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Traumatisation, psychological defence style, coping,
symptomatology, and social support in HIV-positive:
A pilot study
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This paper examines degree of traumatisation, defence styles, coping strategies, symptomatology, and social support in a small sample of
HIV-positive men and women in an effort to ascertain the psychological implications of living with Human Immunodeficiency Virus (HIV).
Traumatisation and the potentially mediating effects of defence styles have only been the subject of a few studies of HIV positives. The
study is based on a socio-demographic questionnaire, the Impact of Event Scale, the Defence Style Questionnaire, the Coping Styles
Questionnaire, the Trauma Symptom Checklist, and the Crisis Support Scale. A degree of traumatisation that warrants treatment was
found together with an association between particular coping strategies and symptomatology, and particular defence styles and
symptomatology, respectively. Social support had increased over time, which is contrary to other research findings on social support.
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INTRODUCTION

The majority of the 5000 Danes known to be infected with
the HIV-virus are male homosexuals (States Seruminstitut,
1995). Lately, however, an increasing number of those
infected are women (Sundhedsstyrelsen, 1995). The 5000
constitutes a relatively small percentage of the total Danish
population, but it is still surprising to find that the bulk of
research, in Denmark, within the area of HIV has focused
on medical aspects and interventions that may prevent or
postpone the development of full-blown AIDS. To date,
there has only been one empirical study of the psychologi-
cal implications of living with HIV (la Cour, 1987). It is
based on the intensive testing of nine individuals. It shows
that they suffer from considerable cognitive deficits, primi-
tive defence mechanisms, denial and personality changes,
including the beginning disintegration of personality.

A diagnosis of HIV may be viewed as a traumatic event
followed by continuous adjustment to a number of social,
physical and psychological losses before the final stage of
death. With a diagnosis of HIV follow prejudice and stig-
matisation, which makes HIV unique and unlike any other
progressive and terminal diseases that we know of today.
Realising the number of issues an individual diagnosed with
HIV has to face, it is surprising that traumatisation among
HIV-positive has been overlooked. Only a few studies have
explicitly studied degree of traumatisation. Kurdek and
Siesky (1990) applied the Impact of Event Scale (IES) by
Horowitz et al. (1979). However, analysing the data, the
authors choose to reduce the number of variables and
submit the IES together with the Ways of Coping Scale to
a factor analysis, and thus, specific measures of traumatisa-
tion are lost. Kelly and Raphael (1993) studied the mental
adjustment of 24 HIV-positive men using a modified ver-

sion of the IES. The IES was presented twice. First the
participants were asked to think of the time when they were
told that they were infected with HIV. Second they should
focus on their response to the threat of death from HIV
infection. The authors do not report the total score or the
score values of the Intrusion and Avoidance subscales from
the two situations. Intrusion scores after being told of the
HIV diagnosis were positively correlated with Intrusion and
Avoidance scores relating to the threat of death. Further-
more, a strong avoidance reaction at the time of diagnosis
also implicated a strong avoidance reaction concerning the
threat of death. Both Intrusion subscales, but none of the
Avoidance subscales, were highly and positively correlated
with GHQ and other measures of mental adjustment.

Several researchers have looked at the prevalence of
psychiatric morbidity and found it to be higher in HIV-pos-
itive (Brown et al., 1992; McDaniel et al., 1995; Moore et
al., 1994). Others have found psychiatric morbidity to be
related to symptoms of HIV disease only (Kalichman et al.,
1995; Fell et al., 1993) and some have found no evidence
for a higher prevalence (Pergami et al., 1994; Rabkin et al.,
1990). No studies have looked at defence styles to investi-
gate whether they may play a role in mediating or enhanc-
ing psychopathology, as it would seem possible that
HIV-positive relying on mature defence styles may better be
able to adapt to living with HIV and consequently avoid
some psychological sequelae.

Social support has been shown to have a significant
mediating effect against psychopathology in a number of
studies of HIV-positive (Nott et al., 1995; Belkin et al.,
1992). Social support has also been shown to impact posi-
tively on immunological status (Wolf et al., 1991). Ensuring
a high prevalence of social support for individuals with
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HIV therefore seems to be of primary importance. But
social support may not be available unlimited. Paap (1981)
argues for the existence of unspoken rules as to what
constitutes a proper duration for coming to terms with a
traumatic event, and if the victim exceeds this limit, social
support may be withdrawn. Kaisch and Anton-Culver
(1989) found support for Paap’s (1981) notion, whereas
Lackner et al. (1993) found social support to be stable over
a five-year-period in HIV-positive. Unlike traumatisation
and the potentially mediating effects of defence styles,
social support is not a variable that has been overlooked,
but there seems to be no consensus as to whether social
support decreases, increases, or remains stable with time.

The purpose of this study was to investigate whether
HIV-positive are traumatised, what type of defence styles
and coping strategies they most frequently resort to, preva-
lence of symptomatology, levels of social support and
whether social support changes since time of diagnosis.

METHOD

Participants

The participants were 19 individuals diagnosed with HIV. They
were either patients at the HIV/AIDS Clinic at Marselisborg
Hospital, Aarhus, or participating in an HIV support group. Four
of the 19 were women. All women were heterosexual. Thirteen of
the men were homosexual, one man was bisexual and one was
heterosexual. The age range of the participants was 23–51 years
with a mean age of 39,5. Time lapsed since diagnosis of HIV varied
from 9 months to 11 years with a mean of five years and eight
months.

Materials

The questionnaire included a section on demographic factors,
disease progression, life events, communication, consultation and
satisfaction with doctors, social welfare, and support groups, etc.,
and change of life perspective. The Impact of Event Scale (IES)
(Horowitz et al., 1979) was included to measure degree of trauma-
tisation, the Defence Style Questionnaire 40 (DSQ 40) (Andrews et
al., 1993) to measure defence style, the Trauma Symptom Checklist
33 (TSC-33) (Briere & Runtz, 1989) to measure symptomatology,
the Coping Styles Questionnaire (CSQ) (Roger et al., 1993) to
measure coping strategies, and the Crisis Support Scale (CSS)
(Joseph et al., 1992a,b) to measure social support.

RESULTS

All participants reported having told somebody of their
HIV-seropositivity status within two-three weeks of their
diagnosis. 10 participants felt that they had been ‘‘open’’ or
‘‘very open’’ about their disease immediately following
diagnosis, and 16 participants felt that they were ‘‘‘open’’
or ‘‘very open’’ at the time of this study. Two thirds of the
participants had undergone another major life change in
the course of the last one year, such as e.g. loss of job,
retirement, loss of partner, etc.

Participants, who knew how they had been infected, all
identified their sexual partner as the source of infection. All

participants had undergone treatment at a hospital and
judged the treatment as positive. Almost all had consulted
their own doctor, 69% of whom judged this treatment as
satisfactory. Two thirds of the participants had had some
contact with AktHIV-huset, a support group for individu-
als with HIV, and they were all satisfied with this contact.
Two thirds of the participants had also had some dealings
with social welfare, 73 percent of whom were satisfied with
this. Half of the participants stated that they had had
contact with other organisations, 70% of whom were sa-
tisfied with these contacts. 80% said that their diagnosis of
HIV-seropositivity had changed their attitude towards life.

Feelings of guilt and self-reproach were widespread
among the participants. Feelings of self-reproach in connec-
tion with something that they had omitted to do before
their diagnosis of HIV was expressed by 47% and selfblame
in relation to something that they had done before the
diagnosis was mentioned by 37%. After the diagnosis 26%
had guilt feelings because of both something they did and
something they omitted to do. Feelings of having let others
down and blaming others were prevalent in 26%, whereas a
feeling of having let oneself down was less prevalent consti-
tuting 16%.

TRAUMATISATION

The total mean score on the Impact of Event Scale was
20.3, with a mean level of intrusion of 12.2 and a mean
level of avoidance of 8.3 (Table 1).

COPING

Mean values for reliance on the four types of coping
strategies are shown in Table 1. As a comparison, in Table
1 is also shown the reliance on the same coping strategies
among 1306 readers of ‘‘Forskningsnyt fra Psykologien’’
(1) and psychology students (Elklit, 1996). As is evident, the
HIV-positive relied more on rational coping followed by
detached coping, whereas the comparison group relied
more on rational coping followed by avoidance coping. The
HIV-positive rely on all four types of coping strategies to a
greater extent than the comparison group. The difference
between the two groups is least with regard to rational
coping but greatest with regard to emotional coping.

DEFENCE STYLE

The average frequency of the employment of defence styles
is shown in Table 1. As is evident, there is no significant
difference between the HIV-positive and a comparison
group consisting of 320 readers of ‘‘Forskningsnyt fra
Psykologien’’ and psychology students (Elklit, 1997a). The
HIV-positive rely somewhat more on mature and neurotic
defence styles, but less on immature defence styles.
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Table 1. Endorsements on the scales of traumatisation, coping, defence style, symptomatology and social support

Means
(Elklit, 1996 No. of Means divided

Means & 1997a items Range SD by no. of items

IES:
Total 20.3 15 3–49 12.39 1.35
Intrusion 12.2 7 0–25 8.00 1.74
Avoidance 8.3 8 0–28 6.58 1.03
CSQ:
Avoidance 26.26 11.99 13 19–36 4.52 2.02
Detached 33.38 10.57 15 25–40 3.84 2.22
Emotional 31.11 8.05 16 26–41 3.56 1.94
Rational 39.59 22.44 16 33–53 4.85 2.47
DSQ:
Mature 49.44 47.11 8 38–61 6.78 6.18
Neurotic 39.11 37.30 8 24–57 7.80 4.89
Immature 81.81 87.03 24 47–127 25.07 3.26
TSC:
Depression 17.74 16.79 9 14–22 2.31 1.97
Anxiety 11.16 11.00 7 8–16 2.12 1.59
Dissociation 10.95 10.06 7 8–15 2.25 1.56
Aggression 3.68 5.71 3 3–5 0.75 1.23
Interpersonal

sensitivity 9.44 11.22 6 6–14 2.20 1.57
Pos. sexual

abuse trauma 10.32 8.18 6 7–14 1.57 1.72
Sleep

disturbance 8.16 6.27 4 6–14 1.80 2.04
Somatisation 9.79 10.71 6 7–14 1.93 1.63
CSS:
Soc. aup. upon

diagnosis 32.94 6 19–45 6.95 4.70
Soc. Sup.

today 34.56 7 27–42 4.58 5.76

SYMPTOMATOLOGY

Average values and comparison values are shown in Table
1 (Elklit, 1997a). The HIV-positive score significantly
higher on sleep disturbance, possible sexual abuse trauma
and depression and significantly lower on aggression.

SOCIAL SUPPORT

On a seven-point-Likert scale with 7 being the maximum,
the HIV-positive rated the availability of social support
upon diagnosis at an average of 4.70. At the time of this
study, social support had increased to 5.76.

RELATIONS BETWEEN DEPENDENT VARIABLES

Table 2 shows the relation between traumatisation, coping,
defence style, symptomatology and social support.

� Individuals, who scored higher on the IES avoidance
subscale, tended to rely more on avoidance and emo-
tional coping, immature defence mechanisms, have more
symptoms of aggression and score higher on possible
sexual abuse trauma. Individuals with a high total IES
score relied more on emotional coping.

� There was a positive relationship between rational and
detached coping. Individuals relying extensively on ra-
tional coping had a low prevalence of depression. Indi-
viduals relying on avoidance coping suffered less from
somatisation and received less social support at the time
of diagnosis. Individuals using detached coping suffered
from less dissociation, whereas those using emotional
coping strategies scored higher on interpersonal sensitiv-
ity and aggression.

� In addition to what has already been mentioned on
defence styles, the use of mature defence styles was
associated with less depression.

� On the measures of symptomatology, higher scores on
depression were associated with higher scores on inter-
personal sensitivity, and less social support at the time
of the study. Individuals, who scored higher on anxiety
scored higher on dissociation, possible sexual abuse
trauma, and somatisation, respectively. Dissociation was
also positively correlated with possible sexual abuse
trauma, and somatisation.

� Social support at the time of diagnosis was associated
with less reliance on avoidance coping. Social support at
the time of study was associated with less depression.

© 1998 The Scandinavian Psychological Associations.
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Table 2. Relation between dependent 6ariables : Pearson ’s correlation coefficients

IES CSQ DSQ TSC CSS

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

1 IES Total
2 Intrusion 0.875)

3 Avoidance 0.815) 0.41
4 Avoidance 0.38 0.10 0.501)

5 Detached 0.11 0.11 0.10 0.10
6 Emotional 0.571) 0.33 0.673) 0.18 −0.24
7 Rational −0.15 −0.10 −0.16 −0.02 0.501) −0.42
8 Mature 0.12 0.05 0.17 0.26 0.21 −0.22 0.41
9 Neurotic 0.35 0.34 0.25 0.23 0.23 0.01 0.42 0.36

10 Immature 0.42 0.16 0.723) 0.42 −0.07 0.35 −0.21 −0.10 0.24
11 Depression 0.16 0.16 0.14 −0.30 −0.08 0.33 −0.531) −0.541) −0.25 0.01
12 Anxiety 0.32 0.28 0.29 0.03 0.21 0.12 0.11 −0.04 0.41 0.23 0.26
13 Dissociation 0.18 0.08 0.25 −0.02 −0.511) 0.28 −0.19 −0.27 0.42 0.23 0.33 0.714)

14 Aggression 0.38 0.17 0.491) 0.29 −0.16 0.694) −0.25 −0.17 −0.02 0.23 0.40 0.00 0.15
15 Interpersonal 0.44 0.36 0.40 0.21 −0.04 0.531) −0.30 0.05 −0.07 −0.16 0.471) 0.20 0.17 0.33

sensitivity
16 Pos. Sex. 0.33 0.13 0.433) 0.34 0.32 0.09 0.20 −0.14 0.24 0.33 0.27 0.714) 0.461) 0.33 0.27

Abuse Trauma
17 Sleep −0.08 0.07 −0.21 −0.03 0.46 −0.14 0.28 −0.15 0.43 −0.04 0.05 0.18 −0.04 −0.08 0.09 0.24

Disturbance
18 Somatisation −0.21 −0.11 −0.13 −0.491) 0.03 −0.03 0.02 −0.20 0.15 −0.29 0.44 0.531) 0.491) −0.24 −0.14 0.08 0.19
19 Soc. sup. upon −0.08 0.20 −0.39 −0.521) −0.08 −0.33 0.23 0.08 0.09 −0.44 0.00 0.25 0.16 −0.43 −0.38 0.01 −0.12 0.38

diagnosis
20 Soc. sup. now −0.39 −0.26 −0.41 0.18 −0.09 −0.32 0.28 0.02 0.28 −0.22 −0.461) 0.38 0.24 −0.24 −0.03 0.20 0.32 0.07 0.15

1) pB0.05 2) pB0.01 3) pB0.005 4) pB0.0001 5) pB0.0005.
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DISCUSSION

The diagnosis of HIV-seropositivity had changed the ma-
jority of the participants’ lives. This finding is meaningful,
given the terminal character of the disease and its psycho-
logical, medical and social ramifications. The majority of
the participants were relatively open about their HIV-
seropositivity status, which is contrary to the findings of
Leukefeld and Fimbres (1987). This may be due to a
recruitment effect as most of the participants were recruited
through AktHIVhuset. They are actively involved in the
issues pertaining to their disease and as a consequence,
perhaps also more open. The difference in openness might
also be due to attitudinal changes in society during the last
decade.

Feelings of guilt were relatively high among the partici-
pants, ranging from 26–47 percent, which is at par with or
higher than that of other studies of traumatisation (Elklit,
1997b ; Joseph et al., 1993). Guilt is also considered one of
the common reactions to an HIV diagnosis (Morin et al.,
1984). Guilt about letting others down was higher than
guilt about letting oneself down. Joesph et al. (1993) found
a similar occurrence in survivors of a ship disaster as did
Elklit (1997b) in survivors of an explosion. Guilt about
things not done before the diagnosis was more common
than guilt about things done. Joseph et al. (1993) found a
similar occurrence, whereas Elklit (1997b) found no differ-
ence. Perhaps HIV-positive feel that they may have been
able to avoid contracting the virus and now blame them-
selves that they did not or were not able to.

The HIV-positives in this study showed clear signs of
traumatisation on the IES. Horowitz et al. (1979) have
suggested three cut-off points in order to determine a low
(58.5), a medium (8.6–19) or a high (\19) degree of
traumatisation. Half of the participants in this study had a
score that was higher than 19 and thus, according to
Horowitz’ definition require treatment. In addition, trau-
matisation was positively correlated with emotional coping
and interpersonal sensitivity, which indicates that the HIV-
positive are under considerable strain. Clinically, the impli-
cation of this finding is that it may be important to examine
HIV-positive for degree of traumatisation, as they are likely
to develop psychopathology, if untreated.

The HIV-positives relied on all four types of coping
strategies to a greater extent than the comparison group
and relied on the strategies of avoidance and emotional
coping more than twice as often as the comparison group.
Avoidance and emotional coping are generally considered
maladaptive (Roger et al., 1993). However, given that HIV
constitutes a life-threatening and chronic stressor, a disease
which is highly stigmatised, but also one that involves
alternating symptomatic and asymptomatic phases, it
would seem likely that different types of coping responses
may be adaptive at different stages of the disease. Perhaps
the nature of HIV entices the individual to rely on these

forms of coping strategies as anything else would be un-
bearable in the long run.

The HIV-positive relied more on mature and neurotic
defence styles, but less on immature defence styles com-
pared to the comparison group. The employment of imma-
ture defence styles was positively associated with avoidance
on the traumatisation scale. A mature defence style pattern
was negatively associated with depression and a neurotic
defence style pattern was positively associated with anxiety,
dissociation and sleep disturbance on the symptomatology
scale. In general, the HIV-positive did not score signifi-
cantly higher on symptomatology compared to the com-
parison group. In fact, on some sub-scales the HIV-positive
scored lower than the comparison group. These findings
support the notion that defence styles may enhance or
mediate symptomatology.

Those individuals, who had received a diagnosis more
recently (61 months ago or less), were in retrospect signifi-
cantly more satisfied with the social support available to
them at the time of diagnosis than those individuals, who
had had their diagnosis for a longer duration. Perhaps with
disease progression and the continuous struggle against
opportunistic infections, one’s attribution system changes
resulting in a devaluation of social support received at the
time of diagnosis.

A comparison of social support immediately after diag-
nosis and at the time of this study, showed that all items on
the scale received a higher endorsement at the time of
study. This indicates that, generally, the amount of social
support available to the participants had increased over
time, which is contrary to the findings of Kaisch and
Anton-Culver (1989). In addition, this finding may indicate
that physical symptoms may not necessarily interfere with
social functioning as described by Turner et al. (1993),
although no specific measures of physical manifestions of
the disease were included in this study. Alternatively, it may
be that an increase in social support over time has not
actually taken place, but that the participants with deterio-
ration and disease progression have changed their percep-
tion of the extent to which social support is available to
them, so that in fact it is an imagined increase.

The findings in this study are limited in their generalis-
ability due to the relatively few number of participants, the
unequal representation of men and women, and the lack of
a control group. Generalisability may be further limited
due to the non-inclusion of HIV symptom status. In addi-
tion, the majority of the participants in this study were
already seeking support through a support group and may
differ significantly from those who do not seek outside help.
Moreover, cause and effect cannot be determined, as the
findings were based on correlational data.

Despite these methodological concerns, it may be impor-
tant to include traumatisation and defence styles together
with other psychosocial variables in future research in order
to obtain as complete a picture as possible of the implica-
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tions of living with HIV and AIDS. Further research
should investigate the degree of traumatisation and the
plausible mediating effects of defence styles in a larger
population of HIV-positive in order to elaborate on the
findings of this study.
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