important than dowry that was paid.

Some problem-solving skills were taught to further empower her to deal with her
family in case they doubted her parting with her partner. She was informed that
she could even ask them to call the police station for further clarity. Her answer
was: “yes, because that makes me feel bad and feel regretful for having met
him”. She was further enabled to deal with her current situation by applying
coping strategies when the researcher said: “be careful that your abuse does not
result in you pitying and isolating yourself, and in you ending up neglecting
yourself. You need to deal with such behaviours as early as they are occurring to
you. Know what to do while you still have time and can deal with it”.

When asked about other issues she wanted to raise, she stated that she was
thinking that he is just treating her badly because he knows that she will not
leave him because she was unemployed and he might think that she relies on
him with regard to money. She believed that God will see her through and she
did not want someone else to think on her behalf and control her future. She was
educated on positive cognitive reframing to help her think of the future in a
positive way: “you are responsible for your future plans, not someone else. You
can make your future to be as bright as you think it will be. It could be the way
you want it to be, but not how your fiancé wants it to be ... and not how your
parents want it to be, even if they are being supportive to you”. She was asked to
reflect on how it would help her to pity, isolate and neglect herself, given her
current diagnosis. The aim of the assigned task was to make her realise that
there were better ways of dealing with stigma and to assist her not to pity herself
given her partner’s ill treatment.

Comments: She seemed to be at ease with regard to implementing the coping
strategies and problem-solving skills, and they proved to be effective, as she
mentioned to have planned to live the type of life she wanted to live all along. Her
homework assignment proved to be effective in assisting her to devise a plan to
stop the ongoing abuse. Her faith in God was also important in giving her hope
and brought change in her as she was in the process of ending the abuse.
Positive cognitive reframing proved not to be that effective as she only
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responded by saying: “yes”. More time could have been dedicated to this
technique in order to effect change. Even though she only said: “yes”, she was
already thinking of what was suggested because she was taking control by
planning to leave her partner.

Session 7

Her assigned task, namely to reflect on how it would help to pity, isolate and
neglect herself, given her current diagnosis, was explored and she stated: “...that
is not going to help me at all because | have to take care of myself. My quality of
life would go down if | do not do that and | would further think of lots of things |
should have done. | do not have to think of bad things, but rather of positive
things that will happen to me and take me forward. | am going home today to
explain to them about my current situation. | do not want to go backwards but |
want to live happily”. It was observed in this instance that the client was
determined to end the abuse in order to live happily.

Coping strategies were a focus of this session as the researcher said that feeling
pity for herself was not going to help her, rather what would help was the fact that
she wanted to live because she noticed that she cannot change her status but
can change the way she dealt or coped with it. Other coping strategies focused
on using the time she was left with effectively to accomplish her goals. It was
also important to remind her that setbacks are normal when living with this
disease. Her response was that she needs to acknowledge the fact that she is
experiencing stress and that leaving her partner will help her to cope and that
she should look ahead to the things that should help to go forward.

A decatastrophising technique was taught to prepare her for the worst that could
happen when she would speak to her family about parting with her partner. The
researcher assisted her to anticipate the worst when he mentioned that her
family may not understand that she refused to have sex with her partner and that
she only agreed to it when using a condom. The family would remind her that she
is married customarily and needs to respect him and obey his instructions.
Decatastrophising was used in this session to prepare her for the difficult task of
dealing with future difficulties she might come across.

Comments: As a result of the coping strategies that worked well, she appeared to
be managing and seemed empowered to handle the ongoing abuse. For
example, she said that she had come to realise that she would need to do
something about being treated badly by her fiancé, because she wanted to live
happily. Based on her comments, it can be noticed that a positive impact of
therapy was seen in this session. She was able to understand and accept the
principles taught in her homework assignment and this worked well to facilitate
change in respect of her feelings of self-pity — as she noticed that it would not
help to pity herself instead of living her normal life. Decatastrophising proved not
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to be effective as she reacted by only saying: “yes”. More time could perhaps
have been given to this technique to ensure that it would work well.

Session 8

In this session the imagined future difficulties she might come across and how to
deal with them were explored. She stated that she explained to the family about
her being treated badly by him. She took all her possessions away from where
she used to stay so that she would not have to come back. They needed
someone else to give evidence of what she was saying because they did not
believe her much and she told them of his brother, her brother and the people at
the police station. When they further asked about the dowry she told them that he
knew very well that what he was doing would make them separate. She added
that the dowry seemed to be important to them, but it was not as significant as
her life because it cannot buy it and cannot even help her to persevere. They
then realised and took cognisance of what she was saying all along.

She further said that they asked if she would not date men in future and she
stated that it was important to live a healthy life and adhere to all the given
instructions. They were further interested in knowing where was she going to
stay since she was not working and she told them that God has given her hands
to work for herself since she had attended sewing lessons and has acquired the
necessary skills. They had heard her complaints and then admitted that he was
wrong. Her mother was reported to have even said that because of all the
sickness that she had gone through, he should have been kind and should have
shown mercy towards her. She then realised that she had driven her point home,
because her mother could understand her.

Assertiveness training was taught to further assist her in asserting herself in her
interaction with others. For example: “of importance is what you do to end the
pattern of abuse. Your family could continue to say you need to persevere, but it
is important to note that you are the one who is experiencing bad treatment.
Continue to be assertive by saying no to abuse. For the sake of your better
future, you need to adhere to what you were taught and say no to sex without
using a condom. By being assertive, you will assist yourself to accomplish what
you want in order to live longer”. She appeared to be agreeing with this line of
thought.

Coping strategies were repeated in this last session to teach her to handle social
problems more effectively. For example: “you have the support of your family and
that will help you to go on, despite the difficulties you have. Establishing a more
adaptive and functional way of responding to internalised stigma and
discrimination would benefit you”. She stated that she was not rude to her family,
but she needed them to understand what she was going through. She indicated
that she was encouraging family and relatives to undergo testing, and was trying
to show them that one can still live with this disease.
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Comments: She showed good insight into the coping strategies that worked well,
because she wanted her family to see her as a role model and to show them that
she would not allow her partner to abuse her. Assertiveness training proved to be
effective because she could assert herself in her environment. The homework
assignment that was given in the form of a decatastrophising technique proved to
be working well, because it assisted her to anticipate the worst with regard to
talking to family. It was at this stage of therapy that the researcher realised that
the participant had fully grasped dealing with stigma hence the therapeutic
relationship could be terminated.

Overall discussion of participant 8

To summarise, it seemed as if the techniques of Socratic questioning and reality
testing, identifying, challenging and changing negative automatic thoughts and
assumptions did not have an immediate effect on the client as she only reacted
by nodding her head. However, this was at the start of therapy and may have
contributed to her thinking differently in later sessions. If these techniques were
repeated later in therapy, she could possibly have grasped these skills more
effectively.

However, the technique of positive cognitive reframing proved to be effective in
changing her thinking to become positive, as she regarded herself to be similar to
others, and when she started to think that way about her diagnosis everything
changed since she was now talking to her family about the disease. Her
homework assignments proved to be effective and facilitated the change
process. Teaching coping strategies worked well because these skills enabled
her to live a happy life she wanted to live all along and to help others to cope with
HIV. Problem-solving skills worked well too to help resolve her ongoing abusive
relationship, as she mentioned that parting ways with him does not mean that it is
the end of the world. Decatastrophising technique also proved to be effective as
it helped to prepare her for the worst before going to speak to the family about
her abusive relationship. Assertiveness and social skills training that was at times
presented through role-play proved to be effective, as it gave her the insight to
handle her partner who refused to use a condom and she was able to assert
herself when talking to her family.

The researcher felt that this was an interesting case as much change was
observed on psychometric evaluation post-therapy, which strengthened the
gualitative information. The findings indicate that the woman experienced less
scores on depression (19 before which is borderline clinical depression to 9
afterwards which is considered in the normal range), less internalised stigma (32
before; 27 after), and her self-esteem scores (4 before; 0 after) improved
significantly after having participated in eight therapy sessions.
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Participant 9
Session 1
1. Context

The participant was a 35-year-old woman who was HIV positive and was seen at
the Wellness Clinic for assisting her to deal with stigma and discrimination. She
was referred by the nursing personnel and showed willingness to take part in the
study. She reported that she came from a family of six children and lived with her
parents, two sisters and their children, who all knew about her HIV-positive
status. She stated that she had no children. No other people were indicated to
know about her status except her family. Her partner was reported to have left
her when he discovered that she was HIV positive. She said: “I used to have a
partner but since he discovered that | am sick (referring to HIV) he distanced
himself”.

She could neither eat nor sleep when she was told to be HIV positive and had
lots of anger directed towards herself and God. She blamed God for contracting
the virus. She had regrets about living with the disease, as she said: “at times |
think that | wish God could not have given me this disease ...” Her HIV diagnosis
changed her lifestyle with regard to intimacy because she pointed out: “... | no
longer have intimate relationships ...” She stated that she had chronic worries
about dying soon because of living with this disease. She furthermore
experienced suicidal ideations following her diagnosis. She mentioned: “that
happens a lot ... | then think that it is best if God can take me as | see no reason
for living ...”

The client’s self-esteem was low and she indicated to have drastically lost weight
at the time she was diagnosed with this disease. Her sister was reported to be
discriminating against her by making bad remarks about her HIV status. They
usually argued a lot. The rest of the family members were described as being
supportive. She stated that she coped by disregarding people’s negative
comments and denying reality about living with the disease. For example: “even
if people talk, I do not consider that much as that will make you to feel sick. Tell
yourself that that is not a problem and it will pass by”. She further stated that she
coped through distancing and distraction, which included playing games on her
cell phone, watching TV and DVDs whenever she thought of this disease.

2. Definition of the relationship with the counsellor/researcher
The participant entered the relationship in a one down position and maintained

that throughout the therapeutic relationship. She maintained eye contact during
therapy and her tone of voice was soft and low.
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3. Distance (Punctuating from the participant’s point of view)
3.1 Acceptance of reflections

The woman maintained an appropriate distance throughout the therapeutic
relationship and she did that by accepting reflections of feelings.

3.2 How did she express herself?

She spoke about her diagnosis in a transparent and congruent manner, and
presented herself in a depressed and helpless way. She did that by giving details
about her diagnosis and blamed herself and God for contracting the virus.

3.3 Manoeuvres and behavioural patterns

A pattern of closeness was maintained throughout the therapeutic relationship.
That was observed when she accepted empathic reflections of feelings and
manoeuvred for support and understanding when she spoke about her HIV
status in a helpless and defeated way. Her behaviour could be interpreted as
learned helplessness.

4. The client’s support system

Her primary family system was made up of her parents and five siblings who
were stated to give her moral support, except one sister, who made bad remarks
about her living with the virus.

5. Hypothesis

It could be hypothesised that she was experiencing internalised stigma and
discrimination due to her sister and other people talking negatively about people
living with HIV/AIDS. She was suicidal, depressed and angry, and blaming
herself and God for contracting the virus. She tended to perceive herself
negatively and generalised all negative feelings to be related to HIV. Her
interactional style had the effect of distancing her from others and thus led to her
experiencing suicidal thoughts and a low self-esteem.

6. Symptoms

Her suicidal ideations, low self-esteem, fear of death, anger and depression
mainly resulted from stigma and discrimination that was internalised. That was
caused by others and her sister who said bad things about HIV-positive people.
Her symptoms could also originate from the fact that HIV/AIDS was viewed in
relation to issues of death, moral judgement, religious punishment and a failure
to follow cultural traditions as identified in other African communities (Aggleton &
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Chase, 2001; Bond et al., 2002; ICRW, 2002c; Kopelman, 2002; Niehaus, 2006).
Her ongoing quarrels with her sister also possibly contributed to these symptoms.

7. Goals of therapy

The aim of psychotherapy (CBT) was to empower her to deal with cognitive
errors and to assist her to optimally function and change her perceptions of
internalised stigma and discrimination.

8. Type(s) of intervention used and the reaction of the client

She appeared to be worried about dying soon as she stated in this session: “... it
is at times difficult for me when | think about this disease. | would ignore such
thoughts, as if they do not exist, as they stress me a lot. | often would think that
one could any way die at any time because of this disease”. Her negative
automatic thoughts about dying at any time were dealt with through Socratic
guestioning and reality testing with an aim of changing her thinking and
challenging the validity of the cognitions. For example: “were you constantly
thinking about death before you were diagnosed with this disease?” to which she
replied: “no”. The researcher further challenged her negative thinking when he
said: “how come that you should be thinking about death every now and then,
now that you live with this disease?” Her answer was: “I hear you there”. The
participant possibly found this technique to be new and unfamiliar to incorporate
in her life. Given her tendency to consider suicide following her diagnosis, she
was tasked to find a reason for living.

Comment: Not much could be said about the impact of the Socratic questioning
and reality testing technique to question automatic thoughts as this was the initial
session and the participant was not yet common with CBT.

Session 2

The focus of this session was on the participant’s feelings of powerlessness,
which included loss of confidence. Her previously assigned task was explored
and she indicated that she should teach others about this disease, now that she
was HIV positive. She stated that she should use a condom all the time and have
one partner that she needs to disclose her status to. She furthermore mentioned
that she needs to eat a balanced diet to boost her immune system and avoid
alcohol, smoking and drugs. Since she started using the anti-retroviral treatment,
she wanted to continue using them for the rest of her life so as to live a normal
life with this disease. It could be noticed that when she started to think differently
about HIV, everything changed.

The researcher further explored her homework assignment and she pointed out

that she needs to make her dreams come true, as she has graduated. She needs
to see herself getting work and have a house and being free emotionally, living
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her own life and going forward. Positive cognitive reframing that was presented
focused on discrimination as she pointed out that other people discriminate
against her. She was made aware that she does not have control over such
people’s remarks, but she has control over how she perceives such talk. It was
also explained to her that people’s talk should also not lower her confidence.

She was further educated to perceive her current diagnosis in a more positive
way when the researcher stated that as a person living with the virus she has to
see herself and the virus in a positive way. She replied: “as you said it ... | will
start to disregard and ignore whatever people say, as | told myself that | know my
status and whoever talks about me probably does not know about his/her own
status. That is why | want to focus on my future and not tell myself that | will not
be able to accomplish this and that because | have the disease. | should regard
myself as living a normal life”.

A few of the coping strategies were taught to assist her to realise the things she
can change and those she cannot change about her diagnosis: “as you are on
treatment, you will realise that some days you could be fine and other days not.
This should not influence your confidence and self-worth, but you should be in
charge of your situation. She seemed to be agreeing with these suggestions.

Decatastrophising was taught to help modify the worst thing she thought could
happen about people’s bad remarks. For example: “you need to be prepared for
the worst by expecting people to make bad comments since you are living with
the virus. As such these remarks should not be seen as easily affecting you
when people make them to you”. She responded by nodding her head. She was
assigned the task to consider what would lift her level of confidence when faced
with people’s negative comments because she was living with this virus.

Comments: Some coping strategies that were taught appeared to be effective
towards the end of therapy and this was noted when she stated: “my self-
confidence has started to increase since | started to see you last week”. Her
assigned task proved to be effective as she had reasons for living and it also
facilitated change as she wanted to achieve her goals by helping others with this
disease. Positive cognitive reframing proved to be effective in assisting her to
think in a positive way about her future. Decatastrophising technique proved not
to be effective yet as she was observed to be struggling to grasp it and only
responded by nodding her head. The reason why this technique did not work well
could be that more time could have been devoted to it in order to make an impact
in her life.

Session 3
The participant’s guilt feelings, which included anger directed inwardly in the form

of suicidal ideations, regrets and negative self-evaluation, were explored in this
session. Her previously assigned task was explored and she remarked that she

184



o u

F

IVERSITEIT VAN PRETORIA
SITY OF PRETORIA
SITHI YA PRETORIA

needs to think positively about herself, which is hard to do and set certain goals
for herself. She needs to know better about her personal strengths and
weaknesses in order to help other people who are struggling. Her other goals
were to finish her Human Resource Diploma. The stumbling block she mentioned
to be experiencing was that she received regret letters when applying for work
and she thought that it could be because of her HIV status.

Positive cognitive reframing was taught to help her think of other ways of viewing
her failures with regard to not getting employment. For example: “it is important
to know that you need to view your status in a different way and not think that
you are not employable because you live with this disease. So continue to send
applications to as many companies as possible, as you may never know where
you will be accepted despite your status”. Her response was: “I will not give up
on my dreams and faith. It means that | must try at all times to be more positive
in life. | should not give up dreaming about my goals”. She added that there are
other people who have finished school long before her and are still looking for
work. She further said that she should tell herself that she should utilise that part-
time job that she received to gain experience, with an aim of getting proper work
next time.

Some coping strategies were taught to assist her to deal with her stigmatising
thoughts about HIV and she did not engage with the suggested ideas, therefore,
the researcher did not know if she understood. Her assigned task was to identify
negative automatic thoughts she was experiencing and how to handle them.

Comments: Her homework assignment proved to be effective in helping her to
think in a positive way and to set goals for herself. Positive cognitive reframing
proved to be effective in assisting her to realise that her applications for
employment were not being rejected because of her status, and she appeared to
be determined not to give up on her dreams. At this stage of therapy the
participant was noted to be changing the way she perceived her diagnosis and
that started the change process. However the coping strategies that were taught
proved not to be effective as she only responded by nodding her head.

Session 4

As a result of the stigma and discrimination she was encountering, behavioural
implications such as self-pity were explored. The task assigned for this session
was discussed and she reported: “I feel guilty and | blame myself. | think why do |
have to be the only one who lives with the virus in the whole family? | also wish
to know when, where, from whom and how did | contract the virus. What did | do
also to contract this?” It could be noticed that the participant was able to observe
and record negative automatic thoughts.

Her cognitive distortions about her being the only one in her immediate family
and relatives living with the virus were discussed when she was made aware that
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it is important how she deals with her HIV, as she was probably not the only one
in the family who had this disease. Others may have been tested and have not
disclosed their status yet. It was mentioned that it was not her fault that she
contracted the virus and she should not blame herself for it. Blaming herself was
not going to help to get rid of the disease, because she had it and cannot change
her status (identifying, challenging and changing negative automatic thoughts
and assumptions).

She was further taught positive cognitive reframing to assist her to look for
alternative ways of appraising her diagnosis and to view it in a positive way. For
example: “you are not the only one suffering from this disease, as you can see
here at the clinic. You possibly need to challenge your thinking and look on the
brighter side of things and continue to live as you did before being diagnosed”.
She replied by saying: “I agree with you there, as | am continuing to live my
normal life. | sometimes get scared if | have a common cold. | worry that maybe |
will fall asleep and that could be my last day, and that prevents me from sleeping
well. | tell myself that if it is not yet time to die, | will not die”. Challenging of
negative automatic thoughts about the fact that she might die at any time were
discussed. For instance: “you seem to be over-generalising when small issues
happen to you, because all of us at some stage become sick. You have this
disease and you will continue to suffer from other diseases. Any other person
suffers from these common colds and it does not necessarily mean that if you
have it, you will die, therefore go on living”.

She pointed out that she does not like to argue with people, as it does not please
her because she quarrelled with her sister who told her that she is 100% healthy
as she does not live with the disease. Decatastrophising was taught in order to
prepare her for the worst in dealing with people’s negative comments. For
instance: “you should expect the worst with regard to being discriminated against
by your family or any other person. Not all the people will show empathy and
understanding of your current situation, and therefore you should expect it".

Role-play, which involved assertiveness and social skills training, was
demonstrated to equip her to handle her sister’s discrimination against her:
“avoid a lot of arguments with her, as this will possibly result in stress. Talk to
your sister in a polite and assertive manner and say only one thing to her, as that
might help to reduce the arguments you often have. You can possibly tell her that
you understand what she is saying and that you never chose to contract this
disease. Say it over and over without being rude to her”. She responded: “I can
hear that; | also used to feel like crying in most cases and | often would cry.
However, | am better since | have started seeing you. | will often do other things
such as watching TV and DVDs and that also helps me a lot as | avoid these
negative thoughts coming to me”. In this case, it could be recognised that she
was using distancing and distraction methods to cope. Her homework for the
next session was to think about how it would help to isolate and pity herself due
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to her HIV diagnosis and people’s negative comments. This task was assigned to
help her realise that such behaviour would play no significant role in her life.

Comments: It was evident that the participant was able to gain from her
homework assignment about identifying the negative automatic thoughts she was
experiencing. The techniques of identifying, challenging and changing negative
automatic thoughts and assumptions proved to be effective. These skills worked
well in making her notice the source of her distress. Positive cognitive reframing
worked well in changing her perception of HIV as she stated that she was
continuing to live a normal life. She appeared to be hopeful with regard to
assertiveness training that was taught through role-play and that made a positive
impact in terms of handling others, in particular her sister. The distancing and
distraction methods that she used for coping appeared to be effective and
enabled her to get some distance from the constant flow of maladaptive thinking
as she would watch TV and DVDs. Decatastrophising proved not to be effective.
The reason for failure was that there were possibly too many strategies that were
presented at once, instead of a few that she could easily have grasped and more
of behavioural techniques could have been used.

Session 5

This session aimed at addressing the client’s experience of the reaction of others
as a result of stigma and discrimination. Her homework was explored and she
said: “I do not have to ignore myself and | have to do what | desire to do and do it
well, and not feel pity for myself. | have to continue with my studies and find
employment. | also want to drive my own car one day and | tell myself that these
things are possible”.

Positive reframing was taught to help her to focus on her goals: “you need to be
focused on what to do now that you live with the disease. See it as another
chance you have been given to live in order to accomplish your dreams ...” Her
response was that she wants to pursue the goals that she has set for herself to
achieve as a child, and needs to help others and see herself as a valuable
person in the community.

She reported that she needs to accept her status as people were proposing to
marry her at some stage and she was still finding a way of disclosing her status
to them. Decatastrophising was taught with the aim of preparing her for the worst
when dealing with stigma: “you must also be prepared that such a person to
whom you have disclosed may talk bad about you to others or discriminate
against you; you need to expect such a reaction”. She agreed by nodding her
head and the researcher did not know if she understood as she did not engage in
these ideas.

Assertiveness and social skills training, and anti-discriminatory laws were taught
to help her further manage her sister’s discriminatory actions: “you do not argue
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with her but you speak in a polite and assertive manner. If others might possibly
discriminate against you, remember that there are anti-discriminatory laws that
will protect you from such harms”. She indicated that she has followed my
suggestions and that if a person is talking to her she does not argue with such a
person. She added that if a person talks and she does not argue with him/her,
he/she appears to be foolish, because if you argue with him you end up fighting
each other. Given the stigma she was experiencing related to HIV/AIDS, she was
required to practise being assertive as her homework assignment.

Comments: Her homework assignment proved to be effective in enabling her to
think positively about herself and changing her self-pitying behaviour. Positive
cognitive reframing worked well in assisting her to perceive herself positively and
pursue the goals that she has set for herself. Assertiveness and social skills
training were effective in assisting her to change her thinking and behaviour as
she was starting to assert herself in her environment. For example: “I now have a
better way of handling that”. In this instance, she was referring to better ways of
dealing with her sister who used to argue with her a lot. Decatastrophising
technique was still not effective, as she was only agreeing by nodding her head —
possibly because she was not able to fit this skill into her perception.

Session 6

Her uncertainties about the future, issues of concern to her, as well as homework
assignments were addressed in this session. She had to be reminded of her
assigned task and she indicated: “I would say that if there are people making me
angry or being rude to me | would not be rude to them. If their voice goes up |
would try my level best to lower mine. | do not have many problems between me
and my sister since things have been sorted out now”. Assertiveness and social
skills training were taught to further help the participant to assert herself in her
environment especially when dealing with her sister.

She was taught positive cognitive reframing to further help her think positively
about her diagnosis. For example: “you know that you did not choose to contract
HIV and that approach will help you to deal with the stigma and discrimination
that you are faced with on a daily basis. All that is important is that you know that
you cannot change that, but you can change the way you view yourself’. She
showed to be agreeing with this suggestion.

She was also taught some coping strategies in order to be empowered to deal
with future challenges in a positive way when she was encouraged to continue
living her normal life, while taking proper precautions where it was necessary.
That could help her to have a brighter future since she will be avoiding lots of
stress and will have a way of managing stress when coming across it. Using the
social support to assist her in coping with her current situation was advised. She
was shown that her family will help her when she was not feeling well, both
physically and emotionally. She uttered: “... my family supports me more than |
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was expecting. | do not leave problems unresolved as that hurts me most
because | do not want to go to sleep being hurt. | have learnt to address things
on the spot to avoid grudges”. She was tasked to consider her future plans for
the next five to ten years.

Comments: Her homework assignment about practising assertiveness proved to
be effective, although she had to be reminded of it. She commented: “I am now
able to help others in a more polite way ... | also advise them so that if they are
able to take my advice, they are then in a situation where they undergo testing”.
Positive cognitive reframing assisted her to think in a positive way about her
diagnosis. It seemed that she was receiving support from significant others,
which proved to be effective in assisting her to cope. In addition, the use of social
support from her family that was suggested as a coping strategy worked well, as
she stated: “...I am no longer like before, as | am coping and have no problems.
My life goes on as | wish itto ...”

Session 7

Her assigned tasks were explored in this penultimate session and she indicated
that her plans were to take care of her health, think positively about life and
practise safe sex. She did not want to feel guilty any more or have arguments
with other people, since that made her to feel sad and cry a lot. She said that
setting goals for herself would help her believe in herself and to know more of her
strengths and weaknesses and to live a normal life like others. She was
determined not to neglect herself and perceive herself as different from others,
since she lived with the disease.

This session aimed at equipping the participant with coping strategies in order to
deal with day-to-day stigma she was faced with: “| agree with you because you
need to have the same positive attitude you used to have before being
diagnosed. You possibly used to live with no quilt feelings and had self-
confidence. Planning your life over the coming five to ten years will help you to
go on. Remember that it is normal to have setbacks on other occasions; as such
you need to have a way of dealing with such difficulties when you come across
them”.

She responded that she wanted to see her CD4 count increasing to at least 500
or 800 and avoid any form of stress that will affect her health. She wanted to join
AIDS campaigns such as the Treatment Action Campaign in order to acquire
knowledge and to further distribute pamphlets to people so that they can be more
knowledgeable about the disease. Her other goals were to encourage those
infected to continue taking their ARVs on a daily basis and to adhere to eating a
balanced diet, doing aerobics daily and avoiding fatty foods. She further said: “I
would like to carry my friend, which is my treatment, in my bag all the time — even
if 1 go on holiday. | would not argue with people and feel guilty or sad, as that
would enable me to enjoy my normal life”.
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Decatastrophising was taught with an aim of assisting her to visualise the worst
things that she might encounter when speaking to others about HIV/AIDS. For
example: “be prepared for people’s bad comments about stigma and
discrimination and be aware that you cannot change the way they talk but you
can change the way you deal with what they say about you. Have a way of
dealing with them so that you are not affected when they make bad remarks
about people living with this disease”. Decatastrophising was her assigned task
for the last week — she was asked to imagine the worst thing that she might
encounter and how to handle it.

Comments: She was coping as she seemed to be able to deal with the stigma
and discrimination she was encountering. The coping strategies proved to be
effective, as she indicated: “I want to educate as many people as possible to fight
the disease. | also want to help those already living with the disease by
encouraging them and giving them love”. It was seen in this instance that the
participant was coping well because she was intending to empower others to
deal with stigma. Decatastrophising proved to be effective in helping her face
others: “I was shown the right way of living with this disease in order to cope and
teach others who are in the same situation as I. | was further empowered not to
be ashamed of my status and learnt to expect anything that might come my way”.
Her homework assignment proved to be effective in enabling her to consider
herself in a positive way as she stated that her plan is to think positive about life.

Session 8

Her homework assignment to imagine the worst thing that she might encounter
and how to handle it was discussed and she pointed out: “... in instances where
people are rude to me and discriminate against me | will ignore such a person. If
that person confronts me, | will respond by saying that | never chose to live with
this disease. If the person persists to discriminate against me, | will open a case
against him/her since it is my right to do so”.

She was taught assertiveness skills such as educating her on how to talk to
people when she was disclosing her status to them in an attempt to combat the
spread of HIV/AIDS and help those already living with the disease. For example:
“you do not have to argue with people because you are prepared to go and
empower others about this disease. In that way, people will also know that you
live with the disease and that you are possibly the person they are talking about.
Have a way of responding to such remarks because you have volunteered to
help others by disclosing your status”.

Decatastrophising was further taught to help prepare her for people’s bad
comments as she would be continuing to talk to others about the disease. For
example, she was prepared for the worst so that if that happens, she should be
ready for it. If people were not rude to her that day, it should be fine. She was
shown that people will not stop talking when she disclosed more about her status
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and they will forever talk — so she had to make room in her thoughts or be
prepared for that, so that if others are offensive and discriminate against her, she
will have been ready by expecting such comments. She reacted: “what about
those who overreact when talking to you? They will say that you should not tell
me anything else and point at me, saying: ‘you are living with this disease and do
not think that we all live with it.” What should | do with such people?”

Coping strategies were taught with an aim of assisting her to further handle
people’s discriminatory actions. The researcher suggested: “you do not argue
with such people. They are possibly talking in that way because they have not
undergone testing and they do not know about their status. Talk to the people
who need help and not those who do not need it. People regard this disease in
different ways; some are willing to learn and others may not be willing to learn
about the disease”. She replied: “okay. There is a man that | told you about
previously and he mentioned that he now requires my help because it is difficult
for him, he phoned me yesterday to enquire about treatment for the disease”. It
was evident that the client was coping as she was imparting her knowledge
about HIV/AIDS to others.

Comments: She seemed to be coping and adjusting well, especially with regard
to the decatastrophising technique that was taught as her homework. This helped
her deal with people’s bad comments when living with HIV because she could
anticipate their talks, as she mentioned: “people are of course going to talk and
they may not be talking to me directly but they would talk about this disease”. It
could be seen that she was now at ease with this technique. Coping strategies
that were taught proved to be effective in empowering her to talk to others about
her status and it was also evident that she was perceived by others as a role
model, as they requested help from her. Not much could be said about the
assertiveness technique as she did not engage with the suggested statements.

Overall discussion of participant 9

In a nutshell: It was evident that the technique that proved not to be effective with
this participant was the Socratic questioning and reality testing, as she only
reacted by nodding her head. That may have been at the start of therapy since
she possibly understood many things. One reason why it was not effective was
probably that the technique was presented at the beginning of therapy when CBT
was still new to her. The other reason was that she also possibly needed time to
digest it. Given such a limited time, that could have prevented her from grasping
the skill.

However, the techniques that did prove to be effective were positive cognitive
reframing which helped her to perceive herself positively and that facilitated a
change process in assisting her to pursue her goals and playing a significant role
in the community. Identifying the negative automatic thoughts she was
experiencing worked well as she could observe and record such thoughts, which
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implies that the method of identifying, challenging and changing negative
automatic thoughts and assumptions was effective. As such that skill gave her
the insight to notice the source of her distress and was equipped to deal with
such thoughts when occurring.

Teaching coping strategies proved to be effective in encouraging positive coping
as she was teaching others about HIV and was seen by them as a role model.
Decatastrophising proved to be effective in helping her prepare for the worst in
dealing with stigma she was experiencing especially from her sister. Her
homework assignment proved to be effective in enabling her to think positively
about herself and to change her behaviour (such as self-pity), as she uttered: “I
have to do what | desire to do and do it well, and should not pity myself’. Role-
play which involved forms of assertiveness and social skills training, gave her the
necessary insight into handling her sister and others who were discriminating
against her. The distancing and distraction method that she used to cope,
namely to watch TV and DVDs, appeared to be effective as it enabled her to get
some distance from the constant flow of maladaptive thinking.

The intervention model could be seen as effective in this case because it enabled
the client to deal with suicidal ideations, low self-esteem, and fear of death, anger
and depression mainly resulting from stigma and discrimination that was
internalised. Therefore, the client had later on empowered others to cope with the
disease suggesting that she was doing well. The psychometric assessments that
were conducted post-therapy further confirmed the participant’s coping, as can
be seen that she experienced less scores on depression (15 before which is
considered mild mood disturbance to 1 afterwards which is regarded as normal
ups and downs), less internalised stigma (44 before; 19 after), and higher self-
esteem (8 before; 0 after) after having participated in eight therapy sessions.

Participant 10
Session 1
1. Context

The participant was a 36-year-old married woman who was HIV positive and had
one child. She was seen at the Wellness Clinic and agreed when requested to
participate in this research. She mentioned that she was the lastborn in her
family and had many family-related problems since siblings were fighting each
other. She pointed out that her husband was also HIV positive and that he
smoked dagga and consumed alcohol excessively. His substance abuse could
be attributed to him trying to escape everyday hardships. She stated that her
husband was not very co-operative when coming to taking his ARV treatment.
She indicated: “I am carrying a lot of problems. | am overwhelmed with their
problems”.
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She stated that she had only disclosed her status to her husband and mother.
Her mother was mentioned as a person who gave her moral support. She
seemed to have many regrets about the past. She felt she could have studied
before contracting the virus. She reported: “I feel that | should have listened and
gone to school. By now I could be working and happy but I did not listen. | feel
bad that | have misused my time. | should have been having a proper job
somewhere”.

She reported to have been emotionally affected since her diagnosis was made
known to her: “I was deeply hurt. | have been sick since then ... | also have lots
of stress that does not even come to an end”. She seemed to lack knowledge
about her condition as she indicated: “my understanding of HIV is that | should
never engage in sexual activity”. The disease has had an impact on her body
image because she stated to have drastically lost weight. She indicated that she
experienced severe stress about how to disclose to others and about how she
would be perceived by people as a person living with HIV. Hence, she had so far
disclosed her status only to her mother and husband. She stated that she coped
by praying in most cases and appeared to be denying reality.

2. Definition of the relationship with the counsellor/researcher

She entered the relationship in a one down position by putting herself in the
position of follower and the therapist as leader, and this was maintained
throughout the entire therapy process. She seemed to be finding it difficult to
hear properly as discussions often had to be repeated.

3. Distance (Punctuating from the participant’s point of view)

3.1 Acceptance of reflections

An appropriate distance was maintained by the client throughout the therapeutic
relationship and she did that by accepting reflections of feelings.

3.2 How did she express herself?

She spoke about her diagnosis in a transparent and congruent way by
volunteering to give details about her HIV condition. She presented herself in a
defeated and helpless manner. She blamed herself for living with the virus and
worried about how others would react when they come to know about her status.

3.3 Manoeuvres and behavioural patterns
A pattern of closeness was maintained throughout the relationship, which was
noticed when she accepted reflections of feelings. She manoeuvred for support

and understanding when she gave details about her disease and narrated them
in a helpless and defeated way.

193



L

F

IVERSITEIT VAN PRETORIA
SITY OF PRETORIA
SITHI YA PRETORIA

4. The client’'s support system

Her support system consisted of some of her siblings, mother, in-laws and her
child. She indicated that she received moral support from her mother, who
seemed to understand her. Her husband, in-laws and other siblings did not offer
her the necessary support. Her in-laws were said to be blaming her for the
husband’s ill health and they did not know that both husband and wife were HIV
positive.

5. Hypothesis

Given the bad treatment she was receiving from the in-laws, the husband’s lack
of cooperativeness regarding treatment and the fear of stigma she was
experiencing, she felt depressed, regretful and tended to blame herself following
her diagnosis. It could also be hypothesised that she associated HIV/AIDS with
witchcraft, spirits or supernatural forces (Aggleton & Chase, 2001), hence her
hesitation to disclose to the in-laws. She feared that they would think she was
bewitching him. Her interactional style tended to have the effect of distancing her
from others because she feared she might be discriminated against by people as
soon as they learnt about her diagnosis. Thus she tried to cope by not disclosing
her status. In this way she was probably depriving herself of the possible support
she could be receiving.

6. Symptoms

Given people’s negative perception about HIV/AIDS, her feelings of depression,
low self-esteem and regret are as a result of the internalised stigma.

7. Goals of therapy

The aim of CBT that was presented was to assist her to deal with the cognitive
distortions she was experiencing in order to help her function satisfactorily in her
environment.

8. Type(s) of intervention used and the reaction of the client

She presented with feelings of regret about her past as she pointed out that she
had misused her time and that she should have listened and gone to school.
Positive cognitive reframing was trained to help her consider alternative
interpretations of her diagnosis. For example: “...now that you live with this
disease, it would be better to focus on something constructive you can do instead
of regretting about the past and things you could have achieved”. She did not
engage with the suggested ideas, therefore it was difficult to know if she
understood or not. Her homework assignment was to reflect on what could be
done to make her situation better rather than to regret about the past and the fact
that she could have studied before contracting the virus.
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Reflections/Comments: Not much progress could be attributed to the positive
cognitive reframing that was taught. It was actually ineffective, because she only
responded by saying: “okay”. She was not yet common with this technique as it
was new and she could possibly not incorporate it into her lifestyle. The
technique could have also been given enough time for her to grasp it.

Session 2

The participant’s feelings of powerlessness, which included loss of confidence
and self-worth due to the in-laws blaming her for not taking proper care of her
husband and her internalising it, were dealt with in this session. Her previously
assigned homework assignment was discussed and she reported to slightly
remember it. Having been reminded, she could not dwell on it and rather focused
her attention on something different as she said that she does not know what
could be suggested to keep her busy. She needed to know what to read so as to
cope better with this disease.

Some coping strategies were taught in order to assist her to cope with her
disease. For example, she was encouraged to read magazines and articles
about this disease, as they would enlighten her about other people’s experiences
and how they live and cope in a positive way. That would also help to be aware
that there are many people who live with the virus. It was further suggested that
she listens to television when they talk about HIV/AIDS so as to gain better
knowledge. She stated that her husband does not listen to meaningful
programmes on TV, especially about HIV/AIDS; as such they quarrel over who
prefers which programme and she does not have another TV.

Positive cognitive reframing of her negative automatic thoughts was taught with
the aim of helping her to think of other ways of handling the situation she was
faced with. Therapist remarked that her husband might still be finding it difficult to
come to terms with this disease. Hence, he was avoiding anything that has to do
with it. He was mentioned to have misused all his money, thinking that he will die
soon. He also throws away his tablets in the bin or in the dam as he is required to
have a certain limited number when he comes to the clinic so that they are
convinced that he is drinking his treatment regularly.

Some problem-solving skills were taught in order to assist her to handle the
problems of her husband: “... he would require psychological help, as there might
be some relief in terms of stress in the house if he happens to come to terms with
his condition”. She answered: “maybe | can live a better life if he would accept
his condition, because he stresses me a lot. People even ask why he is a
disgrace and see him as a sick person and me as being better — as such; they
might think that | am not helping him at all”.
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Her negative thoughts about her not helping him were reframed when the
researcher endeavoured to help her think positively about it. For example, she
was encouraged to go on with her positive attitude in life and not see herself as
not taking proper care of him as others see it. The woman was shown that it was
indeed his choice to decide what type of life he wanted to live, as it is him who
possibly wanted to die soon. She was furthermore advised to change the way
she looked at it. Her reply was: “my husband is worse in terms of his
misbehaviour”. He was stated to be taking out a drip on his own if hospitalised
and also leaves a spoon carelessly after eating, and her worry was about her
child who would get infected from such a spoon. It was clear that she was greatly
worried about her husband’s inappropriate behaviour.

The woman was given insight by being educated about ways of HIV transmission
in order to enable her to alley her fears about her child acquiring the disease.
She responded: “okay! | just wanted to know about that”. Her homework
assignment was to further consider what was to be done about her in-laws who
blamed her for not taking proper care of her husband even if she did. Their
accusations seemed to be impacting negatively on her self-esteem.

Comments: She appeared to be hopeful due to the positive cognitive reframing
she received, for example: “as you have advised me previously, | feel better
today and have hope that one day God is going to help me like others. | need to
start accepting myself first”. She was also hopeful about the problem-solving
skills that were taught as she stated that she could be less stressed if her
husband received help. Education about HIV transmission gave her insight about
how the virus is contracted. She was battling to grasp some coping strategies
which were taught, as she would react by talking about other things not related to
the techniques. Her homework assignment also proved not to be effective as she
had not done it and she talked about something different. The reason could be
that she found the homework to be difficult. Her low level of education
contributed to lack of understanding as she had passed only grade ten. Given
her low level of functioning it could also be hypothesised that her ill health related
to HIV/AIDS was affecting her because she would at times give irrelevant
answers.

Session 3

Her feelings of guilt about her past behaviour, regrets and negative self-
evaluation regarding the in-laws were addressed in this session. Her homework
assignment was also explored and she mentioned: “I still continue to love him as
| used to and offer him support where necessary. | have accepted that God
knows that | am really taking care of him and that | do not have control over his
life and behaviour. So | am not scared of anything, as | can tell them (the in-laws)
and he can also talk on his own about whatever he does and they will end up
agreeing with me”.
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She was taught positive cognitive reframing to help her think of her difficulties in
a different way. The researcher reported that some family members would
possibly realise her efforts and care and not all the people will see her in that
way. She was encouraged to go on with her life and continue to offer help as she
used to. That was possibly an attitude that she could adopt, instead of feeling
guilty, regretting and evaluating herself in a negative way when she should not.
The researcher remarked: “you have a choice of looking at it in this way — you do
not have control over his life, but you have control over your own life”. She
answered: “yes, it is like that as | cannot satisfy all the people because he does
not drink his medication. He is also taking traditional medicine and he neglects
the Western treatment”.

Socratic questioning and reality testing was taught about her self-blame to assist
to change her perceptions of the in-laws: “you know that you are doing a lot for
him and how come that you should continue to unnecessarily blame yourself
when you are not supposed to”. She did not engage with the suggested ideas,
therefore it was difficult for the therapist to know if she understood or not.
Decatastrophising was taught to assist in preparing her for the worst with regard
to people’s remarks. For example, she was warned that people are going to
continue to talk and she still had to decide how to deal with such talk. Expecting
the worst in dealing with people was suggested. She commented that her
husband had not disclosed to anyone including his family, as such, they did not
know what he suffered from. Her assignment for that week was to write good
things about herself. This was aimed at helping her to cope better when faced
with difficulties.

Comments: She seemed to be doing well in the homework assignment as it
proved to be effective with regard to coping with the negative comments
regarding neglecting her husband. She said: “... | am really taking care of him
and | do not have control over his life and behaviour ... | can only help a person
who helps himself”. Based on her statements, the participant showed in this
session that she was familiar with the homework assignment techniques and
finding it easier to implement the related skills. Positive cognitive reframing also
seemed to be effective, as it changed her perception about the in-laws and
indicated that she cannot satisfy all the people because her partner was not
prepared to drink his medication. Socratic questioning and reality testing proved
not to be effective yet, as she only answered by merely saying: “yes”.
Decatastrophising did not work well since she gave irrelevant answers. The other
reason could be that the techniques were presented together with other
therapeutic skills and she was possibly still unknown with these strategies given
her level of functioning. The researcher also felt that it was difficult to engage this
woman in therapy and keep her focused on the topic under discussion.
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Session 4

The implications of the participant’s behaviour such as self-pity and self-isolation
that were related to HIV/AIDS were discussed. Her assignment to write good
things about herself was also discussed and she reacted: “what | need to do in
life is to accept my current situation of living with the virus. The second point is
that my friends and relatives will no longer love me as they used to. Thirdly, |
need to follow all the rules as a person who lives with this disease. Fourthly, | will
ask God daily to live longer”. It was evident in this instance that the participant
did not understand the positive self-statement logs homework, as she did the
wrong task. The researcher reminded her of the assigned task and she replied:
“it means that | have done things the other way round as | am not well in my mind
because of this sickness. | have forgotten to do the right task”. It could be noticed
that the participant was experiencing memory and concentration loss, possibly as
a result of HIV/AIDS.

Now that she was reminded of her homework assignment she said that she is
good in public speaking and was not ashamed of explaining to others about
HIV/AIDS since she received therapy that gave her courage. She further
indicated that it was better in a place where she was not known. Some coping
strategies were presented to empower her to cope with HIV, when it was
mentioned that talking about this disease helps to cope in a better way, and she
would learn more about the disease and that may bring joy in her life as she
enlightened others about what they did not know. Further coping strategies were
taught that talking about the disease will possibly not see her mind wandering on
about issues like neglecting herself, suicide, self-pity and self-isolation. Her
answer was: “l agree with you”.

Decatastrophising was presented to assist in preparing her to deal with
discrimination regarding people’s negative remarks. For example, it was pointed
out that she could be discriminated against by other people whom she would be
going to disclose to. As such, it would help to be prepared for the worst by
waiting for the worst as she would be going to engage in this exercise. Her
homework assignment was to reflect on where and when she would like to start
educating others about HIV/AIDS and to again list good things about herself.

Comments: She showed to be willing and hopeful to tell others about her status
and that could be attributed to good progress due to the coping strategies she
received. The participant was starting to incorporate decatastrophising
techniques into her thinking, and these proved to be effective, as she said that
she needed to accept living with the virus and that her friends and relatives will
no longer love her as they used to. In this instance, she was referring to the time
when she would be disclosing her status and would possibly expect anything
from people. It can be noticed that decatastrophising technique brought the
change process in the manner in which she regarded her diagnosis. Her
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homework assignment that was given in the form of positive self-statement logs
proved not to be effective as she did not do the relevant task.

Session 5

The client’'s experience of the reaction of others was dealt with, given the fact
that she was prepared to disclose her status to others but wondered what they
would think of her living with the virus. Regarding her homework assignment she
uttered: “I am HIV (positive) and | no longer care how other people talk about me.
So those are the good things about me”. She further mentioned that she can start
to disclose at a place like Kriel because she was not known there.

Therapist suggested that she consider advantages and disadvantages, which is
a method of modifying negative automatic thoughts to assist her to get things in
perspective. For example, she was shown that a place such as Kriel could be far
for her since she goes there as a volunteer and there are other issues of
transport fees that are involved. She was assisted to think of the advantages and
disadvantages of a place that is closer by such as the clinic next to her, where
she could be walking to it instead of spending money on transport to a place far
from her. Her response was: “what if they talk bad about me”.

She was taught about anti-discriminatory laws in order to be equipped, as she
would be faced with stigma now that she would be talking to others about her
status. She was taught that anti-discriminatory laws protect her from being
discriminated against by people and she can report at the police station if there
are people who discriminate against her. Decatastrophising was taught to assist
in handling difficulties she could be faced with. For example, she was told that if
she preferred to disclose her status in an unfamiliar place, she might still have
people who know her and would tell others where she stays about her status. As
a result, she needed to be prepared for the worst as she had any way decided to
disclose publicly and help other people cope and adjust to living with the disease
as well as deal with internalised stigma and the discrimination that they
experienced. She appeared to be agreeing with this line of thought.

Assertiveness and social skills training was taught in the form of role-play to
equip her to be assertive in her interactions with others, when the researcher
said: “be ready for their bad comments and to assert yourself in such
circumstances where you should be talking to them in a polite and assertive way.
If confronted about the disease you will politely say: ‘It is of course true that | am
living with the virus. | was tested and | am of course better off knowing that |
know my status. It helps me to take my treatment regularly so as to have a
prolonged life span.” Can you do that?” She said: “okay”.

Positive cognitive reframing focused on how to deal with discrimination. For

instance, she was taught that she needs to start accepting herself in terms of
being aware that she cannot change her status and have a way of knowing how
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to handle people’s comments. She responded: “I can hear you and | now
understand that | do not have to fight other people when they are rude and
discriminate against me. | should deal with it by telling myself that I live with the
virus and | cannot change my status. However, | am better because | am on
tablets that | receive”. She questioned about what to do if a person continues to
talk. The researcher said: “in a nice and polite way you say what | have said and
do not fight with such a person”. The participant’'s task for that week was to
practise being assertive.

Comments: The client seemed to be doing well in respect of the assertiveness
and social skills training that was taught in the form of role-play, as she indicated
that she understood that she did not have to fight people if they were rude
towards her. The positive cognitive reframing strategy proved to be effective with
regard to the discrimination she was faced with as she said that she would deal
with it by telling herself that she lives with the virus and cannot change her
status. The participant appeared to be positive in terms of thinking and coping at
this stage, and that facilitated the process of change. Her homework assignment
proved not to be effective as she did not do it and had to be reminded of it during
therapy. Listing the advantages and disadvantages of a situation or choice, this is
a method of modifying negative automatic thoughts proved not to be effective,
possibly because she needed time to think about this technique. That was not
the case as she did not do her assigned tasks. Being taught about anti-
discriminatory laws as well as decatastrophising also proved not to be effective
too, as she only replied by saying: “yes”. Another reason that prevented her from
grasping these techniques was probably that the researcher focused more on
cognitive level instead of engaging her on behavioural strategies that would have
made a difference in changing her thinking and behaviour.

Session 6

Her feelings of uncertainty about the future were the focus point of discussions in
this session, together with issues arising on that day. The participant’s
assignment was explored and she stated: “I do try to assert myself in my
environment by talking politely to my in-laws”. She further said that her in-laws
would not even bother by phoning to find out about her partner’s progress. She
stated: “I tell them all the time when he is sick and | say it once and repeat it in
the same manner as you taught me and I tell myself that God will see me
through”. It could be seen that she had started to assert herself in her
environment and her believe in God was offering her courage.

Positive cognitive reframing was further taught to assist her to think positively
about her situation with her husband. She was for instance reminded that she
can only help him if he required her assistance. She was once more taught to
learn to think about this situation in a positive way instead of viewing herself in a
negative way as if she was not helping him at all. Her response was irrelevant as
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she stated that the in-laws only come when he is seriously ill and she has to
spend money for them coming.

A few coping strategies were taught to assist her to deal with her worries about
the in-laws and the husband. The therapist indicated that she needs to have a
way of managing her stress by not feeling responsible for his deeds or feel guilty.
The woman was shown that her partner has a chance of taking his medication,
eating a balanced diet and leaving the drugs he is abusing. However, he
preferred to live his own life and she has to live her life to the fullest now because
she made the right decisions about it. She was further notified that her husband
was going to be worse if he did not change. She said: “he is of course worse and
many people can see that”.

She was furthermore taught coping strategies: “one cannot push him to do right
things if he does not want to do so. He deserves psychological treatment if he is
willing to be helped”. She stated that he did not come last time when she
arranged such a meeting with one of the psychologists. The researcher added
that her husband was in denial and not even seeing help that is given to him. She
answered: “I am now feeling better and | take things as they come, especially
when | deal with him. My mother is also encouraging me, showing me that most
people see him as being irresponsible and | have learnt to accept that too”. For
the next session she was tasked to reflect on her future plans over the next five
to ten years. That was done to assist her to focus on the future instead of
spending time thinking negatively about herself.

Comments: She was improving in terms of dealing with her partner and as a
result of the coping strategies that proved to be effective, because she pointed
out that she had learnt to take things as they come. Her homework assignment
proved to be effective as she had started to apply the assertiveness technique
outside therapy session in her dealings with her husband and the in-laws.
Positive cognitive reframing however showed not to be effective, since her
responses were irrelevant.

Session 7

Her tasks to reflect on her plans for the next five to ten years were explored in
this session and she stated that she wants to live and accomplish her goals by
taking care of herself. She wanted to obtain employment and live a normal life
and not end up feeling guilty about herself. She wanted to join AIDS campaigns
such as the Treatment Action Campaign to teach others to take care of
themselves too. She came to recognise that the fact that she lives with the
disease does not mean that she was no longer a person, as she was still similar
to others and needed to respect herself as usual. One could notice that she was
thinking positively about her diagnosis at this stage.
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This session was dedicated to teaching the participant about the coping
strategies such as seeing other people as role models to assist her to cope. She
was also reminded that setbacks are normal and she may not be happy at all
times. As a result, she was informed that on some days she might feel sad when
she thinks of this disease but that should not make her think that she is not
coping. Reading some of the brochures that the therapist gave her was
encouraged to assist her to acquire knowledge about this disease.

Decatastrophising was again taught to prepare her to handle difficulties she
could come across. The therapist indicated that she should tell herself that
anything is possible in dealing with people as they may be speaking in a negative
way and discriminating against her. She was told that she needs to be ready to
handle such day-to-day issues. That helps her to build a more effective and
functional way for responding to internalised stigma and discrimination. Her
homework for the last session was to imagine future difficulties and how to
handle them.

Comments: Her homework assignment proved to be effective in facilitating
positive change and the client was at ease with this strategy, as she seemed to
be determined to accomplish her goals by talking to others about the disease.
She seemed to be doing well on the coping strategies she received. They proved
to be effective in changing her stigmatising thoughts about HIV/AIDS, because
she regarded herself to be still similar to others. Not much could be said about
the effectiveness of decatastrophising techniques as she responded by saying:
‘yes”.

Session 8

The participant’s homework task was discussed and she stated: “my husband is
still sick and the worst thing that could happen to him is that he could die, which
is the homework that | had to think about for today seeing that he is still
hospitalised”. She reported that it was not going to be easy for her because she
would be facing the in-laws with their bad comments and non-caring attitude. She
added that she does comfort herself by saying that the life of a person is not in
her hands as it is in God’s hands. So even if his family can blame her for his
death, thinking that she bewitched him that is not the case. So, if he died, she
was prepared for any bad comments, as therapy had at least equipped her to
cope with them. One could also notice that her faith in God gave her courage and
enabled her to cope.

Coping strategies were recapped in this last session. The researcher encouraged
her to disclose her status to the in-laws. That way they could learn from her that
he was living with the disease and that he was not complying with his treatment
regimen, which possibly made his situation to be worse. For example, he
remarked: “by disclosing your status you would be showing them that it is
possible for a person to live longer with the virus, as long as one is thinking
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positively, adhering to the treatment regimen, eating a balanced diet and
practising safe sex. Talking about HIV/AIDS would mean that you are de-
stigmatising the disease and you would be encouraging others to undergo testing
in order to know about their status”. She reacted: “... you have helped me to
become a better person because | can see light at the end of the tunnel and | am
now able to cope well”.

The participant was educated once more on decatastrophising to further help
prepare her for the worst. For instance: “being prepared for the worst would help
you to deal with the internalised stigma and discrimination that you might come
across”. In instances such as these ones that she talked about, she was made to
realise that she would have done all she could to assist her husband to cope and
live longer, as she also referred him to professionals but he did not honour the
appointments. So expecting any other negative comment from her in-laws in
case he happens to pass on would help her to cope.

Comments: Coping strategies taught to the client worked well in influencing her
to think of herself positively because she seemed to be determined to face the
world. Her homework assignment that was given in the form of a
decatastrophising technique was effective in assisting her to imagine the worst
that could happen to her and how to resolve that, as she indicated that she was
ready to phase and deal with her in-laws should they blame her for any other
thing that could happen to her partner. Based on what she said, it could be seen
that she was at ease with these strategies and could implement them.

Overall discussion of participant 10

To summarise, it is evident that a technique that did not prove to be effective was
the positive self-statement logs as she did not do the relevant task she was
assigned to practise. Socratic questioning and reality testing did not work well
either, since she answered by nodding her head and the researcher did not know
if there was a change in thought process or not. Listing of advantages and
disadvantages, which is a method of modifying negative automatic thoughts, did
not prove to be effective - this possibly failed because she needed time to think
about this technique and that was not the case, as she did not complete most of
her assigned tasks. This made it difficult for her to grasp the skill. The reason for
the failure of these techniques could have been that the researcher could have
engaged her more on behavioural strategies instead of focusing mainly on
cognitive skills. The researcher also felt that he was losing her as she would at
times give responses that were not related to what was discussed.

However, the strategies that proved to be effective were coping strategies that
changed her way of dealing with HIV/AIDS, as she regarded herself to be similar
to others and was telling them about the disease. Problem-solving skills seemed
to be effective as it changed her attitude towards others since she came to
realise that she cannot satisfy all the people because of what they say about her,
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especially the in-laws. Positive cognitive reframing proved to be effective in
changing the participant’'s negative perception about the disease and her regrets
about past behaviour. Although she did not do some of her homework
assignments, the ones she did proved to be effective in facilitating positive
change because she started thinking positively about herself: “... | want to live
and accomplish my goals by taking care of myself and educate others about the
disease”.

The education she received about HIV transmission also proved to be effective
as she gained insight about how the virus could be contracted. Modification of
negative automatic thoughts by means of the method of decatastrophising was
effective in empowering her to think of the worst that could happen to her and
how to resolve that, such as imagining her husband’s death. Assertiveness and
social skills training that were taught in the form of role-play proved to be
effective with regard to asserting herself and managing the in-laws and to deal
with the discrimination she was faced with.

Although the researcher felt as if he was losing her at some stage, she seemed
to be coping given the fact that therapy enabled her to deal with people’s
negative perception about HIV/AIDS, her feelings of depression; low self-esteem
and regret as they were as a result of the internalised stigma. The quantitative
instruments that were administered post-therapy confirmed the qualitative results
and corroborated the effectiveness of the intervention model as it can be seen
that the woman experienced less scores on depression (25 before which is
moderate depression to 10 afterwards which is considered in the normal range),
less internalised stigma (46 before; 22 after), her self-esteem scores (10 before;
2 after) improved significantly as well as positive coping scores (27 before; 38
after) after having participated in eight therapy sessions.

The following section will provide an analysis of the use of each technique and
how the participants responded to the different skills.

5.4 THE VALUE OF EACH THERAPEUTIC TECHNIQUE USED

The researcher will provide a summary of the value of each cognitive and
behavioural technique used in therapy with clients. The definition of each skill
and how it was implemented was already discussed in Chapter 3 and 4. The
table below will be used as a guideline for the discussion in this section.
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Table 5.3: Summary of the value of various cognitive behavioural therapy techniques

Techniques Number of clients | Techniques Techniques not
the technique was | effective with the effective with the
administered to: following client(s): following client(s):

Positive cognitive reframing 10 All ten (10) -

Teaching coping strategies 10 All ten (10) -

Homework assignments 10 All ten (10) -

Problem-solving skills 7 1,3,5,6, 8&10 7

Decatastrophising 10 All ten (10) -

Advantages and disadvantages 3 5,7&10 -

Identifying, challenging and 9 1,2,3,6,7&9 4,5&8

changing underlying negative

automatic thoughts and

assumptions

Education about HIV/AIDS 5 2,4 &10 6&8

Positive self-statement logs 3 3 4 &10

Socratic questioning and reality 7 2&7 3,5,8,9&10

testing

Assertiveness training 10 1,4,5,6,7,8,9&10 2&3

Role-play 7 57,89&10 2&3

Graded task assignments 2 1 7

5.4.1 Cognitive techniques

The women and the therapist were co-investigators in endeavouring to uncover
the underlying thought patterns, interpretations and evaluations that might have
contributed to the women’s negative experiences of HIV-related stigma. The
researcher’s evaluation of some of the cognitive techniques is explained below.

Positive cognitive reframing: This technique was used to provide clients with
positive alternative interpretations of HIV such as: “HIV could be contracted by
any other person and should not be viewed as a punishment of bad behaviour”.
This strategy was effective in assisting all the women to think positively despite
hardships and the stigma they were experiencing from others. It must be
conceded that it was hard to think positively when one was going through tough
times. Client 9 said: “I would like to carry my friend, which is my treatment, in my
bag all the time — even if | go on holiday”. It could be seen that her relationship
with HIV had changed.
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At first this technique was probably difficult to understand, given the fact that
HIV/AIDS is often associated with death, moral judgement and a failure to follow
cultural traditions as identified in African communities. However, after a while,
women started to come up with more constructive alternative ways of thinking
about their disease, which was effective. Client 3 said: “I have to take care of
myself like | used to before | was diagnosed with this disease instead of worrying
about death as all of us are going to die anyway”. It could be noticed that she had
gained insight about how to look at her diagnosis in a different way.

Teaching coping strategies: Given stigmatising connotations, the focus of
coping strategies was on encouraging women to utilise the time they were left
with (since HIV diagnosis) effectively to accomplish their goals by assisting
others to cope with the disease, listen to music, joining support groups and
praying. Women were informed that they are not the only ones living with
HIV/AIDS and it should be regarded as a chronic disease they can live with. They
were further told that if people stigmatise them, it does not change them as they
are still the same people. For example, the researcher stated: “I would
encourage you to help others by being involved in HIV/AIDS-related tasks - by
doing so, you would be encouraging disclosure and raising risk awareness,
hence empowering yourself to cope”. Coping strategies were taught to all the
women and it was effective in enabling all of them to cope with the disease as
client 1 said: “I am now free to talk to others about the disease unlike before |
could come here for therapy”. It could be seen that she was no longer scared and
afraid of HIV — hence she was able to empower others about the disease and
was coping.

Homework assignments: The success of the women in therapy was facilitated
by their completion of cognitive and behavioural homework assignments. Many
of the women forgot to do their tasks and as a result this made it difficult for them
to start thinking differently. Some of the women (clients 2 and 10) would be
regularly admitted to hospital for ill health. As such it would be difficult for them to
think of the assigned tasks, given their state of health. Client 6 focused on
burying loved ones and as such she would not remember her homework tasks. A
few of the homework assignments (like practising assertiveness training and
thinking how self-pity and self-isolation would assist to cope) seemed to be
difficult for them given their level of intelligence. However, the tasks that were
completed successfully proved to be effective in helping them change their
negative perception of the disease to start thinking constructively. For example,
for some women (clients 1, 2, 3, 5, 6, 7 and 9) who were suicidal, being tasked to
find a reason for living gave insight into the fact that there were still children to be
brought up and or family members and others to be taken care of, instead of
ruminating on negative automatic thoughts.

Problem-solving skills: Clients were helped to solve some of their daily

problems. For example, client 3 did not know what to do with her son who was
performing poorly at school and considered suicide to escape the situation. The

206



&
W UNIVERSITEIT VAN PRETORIA
. UN ITY OF PRETORIA
Gl VI

IVERS
UNIBESITHI YA PRETORIA

researcher suggested psychological evaluation and taught the woman
assertiveness skills to talk to the teachers about her son. It was noted that the
knowledge acquired brought some relief with regard to knowing what to do with
her difficulties. Problem-solving skills were taught to clients 1, 3, 5, 6, 7, 8 and
10, with some success. It was not effective with client 7, possibly because she
was preoccupied with lack of support from family and fear of stigma and
discrimination she was faced with.

Modifying negative automatic thoughts: A number of methods were used by
the researcher to help women modify their negative thinking, such as the
following:

Decatastrophising: All ten women were asked what would be the worst thing
that could happen if others knew about their HIV status. That was done to
prepare them for the worst in dealing with the stigma they were experiencing.
The other rationale was to make them aware of the fact that when fear is
confronted, it often becomes clear that it is not so terrible after all. For example,
the researcher said: “be prepared for the worst so that if that happens, you
should be ready for it. People will not stop talking when you disclose more about
your status. Make room in your thoughts or be prepared for that, so that if others
are offensive and discriminate against you, you will have been ready by
expecting such comments”. The technique proved to be effective with all ten
women as they showed to have gained insight in anticipating the worst in dealing
with stigma and discrimination they were faced with. Client 9 commented:
“people are of course going to talk especially when you live with this disease - so
| am ready for such talk”.

It took some time for women to understand this technique and to start thinking of
or visualising future difficulties and how to handle them. The technique therefore
had to be presented on a few occasions. The women'’s level of intelligence also
played a significant role in delaying them to understand this strategy. Perceptions
of stigma within the South African community probably also contributed to the
women’s fears, given their exposure to discriminatory behaviours in their
community and to media reports that emphasised discriminatory practises
(Atlenroxel, 2000; Streek, 2001) and controversial issues surrounding HIV.

Advantages and disadvantages: If a difficult decision was to be made or if it
seemed difficult to give up a particular maladaptive behaviour, women were
encouraged to list the advantages and disadvantages of a certain course of
action. For instance, the researcher pointed out the advantages and
disadvantages to client 7 who was undecided about assisting her father at his
shops — as her father needed her and that was not the case with his employees.
The strategy was taught with an aim of assisting her to decide what to do.

Not much could be said about this method for the other three women (clients 5, 7
and 10) because it could be that women followed the process and this could
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have contributed to different thinking, but the researcher doubted if they would be
able to do these themselves after therapy. However the evaluation of this
technique was based on that session alone in which it was administered. It was
however noted later during the process of therapy that all three women learnt the
technique as it changed their thought processes. For example, client 5 later
indicated that she considered the advantages and disadvantages of disclosing
her status to her boyfriend, of which she ultimately told him. She then received
support from him that she did not expect because she feared being left by him.

Identifying, challenging and changing underlying negative automatic
thoughts and assumptions: It was difficult for most women to identify their
negative automatic thoughts and to challenge the rules that guided their
maladaptive behaviour. This worked in cases where the therapist contributed to
the identification of thought patterns. For example, in all cases, the researcher
tasked the women at the end of a therapy session to monitor negative thoughts
and beliefs that crossed their minds by observing, recording and changing such
negative automatic thoughts such as suicidal ideations that would occur now that
they are HIV positive. For example, client 3 said: “it is slightly difficult for me”.
She explained that she wanted to commit suicide because of her son’s problems
at school. She further stated: “when | have to face all this, | experience all these
negative thoughts”. The researcher could then identify the negative thoughts and
challenge them: “how come that you want to kill yourself if your son is not coping
at school because that has nothing to do with you being HIV positive?”

The women were shown that such thoughts coming to mind automatically were
often distorted or unrealistic and challenged them to consider their validity.
Women were then given the homework task of collecting and recording these
negative automatic thoughts. These techniques were administered with nine
clients (1, 2, 3, 4, 5, 6, 7, 8 and 9) and they proved to be effective with six clients
(1, 2, 3, 6, 7 and 9). Identifying and challenging thoughts was a therapeutic
exercise, as it gave women the insight that their inappropriate behaviour (such as
self-isolation) was the result of their negative thinking (for example, they were
bad because of their diagnosis). The strategies did not prove to be effective with
clients 4, 5 and 8, as they did not understand the way of thinking. It may take
more time to learn self-reflective skills and to learn different thought patterns.

Education about HIV/AIDS: The information women received from the
researcher especially about HIV transmission was aimed at giving them a clearer
insight into their disease in order to facilitate understanding of their diagnosis.
Clients 2, 4, 6, 8 and 10 were taught about signs and symptoms of HIV/AIDS and
its transmission. The knowledge gained about their condition contributed to the
women'’s ability to deal with this disease differently — as this information was
effective with clients 2, 4 and 10. For example, client 4 mentioned: “I am learning
a lot because that is how | started to realise that | have this disease. | will go and
talk to others informing them that they need to urgently seek professional help if
such signs develop”. Not much could be said about clients 6 and 8 as they were
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just unresponsive. Client 8 was often preoccupied and overwhelmed by the
abusive partner whilst client 6 was preoccupied with burying family members on
monthly basis due to HIV/AIDS.

Positive self-statement logs: The rationale for this technique was explained to
participants that whenever they experienced a negative thought about
themselves such as thinking that they are useless following their diagnosis, they
should consider the list of positive things about themselves. For example, they
are still worth a living because they have children to bring up. This technique was
administered with clients 3, 4 and 10 and it proved to be effective with client 3 as
she responded: “the good things about me are that | have children and | think
they need me and | also love them, and | need to take care of them”. It seemed
as if the technique had assisted her to uncover positive aspects about herself,
instead of thinking about suicide. However, this skill was not effective with clients
4 and 10, as it was presented only once in session 4 for both clients and it could
have been repeated in other sessions to make it to be more effective. The other
reason for its failure was that it was difficult for the therapist to engage client 10
in therapy and she did not understand this technique. Given the fact that women
were also exposed to people dying because of the disease, it became tough to
compile a list of good things about oneself under such circumstances.

Socratic questioning and reality testing: This technique was used as a series
of questions to identify underlying thought patterns or assumptions or
conclusions. This process was aimed at shaping the women’s thinking through
active questioning and selective reflecting. This method was taught to some
women (clients 2, 3, 5, 7, 8, 9, and 10) to help question the evidence for the
automatic thoughts. For instance, women'’s thinking that they were worthless now
that they were HIV positive was questioned. It was hard for some clients (3, 5, 8,
9 and 10) to grasp these statements: “HIV/AIDS does not make you feel
worthless and powerless as you can still live with it”. The reason for the failure of
these statements could be that women could react to a challenge but that they
will not be able to do self-challenge and this could have contributed to different
thinking, but the researcher doubt if they would be able to do these themselves
after therapy. So, they possibly benefited by the experience but did not learn the
skill as an empowering tool. On the other hand, the researcher wanted the
women to actively participate in questioning their assumptions, which never
worked. In order to be effective, the technique should perhaps have been
presented in other sessions. In the long term this may have been effective,
because the women were enabled to start looking at things from another angle
and not only listen to what the researcher had to say.

However, clients 2 and 7 benefited from the message and it worked well for
them, as client 7 remarked: “I do not have to feel worthless about myself now that
| live with this disease but | must face the world and deal with the fact that my
father discriminates against me whilst other people show love towards me”.
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5.4.2 Behavioural techniques

Some behavioural techniques that were used are evaluated below:

Assertiveness training: This was a cognitive change technique utilised for
women as they had social problems that needed to be solved. Behavioural
techniques based on a skills training model were especially useful. This involved
forms of assertiveness training or social skills training for women who lacked
interpersonal skills. Assertiveness training was demonstrated to all ten women to
help them assert themselves in their interaction with others as they were talking
about their disease to raise risk awareness. For example: “by being assertive it
means that you believe in yourself’. Assertiveness training proved not to be
effective for clients 2 and 3 only — with client 2, it was difficult to involve her in
therapy and with client 3, she replied by nodding her head and said: “yes” and
was preoccupied with fear of discrimination and her son being a victim of
discrimination at school. The rest of the women (1, 4, 5, 6, 7, 8, 9 and 10)
benefited from the skill as client 9 stated: “you indicated last time that if a person
is talking to me | should not argue with such a person. | have followed your
suggestion because if | argue with him/her we will end up fighting each other — as
such | should remain calm and just assert myself”.

Role-play: Role-playing was used to attempt to uncover automatic thoughts, to
develop a rational response and to modify intermediate and core beliefs. In this
respect, clients 2, 3, 5, 7, 8, 9, and 10 were taught assertiveness training in their
interaction with others - through role-play. Assertiveness training was role-
modelled to for instance, equip client 3 to address her fear of being stigmatised
and to help her son who was the victim of discrimination at school. The
researcher role-played the skill to the client and said: “can you try that with me?”
This client (3) could not perform and practise the role as it takes time to develop
it. It must be noted that it was initially not easy for women to understand this skill;
as a result the researcher had to role-play this technique on several occasions to
promote understanding. Clients 2 and 3 did not benefit from this skill, given the
same reasons cited for them not grasping assertiveness training. The rest of the
women (5, 7, 8, 9, and 10) benefited in being assertive through role-play. In this
research, role-play was used to teach clients other skills as well.

Graded task assignments: The researcher, together with clients 1 and 7, began
by setting small homework tasks, which gradually built up in complexity and
difficulty. Women were encouraged to set goals that could realistically be
achieved, so that they completed a series of successful assignments. Not much
could be said about client 7 regarding the effectiveness of this strategy, as she
did not do her assigned task. The other reason could be that the technique was
not very effective as it was only taught once and it could have been repeated on
a few occasions to help her find it suitable and use it. Another reason could be
that she was experiencing ongoing problems such as being discriminated against
by her family members. This made it difficult for her to focus on the graded task
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assignments. Structuring behaviour that is, setting rules to prevent conflict was
taught to client 1. The strategy was effective with client 1, as she remarked: “I am
smiling ... because you are helping me a lot. | usually would be angry in dealing
with such situations, especially with my children ... but | have learnt to handle the
ongoing fights”.

In this chapter, a presentation of the results was discussed in detail. The next

chapter will deal with the discussion of results and its implications in the light of
existing literature and therapeutic approaches.
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