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Group Composition and Its Impact on Effective 

Group Treatment of HIV and AIDS Patients 

Margaret  J. Siebert 1 and William I. Dorfman 1 

This paper reviews the literature on group therapy in the treatment of  people 
with the Human Immunodeficiency l, qrus (HII O and people with Acquired 
Immune Deficiency Syndrome (AIDS). Specifically, it examines the effect of  
group composition on the curative factors of group therapy. The variables of 
group composition explored are stage of illness, risk group for contracting HII~, 
and gender. This paper suggests that support groups that are homogeneous for 
stage of illness, risk behaviors, and gender provide members with the greatest 
benefits through facilitating the curative factors of group therapy: instillation 
of  hope, universality, and group cohesion. 
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INTRODUCTION 

Studies have found that people who test positive for the Human Im- 

munodeficiency Virus (HIV) are likely to react with an increase in feelings 

of anxiety and depression (Tross and Hirsch, 1988). Many people have 

looked to the mental health system for help in dealing with their reactions 

to their HIV-positive status. Several studies have revealed that people who 

test positive for HIV, and people with Acquired Immune Deficiency Syn- 

drome (AIDS) have an interest in support groups and psychotherapy for 

help in coping with their diagnosis and the sequelae of AIDS (Child and 

Getzel, 1989; Donlou and Wolcott, 1985, as cited in Fawzy et aL, 1991; 

Wolcott et aL, 1986). 

Group therapy is the approach utilized most frequently by mental 

health workers to assist people in dealing with the emotional consequences 
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of AIDS (Sageman, 1989). In the AIDS literature, the value of group in- 

tervention is particularly emphasized. Groups have been recognized as a 

valuable and a readily available source of support for People With Aids 

(PWAs) (Getzel, 1991). In New York City, the Gay Men's Health Crisis 

(GMHC) reports that 30% of its clients request group services, and more 

than 60 different groups meet weekly (Katoff and Dunne, 1988). Price et al. 

(1986) believe group therapy to be the treatment of choice for most people 

with AIDS, and this opinion is shared by others (Beckett and Rutan, 1990; 

Child and Getzel, 1989; Spector and Conklin, 1987; Thompson and 

Wardrope, 1988; TunneU, 1991). A review of the literature on group ther- 

apy in the treatment of PWAs and those diagnosed with HIV reveals that 

the majority of papers are anecdotal. They offer clinical vignettes of 

authors' experiences and impressions gathered from conducting HIV and 

AIDS support groups. Only three empirical studies were found that explore 

the efficacy of group intervention with this population. Of these studies, 

one explores the efficacy of structured group intervention with PWAs 

(Fawzy et al., 1989), and another explores the efficacy of structured group 

intervention with people diagnosed HIV-positive, but who are asympto- 

matic (Levine et al., 1991). While both studies report decreases in group 

participants' psychological distress, no statistical measures were used to 

support either study's findings. The third study employed questionnaires to 

evaluate the effectiveness of a psychoeducational support group for PWAs, 

HIV-positive symptomatic, asymptomatic, and HIV negative members 

(Hedge and Glover, 1990). This study reported that the group was posi- 

tively evaluated by the majority of group members. 

In reviewing the literature of group psychotherapy, group composition 

emerges as an issue relevant to the group treatment of HIV/PWA's. Spe- 

cifically, three variables of group composition (stage of illness, risk group, 

and gender) have been identified as being important in working with this 

population, whether in structured, educational groups, or in traditional 

therapy. A controversy surrounds the fact that some clinicians believe that 

group members should be homogeneous on one or more of these variables, 

while other clinicians assert that heterogeneity with respect to these vari- 

ables offers group members greater benefits. There is little in the current 

literature, however, that would assist the practicing clinician in forming the 

HIV group, and no accepted theoretical model to guide him or her in de- 

ciding on group composition. The purpose of this paper is: (1) to explore 

the arguments proferred in the literature for and against group homoge- 

neity on each of these three factors of group composition; and (2) to 

present a theoretical framework to guide the practitioner in deciding on 

the most effective composition of groups for PWA's and those infected 

with HIV. 



HIV Group Composition 319 

Yalom (1985) presents a theory of group psychotherapy that identifies 

i2 mechanisms and conditions for change which he proposes are the cura- 

tive factors of group psychotherapy, including altruism, group cohesiveness, 

universality, interpersonal lear.ning-input and output, guidance, catharsis, 

identification, family re-enactment, self-understanding, instillation of hope 

and existential factors. Of these curative factors, group cohesion, univer- 

sality, and instillation of hope will be utilized as the most relevant and 

sensitive to the issue of HIV or AIDS group composition. Yalom theorizes 

that group cohesiveness results from the group member's relationship to 

other members and to the therapist, and can be understood through "the 

attractiveness of a group for its members" (Yalom, 1985, p. 49). Group 

cohesion may be indicated by better attendance, less conflict, immediate 

support, increased self-disclosure, and group members' relief of symptoms. 

Yalom (1985) suggests that the group experience provides individuals with 

an opportunity to feel connected with other people, and provides them 

with a sense of "all being in the same boat." This curative factor of uni- 

versality disconfirms group members' sense of uniqueness and isolation. 

The third relevant curative factor, instillation of hope, can be observed, 

according to Yalom (1985), when members of a group feel hopeful when 

they see another member improve. If a member who has similar problems 

begins to cope more effectively with his/her problems, then other members 

are likely to believe that they too may improve. 

In this paper we review the relevant literature in terms of three di- 

mensions of group composition (stage of illness, risk factors, and gender) 

and assess the impact of each on members according to three of Yalom's 

critical curative factors: instillation of hope, universality, and group cohe- 

sion. 

STAGE OF ILLNESS 

A factor of group composition that is controversial in the HIV/AIDS 

literature is the issue of mixing members who are at various stages of the 

spectrum of HIV/AIDS illness: that is, when they are considered to be HIV 

positive and asymptomatic, symptomatic (shingles, thrush), or diagnosed 

with AIDS (i.e., presence of Kaposi's Sarcoma, Pneumocystis Carinii Pneu- 

monia, or T-cell count less than 200 [Davis, 1991]). 

A review of the literature reveals that there is a lack of agreement 

over whether support groups should mix symptamatic and asymptomatic 

members. Of the articles reviewed, 14 (66%) described groups homogene- 

ously composed for stage of illness: that is, groups composed of members 

who were either all symptomatic or asymptomatic (Beckett and Rutan, 
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1990; Beckham, 1988; Brauer, 1990; Child and Getzel, 1989; Christ et al., 

1986; Chung and Magraw, 1992; Coleman and Harris, 1989; Fawzy et al., 

1989; Gambe and Getzel, 1989; Getzel and Mahoney, 1990; Grant, 1988; 

Mancoske and Lindhorst, 1991; Spector and Conklin, 1987; Zakrzewski, 

1991). Conversely, a third of the studies identified described groups that 

were heterogeneous for stage of illness. Although most reported cases con- 

sist of members who share stage of illness characteristics, there is often no 

clear rationale offered for patient selection. For example, Wolcott et al. 

(1985) believe that groups homogeneous for risk group, disease category, 

and illness stage may be most successful. They do not, however, offer any 

data or rationale to support this belief. 

The curative factors of instillation of hope, universality, and group 

cohesion may offer a set of criteria on which to more adequately evaluate 

the interaction of group composition and stage of illness. 

Instillation of Hope 

One argument in favor of homogeneously composed support groups 

for stage of illness centers around the observation that asymptomatic mem- 

bers frequently are disturbed by seeing symptomatic members. Nichols 

(1986) noted that attending a support group can be traumatic for newly 

diagnosed patients as new members hear detailed accounts of the disease. 

Other authors supported this observation, noting that the group can be 

frightening (Beckett and Rutan, 1990; Mancoske and Lindhorst, 1991; 

Morin et al., 1984; Sageman, 1989; Tunnell, 1991), and anxiety provoking 

(Katoff and Dune, 1988). Weiss (1988) observed that even those people 

who attempt to maintain hope and treat AIDS as a challenge may find the 

heterogeneous group causing distress by reminding them of their vulner- 

ability and eventual death. 

A few authors attempt to view groups with members at mixed stages 

of illness in a positive light (Beckett and Rutan, 1990; Katoff and Dunne, 

1988; Nichols, 1983). Beckett and Rutan (1990) wrote that, although the 

group may be terrifying, it may also be reassuring, because many group 

members are well for long periods of time. Nichols (1983) suggested that 

mixed groups allowed for a more optimistic atmosphere, and that it better 

represented the uncertainties that accompany having AIDS. Some authors 

felt that heterogeneous groups would force group members to deal with 

their fears immediately and directly (Katoff and Dunne, 1988; Nichols, 

1983). 

With hopelessness that accompanies a terminal illness, the factor of 

instillation of hope obviously becomes critical. For asymptomatic members, 
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being in groups with physically deteriorated members can further their 

sense of despair rather than offering hopefulness regarding the future. 

There appears to be general agreement in the literature that HIV/AIDS 

support groups mixed for stage of illness can be a frightening, anxiety pro- 

voking and an overwhelming experience for some members, ultimately not 

conducive to instilling hope in its members. 

Universality 

All members of a support group for people with HIV or PWAs are 

"in the same boat," in that they are all infected with HIV. However, there 

is some question of just how similar this population is. For example, 

Thompson and Wardrope (1988) found that people at different stages of 

illness have different needs. Grant and Anns (1988) found that people's 

needs were different, depending upon their stage in the reactive process 

following diagnosis. They found that short-term reactions followed the di- 

agnosis (shock, anger, anxiety, sexual dysfunction, depression), then 

long-term reactions followed (existential, lost relationships). Gambe and 

Getzel (1989) also found that there is an active crisis and shock following 

diagnosis. 

Coleman and Harris (1989) noted differences, but were more specific 

as to the time frame in which the differences were observed. They found 

clear differences in the psychosocial needs of individuals who had known 

about their HIV-positive status under three months, and those who had 

known for a longer period of time. Coleman and Harris also identified an 

initial crisis period, followed by an adjustment period in which people had 

learned how to live with HIV. In a correlational study by Kurdek and Siesky 

(1990), asymptomatic, HIV-positive men had a worse psychological adjust- 

ment  profile,  and employed less effective coping strategies than 

HIV-positive men with symptoms. Grant (1988) reported that the experi- 

ence of being diagnosed as HIV-positive with symptoms is different from 

and can be more severe than AIDS (Temoshok et al., 1986, as cited in 

Grant, 1988). This suggests that perhaps there are three different popula- 

tions, each with their own psychological reactions and needs, at different 

stages of illness (diagnosis/asymptomatic; symptomatic; AIDS). 

Some research reported offering different types of groups for HIV 

infected people at different stages of illness (Christ et al., 1986; Coleman 

and Harris, 1989; Gambe and Getzel, 1989), or at specific points in the 

reactive process (Brauer, 1990; Levy et al., 1990). 

On one side, arguing for heterogeneously composed groups on stage 

of illness, Levy et al. (1990) noted that in heterogeneous groups members 
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are at different stages of coping, and consequently have different contri- 

butions to make to the group. They believe that heterogeneous groups 

positively contribute to the therapeutic factors of group therapy. Hedge 

and Glover (1990) found that mixed groups allowed members to share ex- 

periences from a variety of perspectives, and gave insights into how some 

members coped with issues that for other members may have been fright- 

ening to confront. Group members coped with both sickness and good 

health, and provided a variety of role models. Beckett and Rutan (1990) 

found that homogeneous groups can also offer group members a variety 

of coping responses. Homogeneous group members may initially focus on 

their commonality, but in time they can identify their varied responses to 

the common dilemma of their shared diagnosis. 

In summary, the literature reveals that the population of HIV infected 

people seems to be composed of several subgroups which can be identified 

by their position on the continuum of HIV health or illness. It would seem 

that for groups to benefit from the curative factor of universality, group 

members should be from the same subgroup. Then, members would have 

greater commonality and benefit more from the effect of universality than 

if they were in mixed groups. 

Group Cohesion 

As noted previously, cohesive groups are better attended and have 

less premature termination by group members. Beckham (1988) pointed 

out that for people with HIV or PWAs, who are already dealing with enor- 

mous losses, it is important to provide a group format that does not add 

to their losses. Cohesive groups may be less likely to add to group members' 

losses, since such groups would have fewer group members prematurely 

terminate treatment. Hockings (1989) observed that in support services 

mixed for stage of illness, 95% of PWAs committed to long-term support 

services. In contrast, 70% of HIV-positive members came for only one or 

two sessions, and did not return. Mulleady, Riccio, and Hogarth (1989) 

also found that asymptomatic members were reluctant to continue atten- 

dance in their mixed group. And, Field and Shore (1992) reported that 

five of seven asymptomatic HIV-positive members dropped out of their 

heterogeneously composed group. Thus, it seems that groups which are het- 

erogeneous for stage of illness may be less cohesive, and they may further 

add to all members' feeling of loss. Premature termination can be experi- 

enced as a loss for the asymptomatic members who leaves the group, and 

for group members who lose the new members. Clearly, premature termi- 

nation interferes with group cohesion. 
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Spector and Conklin (1987) believe that healthier members dropped 

out of mixed groups because the confrontation with physically-debilitated 

members left healthier members with intolerable fears. Spector and Con- 

klin observed another problem in heterogeneous HIV/AIDS support groups 

that interferes with group cohesion. They conducted a support group in 

which the membership was mixed for stage of illness, and found that after 

the first eight weeks of group therapy, divisions appeared between the 

healthy and physically ill members. They recommend that HIV or AIDS 

support groups should be composed of members homogeneous for stage 

of illness. Beckett and Rutan (1990) also found powerful reactions of 

asymptomatic members to physically ill members, but they also noted that 

ill members may have difficulty relating to well members, perhaps finding 

their concerns trivial. Tunnell (1991) noted that group members who are 

more ill may not be empathic to the healthier members' concerns, and vice 

versa. Further, on-going support groups can become disruptive when newly- 

diagnosed members continually are integrated and require answers to many 

basic informational questions (Coleman and Harris, 1989; Katoff and 

Dunne, 1988), and have different emotional issues (Coleman and Harris, 

1989). In heterogeneous groups, the difficulty group members may have in 

relating to each others' health or illness seems to threaten the development 

of a therapeutic alliance (Beckett and Rutan, 1990), and ultimately impedes 

group cohesion. 

Overall, it appears that groups which are homogeneous for stage of 

illness offer members greater benefits when evaluated in terms of the cura- 

tive factors of instillation of hope, universality, and group cohesion. 

RISK GROUPS 

It is acknowledged that what places a person at risk for HIV infection 

are specific, risk behaviors (i.e., unprotected sex with a person also at risk 

for HIV infection, sharing needles and "works" with other IVDUs) and 

not the fact that a person is gay or uses drugs. However, for the sake of 

brevity, the term "risk group" will be used in place of noting all of the 

behaviors in which people may engage in order to put themselves at risk 

for contracting HIV. In the beginning of the AIDS epidemic, gay and bi- 

sexual men were the first to be stricken by the disease, and therefore the 

first group of people who presented to the mental health community for 

help in coping with the illness. Much of the work that has been written 

about group therapy with HIV-positive people and PWAs is based on work 

with gay men (Cochran and Mays, 1991; Coates et aL, 1987). Although the 

epidemic has spread to all segments of the population, several groups of 
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people suffer a much greater rate of infection. Due to the routes of trans- 

mission for HIV, intravenous drug users (IVDUs), sexual partners of 

IVDUs, and infants born to IVDU parents are at a greater risk for having 

been infected with the virus which causes AIDS (Coates et al., 1987; Knapp 

and Vande Creek, 1990). 

As the virus spread to the IVDU population, professionals continued 

to write about the use of group therapy in the treatment of PWAs and 

people infected with HIV, but little attention was given to the effects of 

mixing people with different risk behaviors within the same group. In fact, 

many articles omit details of group composition, that is, whether groups 

consist of gay men, IVDUs, heterosexuals, or hemophiliacs (Hockings, 

1989; Katoff and Dunne, 1988; Levy et al., 1990; Nichols, 1983; Simerly 

and Karakashian, 1989; Tunnell, 1991). Close to 70% of the literature 

which reported group composition described groups which were homoge- 

neous for risk group, with a relatively small proportion (19%) reporting 

groups heterogeneous for risk group. 

In exploring the effects of mixing the composition of groups to include 

gay men and IVDUs infected with HIV, the curative factors of universality 

and group cohesion seem most relevant, while instillation of hope is un- 

likely to be impacted significantly by risk group. 

Universality 

The fact that HIV primarily infects people in minority groups who 

are likely to already feel a sense of isolation and stigmatization from the 

larger society (Grant, 1988), suggests that the experience of universality 

and belonging is critical. All support groups for people infected with HIV 

or PWAs provide members with the opportunity to recognize their shared 

experience of living with the virus. Groups can normalize group members' 

emotional reactions to their diagnosis (Getzel, 1991) and help people over- 

come the social isolation which typically follows disclosure of their 

HIV-positive status (Getzel and Mahoney, 1990; Grant, 1988). 

Support groups for people infected with HIV or PWAs are homoge- 

neous, in that all members have HIV. Some authors believe that this shared 

medical diagnosis is sufficient for individuals to benefit from support 

groups, even when group composition is mixed, consisting of gay men and 

IVDUs. Although the authors do not specifically cite the curative factor 

of universality in their argument, they do seem to describe the phenomena 

in their observations. Mancoske and Lindhorst (1991) and others (Brauer, 

1990; Child and Getzel, 1989; Getzel and Mahoney, 1990) found that di- 

versity of group members was overcome by their common diagnosis. Brauer 
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(1990) observed that the common circumstance of being HIV-positive cre- 

ated a bonding experience in which group members found solace in being 

with others who share the same medical condition. Nichols (1984) found 

that by mixing group composition for risk group, members discover and 

revise false preconceptions about one other's risk group. 

Conversely, other authors argue that groups composed of members 

who share specific risk factors as well as HIV-positive status are more bene- 

ficial. Again, authors do not typically identify the curative factor of 

universality in their argument, however, they do allude to it. Zakrzewski 

(1991), for example, found that AIDS support groups comprised of both 

gays and IVDUs were counterproductive to the aims of mutual support 

and aid. Disparity of lifestyles was found to create barriers, which was likely 

to further group members' sense of isolation. Thus, the sense of being con- 

nected resulting from the curative factor of universality seemed to be 

diluted, if not lost, in Zakrzewski's (1991) heterogeneously composed HIV 

support groups. 

The observation that members of heterogeneously composed HIV 

groups lack a sense of identification with each other is supported through 

other authors' experiences. Bing and Soto (1991) noted that heterosexual 

men may find that if they join a support group, they may be the only het- 

erosexual man or IVDU. Nichols (1983), in an article which argued in 

support of mixing of group members from different risk groups, found that 

some IVDUs would claim to be bisexual in order to feel more comfortable 

in the mostly homosexual support groups. This type of group experience 

seems to only exacerbate their sense of isolation and alienation (Bing and 

Soto, 1991; Green, 1989; Hoffman, 1991). This fact could be countered by 

participation in support groups composed exclusively of members who 

share specific risk behaviors. Zakrzewski (1991) argued for IVDUs to have 

homogeneous groups because, unlike the gay community, they have a poor 

sense of community, and as a result, feel more disenfranchised and isolated. 

For the same reason, Mulleady et al. (1989) formed groups for HIV-posi- 

tive drug users and ex-users, and they believed that heterosexuals who 

contracted the virus through needle sharing felt unsupported by services 

which focused on the homosexual community. 

Not only do IVDUs and gays seem to have difficulty feeling con- 

nected to each other, in addition, some authors describe conflicts between 

the two groups. Thompson and Wardrope (1988) described their experience 

conducting HIV/AIDS support groups with a prison population. They ob- 

served prejudicial conflicts, tension, and animosity between homosexual and 

IVDU group members. Child and Getzel (1989) also found a tendency for 

a rivalry between gay and IVDU members in their outpatient support 

group. Ross and Rosser (1988) went on the note that some groups of in- 
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dividuals may have revengeful feelings towards other groups who are per- 

ceived as transmitting the disease. This anger and displacement is likely to 

interfere with heterogeneous HIV/AIDS support groups' ability to benefit 

from the curative factor of universality. 

In summary, it seems that although some authors found that the com- 

monality of an HIV-positive or AIDS diagnosis was sufficient for a 

successful group experience, the curative factor of universality may be di- 

luted in groups composed of both IVDUs and gays. 

Group Cohesion 

Levy et  al. (1990) found that IVDUs included in mixed groups 

seemed to have dropped out of the group prematurely. As indicated earlier, 

Yalom (1985) theorizes that cohesive groups consist of members who dem- 

onstrate good attendance and have less premature termination. Levy's 

finding, on the other hand, suggests that some mixed groups may not be 

cohesive. A review of the literature on group treatment with drug addicts 

supports Levy's finding. Flanzer and April (1977) reviewed the literature 

on group therapy for drug addicts and found that mixing drug addicts and 

non-addicts in groups was contraindicated. Drug addicts have been found 

to be unable to participate in the primary task of group treatment (Flanzer 

and April, 1977). 

Another manifestation of group cohesion identified by Yalom (1985) 

is self-disclosure. Cohesive therapy groups are more accepting of one an- 

other, and members offer more self-disclosing statements. Although the 

issue of self-disclosure has not been identified in the literature on 

HIV/AIDS support groups, the literature on group therapy with gay men 

suggests that this may be a silent problem. A review of literature on group 

therapy with gay men offers some insights into how homogeneous or het- 

erogeneous HIV/AIDS support groups may affect gay members. Studies 

show that homosexuals in mixed groups, composed of heterosexuals and 

homosexuals, often attempt to hide their sexual orientation (Schwartz and 

Hartstein, 1986), while in homogeneous groups, gays are more open to ex- 

plore their sexuality (Schwartz and Hartstein, 1986), and to verbalize their 

problems more freely (Bieber, 1974). Generalizing these findings to groups 

consisting of infected gays and IVDUs, we may suspect that heterogeneous 

grouping on risk factors is likely to impede gay members self-disclosure 

regarding their sexuality. If this is the case, then mixed groups may be less 

cohesive than homogeneous groups. 

Several authors agree that homogeneous groups are more cohesive. 

For example, TunneU (1991) believes that group cohesiveness is maximized, 
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and groups are generally more productive if separate therapy groups are 

established for each risk group. However, Tunnell offers no rationale to 

support this opinion. Beckett and Rutan (1990), on the other hand, offer 

observations in support of this argument. Beckett and Rutan note that 

group members expect others to know and understand important aspects 

of their life situation and this can be better met in homogeneously com- 

posed groups. In homogeneous groups, the unspeakable can be spoken 

more readily, and with facilitation of trust, difficult material is revealed 

sooner than in heterogeneous groups. Beckett and Rutan believe that all 

of these factors serve to facilitate the building of group cohesiveness. They 

add that given the limited life expectancy of individuals diagnosed HIV- 

positive, the acceleration of group cohesiveness is important in working 

with this population. 

Overall, it seems that group leaders have found that homogeneously 

composed HIV/AIDS groups may be more cohesive than heterogeneously 

composed groups. The curative factors of universality and group cohesion 

appear to offer group members greater benefits if the groups are homo- 

geneous for risk group. 

GENDER 

The issue of gender and group composition has not been addressed 

directly in the HIV/AIDS literature. We will extrapolate from the available 

literature on HIV/AIDS group therapy to examine the specific effects of 

gender on group effectiveness. 

The National Institutes of Health (1993) reported that the number 

of women diagnosed with AIDS jumped 50% between 1989 and 1991, and 

predicts that AIDS will soon become the second leading cause of death 

among women aged 25 to 34, as it is among men of that age group. In 

New York City, AIDS is already the leading cause of death for African 

American women of childbearing age (NIH, 1993). As of September 1993, 

women accounted for 12% of the cumulative AIDS cases (CDC, 1993). As 

the rate of HIV infection for women increases, it has become necessary to 

examine the effects of introducing women into existing support groups for 

HIV infected men. Of the articles reviewed, 52% reported homogeneous 

(mostly male) group composition on the dimension of gender (Beckham, 

1988; Brauer, 1990; Christ et al., 1986; Chung and Magraw, 1992; Coleman 

and Harris, 1989; Fawzy et al., 1989; Gambe and Getzel, 1989; Getzel and 

Mahony, 1990; Grant, 1988; Hedge and Glover, 1990; Spector and Conklin, 

1987), while only two papers describe heterogeneous composition (Grief 

and Price, 1988; Mulleady et al., 1989). One particularly striking issue is 
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that four groups reported included one or two women members in pre- 

dominantly male groups (Beckett and Rutan, 1990; Field and Shore, 1992; 

Levine et al., 1991; Thompson and Wardrope, 1988). Yalom (1985) strongly 

discourages leaders from selecting patients who may be group isolates, as 

this composition repeats, rather than amends, the sense of isolation for 

which members seek group support in the first place. His theory suggests 

that these women who were placed in the predominately male groups may 

have felt further isolated, rather than understood and supported by the 

group experience. 

The curative factors most likely to be affected by the gender of group 

members are universality and group cohesiveness. 

Universality 

Two points need to be explored on the topic of universality and gen- 

der. The first is that women with HIV are perhaps the most isolated, least 

supported, and least cohesive group affected by the illness (Nichols, 1989). 

Because of the relatively smaller number of women infected and the di- 

versity of ways women can become infected, women often find themselves 

alone and feeling stigmatized. Chung and Magraw (1992) reported that 

women hope that by joining groups they will find others identical to them- 

selves, because women with HIV rarely know other HIV infected women. 

St. John (1992) describes her work using body movement exercises with 

HIV-positive women. She found that when the women assembled, there 

was a sense of relief at being together in one place as HIV-positive women. 

The isolation which these women experience reportedly has been broken 

by the experience of being with other HIV-infected women. 

The second point is that many issues men and women with HIV face 

are very different suggesting that they are not actually "in the same boat." 

For example, gynecological symptoms are often the first signs of HIV in- 

fection in women (Smeltzer and Whipple, 1991). Further, the standard of 

care in the epidemic is based on drug trials with men infected with HIV. 

Women are often categorically excluded from trials, reportedly because of 

the unknown effects of the new drugs on women's reproductive capacities 

(Hernandez, 1990, as cited in St. John, 1992; Smeltzer and Whipple, 1991). 

Thus, even though women are known to present with different medical 

complications resulting from HIV infection, the standard of care continues 

to be based on HIV infection in men. Not surprising, then, is the obser- 

vation that some women have had to inform their physicians of the 

gynecological manifestations common to women with HIV (Chung and Ma- 

graw, 1992). Therefore,  one benefit  of HIV/AIDS support  groups 
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homogeneous for gender is that women can become aware and informed 

of HIV-related complications and interventions specific to women. Women 

would then have the opportunity to learn from other women who are truly 

"in the same boat." 

There are other issues specific to HIV-infected women that are less 

likely to be of concern for men with HIV. Most women with HIV are of 

childbearing age (Smeltzer and Whipple, 1991) and, as a result, face issues 

that may arise from pregnancy. HIV-positive women who are pregnant risk 

transmitting the virus to their babies (Green, 1989; Smeltzer and Whipple, 

1991), and a pregnancy may negatively influence the mother's health, the 

course of treatment, and the course of the illness (Green, 1989; Smeltzer 

and Whipple, 1991). Also, women are typically the primary source of sup- 

port for young children (Hoffman, 1991), and many women place greater 

emphasis on caring for others over caring for themselves (Chung and Ma- 

graw, 1992). Some women find that their social roles as wives and mothers 

are changed or lost as a result of their infection (Chung and Magraw, 1992). 

They may find that people view them as promiscuous and dangerous 

(Chung and Magraw, 1992; Smeltzer and Whipple, 1991), and they are 

likely to feel stigmatized and ashamed (Wiener, 1991). As these issues are 

specific to women, it is likely that they would best be addressed in a group 

comprised of women. In women's groups, the curative factor of universality 

can offer these women support and understanding as they go through the 

shared experience of being women infected with HIV. 

Overall, these differences suggest that gender is likely to profoundly 

shape the experience of HIV and AIDS. Women's greater sense of isola- 

tion, unique clinical manifestations of HIV, and their gender specific issues 

are likely to best be treated in a support group homogeneous for gender. 

And, for women the curative factor of universality may be facilitated in 

groups homogeneous for gender. 

Group Cohesion 

As described above, attendance can be a manifestation of group co- 

hesion. Two articles specifically address the attendance of female members 

in support groups for HIV-positive members, mixed for gender. Mulleady 

et al. (1989) conducted a group in which 2/3 of group members were male, 

and one-third were female. Females attended less often than males. Field 

and Shore (1992) described their group as heterogeneous for stage of ill- 

ness, risk group, and gender. Their group consisted of two female members, 

who both terminated because they were uncomfortable in a group com- 

posed mostly of men. As indicated previously, the women's poorer 



330 Siebert and Dorfman 

attendance and premature termination may be due to a lack of group co- 

hesion in these groups which were heterogeneous for gender. 

An argument in favor of mixed gender group composition comes from 

a study in the group therapy literature. Taylor and Strassberg (1986) ex- 

plored the effects of sex composition on cohesiveness in a personal growth 

group. They found that an all women's group had significantly higher group 

cohesiveness then an all men's group. However, group cohesiveness of a 

mixed gender group resembled the cohesion of the women's group. That 

is, the mixed group reported similar levels of group cohesion as the 

women's group, and had a significantly greater level of cohesion than the 

men's group. If Taylor and Strassberg's study can be generalized to the 

population infected with HIV, then it would suggest that mixed gender 

groups may be more beneficial for men. Males may experience and benefit 

more from the curative factor of group cohesion in HIV/AIDS groups 

mixed for gender. 

In summary, the curative factor of universality seems to be more help- 

ful for women if HIV/AIDS groups are homogeneous for gender. And, the 

poorer attendance of women in mixed groups suggests that HIV/AIDS 

groups which are homogeneous for gender may offer women greater bene- 

fits from the curative factor of group cohesion. However, generalizing from 

literature on personal growth groups, the opposite may be true for men. 

SUMMARY AND CONCLUSIONS 

It is clear that there is a need for mental health services to respond 

to the HIV/AIDS epidemic, and that group therapy has been one way in 

which mental health professionals have responded. This paper explores the 

issue of group composition and how it interacts with the curative factors 

of group therapy: instillation of hope, universality, and group cohesion. Af- 

ter reviewing the literature, three points become clear. First, homogeneous 

HIV support groups are likely to develop group cohesion faster and 

stronger than heterogeneous groups (Rosenberg, 1984; Yalom, 1985). Sec- 

ond, the majority of HIV or AIDS support groups in the literature are 

composed of members who are homogeneous for at least one of the three 

variables under investigation in this paper: risk group, stage of illness, or 

gender. And third, although empirical studies attempt to explore the effi- 

cacy of group therapy, and the benefits of mixing members from the 

different stages of HIV illness, the findings are inconclusive. 

Most of the articles on group therapy with this population are de- 

scriptive, anecdotal accounts of the authors' experiences. After reviewing 

the literature, it is apparent that support groups that are homogeneous for 
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stage of illness, risk behaviors, and gender provide members with the great- 

est benefits by facilitating the critical curative factors in group therapy. 

Arguments for heterogeneous membership seem to center around the 

belief that individual differences can be overcome by the commonality of 

sharing the same HIV-positive status and medical prognosis (Brauer, 1990; 

Child and Getzel, 1989; Duhatschek-Krause, 1989; Hedge and Glover, 

1990; Spector and Conklin, 1987). This is likely to be true, but it seems 

that if groups are designed to be homogeneous for stage of illness, risk 

group, and gender, then there would be fewer differences that must be 

overcome, and cohesion can develop more rapidly. Due to the limited life 

expectancy of this population, rapid development of group cohesion may 

be important. If group cohesion can be achieved earlier in the group's de- 

velopment, then members are likely to experience benefits from the group 

in a shorter amount of time. 

This paper's conclusions suggest that clinicians interested in conduct- 

ing HIV/AIDS support groups are encouraged to select people who are in 

the same stage of HIV/AIDS illness, share the same risk groups, and are 

the same gender. Homogeneous groups would be the ideal group compo- 

sition, in which the curative factors would be facilitated. It is recognized 

that practical considerations often dictate that groups be composed of 

members that are heterogeneous on these variables. Clearly, there are ad- 

vantages of homogeneous groups, but if this is not an option for people 

with HIV or PWAs, then it would be important for groups to be composed 

of a balance in membership. To decrease this population's sense of isola- 

tion, group composition should provide members with people similar to 

themselves. 

Changes over time in the physical status of group members presents 

a concern for practitioners in conducting treatment with this population. 

For example, if a group member from a HIV-positive, asymptomatic group 

begins to develop symptoms, does he or she have to then leave the group? 

And what are the effects of leaving the group? One solution to this problem 

could be to initially have short-term, closed groups for people with asymp- 

tomatic HIV. GMHC in New York found that people often attend drop-in 

groups, and then move to a closed-membership group, designed for a long- 

term commitment (Gambe and Getzel, 1989). Perhaps time-limited, 

homogeneous groups for people who are HIV-positive, asymptomatic could 

be followed by long-term groups for people who have begun to develop 

symptoms of AIDS. 

Finally, while clinical wisdom developed through extensive and rele- 

vant experience is helpful to practitioners, empirical validation of clinical 

impressions must take place. Translating the patient's perceptual experi- 

ence of therapy into measurable and manipulatable variables is always 
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challenging. Yalom (1985) himself notes that there is "little truly definitive 

research demonstrating the efficacy of any of the therapeutic fac tors . . ."  

given the subjectivity and complexity of the group experience. Nevertheless, 

preliminary work can be devoted to operationalizing such factors as uni- 

versality and instillation of hope as measurable objective phenomena. 

Yalom and his colleagues (Yalom et aL, 1968) employed a Q-sort technique 

utilizing items written by clinicians to describe each factor. Homogeneous 

and heterogeneous groups would be compared on each relevant dimension 

(i.e. stage of illness) of group composition utilizing the operationalized 

curative factor constructs as outcome measures. However preliminary such 

efforts may be, establishing an empirical foundation for clinical decisions 

around group composition should be a priority for those committed to the 

effective treatment of the HIV patient. 
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