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§ By the end of this session, learners will be able 
to:
• Understand the disproportionate prevalence of 

trauma- and stress-related disorders among 
people living with HIV.

• Describe the relationship of trauma to decreased 
engagement in HIV care services.

• Apply best practices in trauma-informed care to 
improve engagement of clients in HIV care 
services.
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§ People living with HIV (PLWH) experience disproportionate 
trauma, which often leads to posttraumatic stress disorder 
(PTSD) (Seedat, 2012).

§ A trauma history and PTSD increase risk of acquiring and 
transmitting HIV, and are linked to disease progression and 
poor quality of life (Singer and Clair, 2003).
• HIV infection and trauma are a syndemic illness, i.e., synergistic 

epidemics whose interaction contributes to excess burden of 
disease.

§ Without well-informed care, trauma among PLWH can lead 
to highly detrimental health consequences at individual and 
population-health levels (Brezing and Freudenrich, 2015).
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§ Approximately half of PLWH report childhood physical 
or sexual abuse, which is 1.5–2 times more than the 
general population (Whetten et al., 2006; Wilson et al., 
2014).

§ Up to 90% of PLWH report at least one or more lifetime 
severe traumatic events (Pence et al., 2007). 

§ Among HIV-positive women, 55.3% lifetime prevalence 
of intimate partner violence (5 times national average) 
and 30% recent prevalence of PTSD (2 times national 
average) (Machtinger et al., 2012a). 
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§ Prevalence of acute stress disorder among HIV-
positive women is 55%, versus 38% among HIV-
positive men (Israelski et al., 2007).

§ 68% of HIV-positive women report past sexual 
assault, versus 35% of HIV-positive men 
(Kalichman et al., 2002).

§ 66% of HIV-positive women report childhood 
physical or sexual abuse; 25% report abuse by a 
partner in adulthood; 10% report abuse while 
pregnant (Villar-Loubet et al., 2014)
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§ While a trauma history is less common among HIV-positive 
men than HIV-positive women, it is still more common than 
trauma among HIV-negative men (Brezing and Freudenrich, 
2015).

§ 35% of HIV-positive men who have sex with men (MSM) 
report childhood sexual abuse, which was associated with 
higher prevalence of dissociative symptoms, and more than 
55% of this group met the criteria for PTSD (Kamen et al., 
2012a). 

§ There is comparable trauma prevalence among MSM and 
men who have sex with women, but MSM have more 
prevalent posttraumatic stress symptoms, including 
dissociation (Kamen et al., 2012b). 
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§ History of trauma and development of 
posttraumatic stress symptoms is linked with high-
risk behaviors.

§ Trauma associated with higher incidence of HIV 
transmission among both PLWH and HIV-
uninfected people (Brezing and Freudenreich, 
2015).

§ Among HIV-positive MSM, condomless anal 
intercourse with casual partners associated with a 
history of sexual abuse (Kamen et al., 2013).
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§ HIV- positive gay and bisexual men with PTSD more 
likely to have HIV transmission behaviors than their 
counterparts without PTSD (O’Cleirigh et al., 2013). 

§ Trauma related to discrimination due to race, sexual 
orientation, or HIV status is linked with condomless anal 
intercourse among HIV-positive Black men (Fields et al., 
2013).

§ Among HIV-positive Black men who have sex with both 
men and women, increased sexual risk behaviors are 
associated with PTSD symptom severity (Glover et al., 
2013).
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§ Poor adherence to antiretroviral therapy (ART) is 
correlated with more frequent childhood trauma, 
sexual abuse before onset of puberty, depression, 
and PTSD (Whetten et al., 2013; Meade et al., 
2009). 

§ HIV-positive women with recent trauma are four 
times more likely to experience ART failure 
(Machtinger et al., 2012b).

§ Having a history of trauma is also predictive of 
mortality among PLWH (Pence et al., 2012).
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§ Sexual trauma is associated with greater likelihood 
of HIV treatment failure. 
• Traumatic stress adversely impacts the immune system 

and overall physical and mental well-being (McEwan 
and Seeman, 1999).

• A study with African American men with HIV 
demonstrated that PTSD correlated with elevated 
biomarkers of stress, including cortisol and 
catecholamines (Glover et al., 2013). 

• PTSD symptom severity and psychological dissociation 
symptoms are associated with lower ART adherence  
(Keuroghlian et al., 2011).
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§ Recruited individuals with HIV from community-
based clinics for cross-sectional study;

§ Self-reported adherence measured with AIDS 
Clinical Trials Group Adherence Questionnaire;

§ Greater PTSD associated with lower odds of ART 
adherence even after controlling for depression;

§ PTSD symptoms associated with lower odds of 
adherence in individuals with high levels of 
psychological dissociation but not low levels of 
dissociation.

Keuroghlian et al., 2011
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PTSD

Interaction Effect of PTSD and Dissociation 
On Antiretroviral Medication Adherence  

Keuroghlian et al., 2011
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§ Importance of psychosocial interventions 
that target posttraumatic stress symptoms 
to maximize antiretroviral adherence in 
community populations;

§ Integration of trauma-focused treatment 
services into antiretroviral medication 
management may effectively improve 
adherence.
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§ Tailored behavioral interventions exist for 
antiretroviral adherence (e.g., Life-Steps; 
Safren et al., 2001);

§ Combined biomedical and behavioral HIV 
treatment strategies are optimal;

§ Behavioral health treatments that restructure 
distressing cognitions can improve self-care 
and physical health outcomes. 
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§ Co-occurrence of substance 
use disorders (SUDs) with 
posttraumatic stress 
symptoms is highly prevalent:
• Associated with increased 

treatment costs, decreased 
treatment adherence, and 
worse physical and mental 
health outcomes (McCauley et 
al, 2012);

§ Substance use is a common 
avoidance strategy for 
posttraumatic stress.
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§ According to the Substance Abuse and Mental 

Health Services Administration (SAMHSA, 

2014), a trauma-informed service organization: 

• Realizes widespread impact of trauma and 

understands potential paths for recovery;

• Recognizes signs and symptoms of trauma in 

clients, staff, and others involved with the system;

• Responds by fully integrating knowledge about 

trauma into policies, procedures, and practices; 

• Seeks to actively resist re-traumatization.
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§ Emergence of several evidence-informed 
treatments designed to improve posttraumatic 
stress symptoms (Brezing and Freudenreich, 
2015).

§ Implementation of these strategies to target 
effects of trauma on health has been inconsistent, 
including at ASOs.

§ This issue has recently gained more national 
prioritization with increasing concerns about 
consequences of posttraumatic stress among 
veterans.
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§ Trauma-informed approach should incorporate the 
following (Brezing and Freudenreich, 2015): 
• A trauma-sensitive practice environment

• Trainings to ensure a sense of safety in all patient interactions with 
staff members, including physicians, clinical, and administrative 
staff.

• Identification of trauma and its mediators
• Sequelae of posttraumatic stress, including poor adherence to 

treatment and high-risk behaviors. 

• Education for PLWH about connection between trauma and 
its negative behavioral and physical health outcomes

• Linkage to suitable resources and referrals for more 
specialized treatment as needed 
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§ Recent shift in focus toward trauma-informed care 
created a favorable environment in community SUD 
treatment settings for evidence-based integrated 
therapies that also target trauma and stress (Killeen et 
al., 2015; McGovern et al., 2015; Roberts et al., 2015; 
Institute of Medicine, 2008). 

§ Integrated treatments for SUDs and posttraumatic stress 
are well tolerated and improve both SUDs and PTSD. 
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§ In 2005, SAMHSA developed the National Center 
for Trauma Informed Care
• Promotes awareness and implementation of best 

practices
• Disseminates resources for and referrals for trauma-

focused treatments
• Defines trauma-informed care as an organizational 

approach rooted in principles that focus on being 
mindful of and responding to people who have 
experienced or may be at risk of trauma; rather than a 
particular set of rigid procedures 

SAMHSA, 2014
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§ Priority is to promote a sense of safety
§ Prior traumatic experiences influence reaction in 

subsequent interactions, such as the process of 
seeking care

§ A history of interpersonal trauma can contribute 
to mistrust of caretakers and increased likelihood 
of being re-traumatized. 

§ Retention in care for PLWH trauma histories 
requires engagement through collaboration, 
transparency, trust, and consistent 
supportiveness. 

Brezing and Freudenreich, 2015
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§ Screening all PLWH for a trauma history
• Extra attentiveness for subpopulations at even higher 

risk of trauma, who may have heightened sensitivity.
• Screening for intimate partner violence. 

§ If trauma is identified, care team ought to assess 
specifically for posttraumatic stress symptoms
• Hypervigilance; avoidance, numbing, re-experiencing 

through intrusive thoughts, flashbacks, nightmares; 
psychological dissociation, including amnesia, 
depersonalization, and derealization. 

Brezing and Freudenreich, 2015
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Exhibit 1.4-4: STaT Intimate Partner  
Violence Screening Tool  

1.  Have you ever been in a relationship where 
your partner has pushed  or  Slapped  you?  

2.  Have you ever been in a relationship where 
your partner  Threatened  you with violence?  

3.  Have you ever been in a relationship where 
your partner has thrown, broken,  or  
punched  Things?  

Source:  Paranjape & Liebschutz,  2003. Used  
with permission  

Exhibit 1.4-5: PC-PTSD Screen  

In your life, have you ever  had any experience  
that  was so frightening,  horrible, or upsetting  
that, in the past  month, you…  
1.  Have had nightmares about it or thought 

about it when you did not  want to?  
  YES  NO  
2.  Tried hard  not to think about it or went out  

of your  way  to avoid situations that remind-
ed you of it?  
  YES  NO  

3.  Were constantly on guard,  watchful, or  
easily startled?  
  YES  NO  

4.  Felt  numb or detached from others, activi-
ties, or your  surroundings?  
  YES  NO  

Source:  Prins et al.,  2004.  Material used is in the 
public domain.  

Exhibit  1.4-6: The SPAN  

The SPAN instrument is a  brief screening  tool  
that asks clients  to identify the trauma  in their  
past that is most disturbing to  them currently.  
It then poses four questions that ask clients to   
rate the frequency and severity with which they  
have experienced, in the past week, different  
types of trauma-related symptoms (startle,  
physiological  arousal, anger, and  numbness).  

To order this  screening instrument, use the  
following  contact information:   
Multi-Health Systems, Inc.  
P.O. Box 950  
North Tonawanda, NY  
14120-0950  
Phone: 800-456-3003  

Source:   Meltzer-Brody et  al., 1999.   

Trauma-Informed Care in Behavioral Health Services 

individuals who administer screenings, regard-
less of education level and experience, should
be aware of trauma-related symptoms,
grounding techniques, ways of creating safety 
for the client, proper methods for introducing
screening tools, and the protocol to follow
when a positive screen is obtained. (See Ap-
pendix D for information on specific instru-
ments.) Exhibit 1.4-5 is an example of a
screening instrument for trauma symptoms,
the Primary Care PTSD (PC-PTSD) Screen. 
Current research (Prins et al., 2004) suggests 
that the optimal cutoff score for the PC-PTSD 
is 3. If sensitivity is of greater concern than
efficiency, a cutoff score of 2 is recommended. 

Another instrument that can screen for trau-
matic stress symptoms is the four-item self-
report SPAN, summarized in Exhibit 1.4-6, 
which is derived from the 17-item Davidson 
Trauma Scale (DTS). SPAN is an acronym for
the four items the screening addresses: startle,
physiological arousal, anger, and numbness. It
was developed using a small, diverse sample of
adult patients (N=243; 72 percent women;
17.4 percent African American; average age =
37 years) participating in several clinical stud-
ies, including a family study of rape trauma,
combat veterans, and Hurricane Andrew sur-
vivors, among others. 
The SPAN has a high diagnostic accuracy of
0.80 to 0.88, with sensitivity (percentage of
true positive instances) of 0.84 and specificity
(percentage of true negative instances) of 0.91
(Meltzer-Brody, Churchill, & Davidson, 
1999). SPAN scores correlated highly with the
full DTS (r = 0.96) and other measures, such
as the Impact of Events Scale (r = 0.85) and
the Sheehan Disability Scale (r = 0.87). 
The PTSD Checklist (Exhibit 1.4-7), devel-
oped by the National Center for PTSD, is in
the public domain. Originally developed for
combat veterans of the Vietnam and Persian 

108 

SAMHSA, 2014
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the Sheehan Disability Scale (r = 0.87). 
The PTSD Checklist (Exhibit 1.4-7), devel-
oped by the National Center for PTSD, is in
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Exhibit 1.4-7: The PTSD Checklist  

Instructions to Client:  Below is a list of problems and complaints that people sometimes have in  
response to stressful  experiences. Please read each one carefully and circle the number  that indi-
cates how much you have been bothered by that problem  in the past month.  

1.    Repeated, disturbing memories, thoughts, or images  of a  stressful experience?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

2.    Repeated, disturbing dreams of a  stressful  experience?  
1. Not at  all   2.  A little bit   3. Moderately   4.  Quite a bit   5. Extremely  

3.   Suddenly acting or feeling  as if a stressful experience were happening  again (as if you     
were reliving it)?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

4.    Feeling  very upset when something  reminded you of a stressful  experience?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

5.   Having physical reactions  (e.g., heart pounding,  trouble breathing, sweating) when some-
thing  reminded  you of a stressful experience?  
1.  Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

6.    Avoiding thinking about  or talking about  a stressful experience or avoiding  having feelings  
 related to it?  

1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

7.    Avoiding activities or situations because they reminded you of a stressful experience?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

8.    Trouble remembering important parts of a  stressful  experience?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

9.    Loss  of interest in activities that you used to enjoy?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

10.    Feeling distant  or cut  off from other people?  
1. Not  at all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

11.    Feeling  emotionally numb  or being unable to have loving feelings  for those close to you?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

12.    Feeling  as if your  future will somehow be cut short?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

13.    Trouble falling or staying  asleep?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

14.    Feeling irritable or having angry outbursts?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

15.   Having difficulty concentrating?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

16.   Being “super-alert”  or watchful or on guard?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

17.   Feeling jumpy  or easily  startled?  
1. Not at  all   2.  A little bit   3. Moderately   4. Quite a bit   5. Extremely  

Source:  Weathers  et al., 1993. Material  used is  in the public domain.  

 

Part 1, Chapter 4—Screening and Assessment 
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§ Screening for high-risk behaviors, inadequate 
medication adherence, and poor health 
outcomes. 
• Incorporated into the treatment plan for proactive 

intervention.

§ For PLWH with negative trauma screening 
results, primary prevention through education 
about increased risk of traumatization

Brezing and Freudenreich, 2015
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§ Understanding the relationship of trauma to 
poor health outcomes is critical for PLWH

§ Helps cultivate insight about how prior 
traumatic experiences influence current health 
behaviors
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§ Randomized control trial of women living with HIV 
who had trauma histories (Puffer et al., 2011):
• Showed that psychoeducation about relationship of 

traumatic experiences to current distress and high-risk 
transmission behaviors empowered participants.

§ If referral to specific treatment for trauma, SUDs, 
or other mediators is not accessible:
• Education can enhance patients' self-awareness and 

capacity to enhance self-care and decrease likelihood 
of transmission (Brezing and Freudenreich, 2015). 
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§ If ASO has access to psychiatric, substance use 
disorder, and social services:
• Prompt referrals for specialized trauma- and 

mediator-specific treatments. 
§ Tailoring interventions for a customized 

approach to symptom reduction, including 
strategies to prevent relapse, can significantly 
enhance ART adherence and mitigate high-risk 
behaviors. 

Brezing and Freudenreich, 2015
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§ Evidence-based treatments are available for:
• Trauma recovery
• Co-occurrence of trauma and substance use disorders
• Co-occurrence of trauma and nonsubstance-related 

psychiatric disorders
• Skills to manage dysregulated affect and tolerate 

distress in the context of trauma.
§ Enhanced cognitive and behavioral coping skills 

contribute to higher patient satisfaction, lower 
distress, and a reduction in high-risk behavior. 

Brezing and Freudenreich, 2015



National Center for Innovation in HIV Care Under HRSA HIV/AIDS Bureau Cooperative Agreement U69HA27176

§ Adapting selected components of cognitive 
processing therapy for PTSD (Resick et al., 1992)

§ Focus:
• Education about posttraumatic stress; 
• Writing an Impact Statement to help understand 

how trauma influences beliefs; 
• Identifying maladaptive thoughts about trauma that 

are linked to emotional distress; 
• Decreasing avoidance and increasing resilient 

coping. 
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Part 1, Chapter 3—Understanding the Impact of Trauma 

help individuals navigate daily life (Janoff-
Bulman, 1992). For example, it would be dif-
ficult to leave the house in the morning if you 
believed that the world was not safe, that all 
people are dangerous, or that life holds no
promise. Belief that one’s efforts and inten-
tions can protect oneself from bad things 
makes it less likely for an individual to per-
ceive personal vulnerability. However, trau-
matic events—particularly if they are 
unexpected—can challenge such beliefs. 
Let’s say you always considered your driving
time as “your time”—and your car as a safe
place to spend that time. Then someone hits 
you from behind at a highway entrance. Al-
most immediately, the accident affects how 
you perceive the world, and from that moment 
onward, for months following the crash, you 
feel unsafe in any car. You become hypervigi-
lant about other drivers and perceive that oth-
er cars are drifting into your lane or failing to
stop at a safe distance behind you. For a time, 
your perception of safety is eroded, often lead-
ing to compensating behaviors (e.g., excessive
glancing into the rearview mirror to see 
whether the vehicles behind you are stopping)
until the belief is restored or reworked. Some 
individuals never return to their previous belief
systems after a trauma, nor do
they find a way to rework
them—thus leading to a 
worldview that life is unsafe. 
Still, many other individuals 
are able to return to organiz-
ing core beliefs that support
their perception of safety. 
Many factors contribute to
cognitive patterns prior to,
during, and after a trauma.
Adopting Beck and colleagues’ 
cognitive triad model (1979),
trauma can alter three main 
cognitive patterns: thoughts 

about self, the world (others/environment),
and the future. To clarify, trauma can lead
individuals to see themselves as incompetent
or damaged, to see others and the world as 
unsafe and unpredictable, and to see the future 
as hopeless—believing that personal suffering
will continue, or negative outcomes will pre-
side for the foreseeable future (see Exhibit
1.3-2). Subsequently, this set of cognitions
can greatly influence clients’ belief in their 
ability to use internal resources and external 
support effectively. From a cognitive–
behavioral perspective, these cognitions have a
bidirectional relationship in sustaining or con-
tributing to the development of depressive and
anxiety symptoms after trauma. However, it is 
possible for cognitive patterns to help protect
against debilitating psychological symptoms as
well. Many factors contribute to cognitive
patterns prior to, during, and after a trauma. 
Feeling different 
An integral part of experiencing trauma is
feeling different from others, whether or not 
the trauma was an individual or group experi-
ence. Traumatic experiences typically feel sur-
real and challenge the necessity and value of
mundane activities of daily life. Survivors 

Exhibit 1.3-2: Cognitive Triad of Traumatic Stress 
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§ Staff can familiarize themselves with the variety of 
services available in their region.

§ Time-limited, focused interventions can still lead to 
significant reduction in symptoms.
• Among PLWH, a 4-session guided written emotional 

disclosure protocol led to improvements in depression, 
posttraumatic stress, and bodily symptoms (Ironson et al., 
2013). 

§ For resource-limited areas, SAMHSA’s website lists 
hotlines, referral options, tools for online treatment, 
and support services on trauma-informed care:
• Website: www.samhsa.gov/nctic
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§ Resilience: This term refers to the ability to 
bounce back or rise above adversity as an 
individual, family, community, or provider. Well 
beyond individual characteristics of hardiness, 
resilience includes the process of using 
available resources to negotiate hardship 
and/or the consequences of adverse events. 

SAMHSA, 2014
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Potential strengths-oriented questions include: 

§ The history that you provided suggests that you’ve accomplished a great deal since the trauma. 

§ What are some of the accomplishments that give you the most pride? 

§ What would you say are your strengths? 

§ How do you manage your stress today? 

§ What behaviors have helped you survive your traumatic experiences (during and afterward)? 

§ What are some of the creative ways that you deal with painful feelings? 

§ You have survived trauma. What characteristics have helped you manage these experiences and the 

challenges that they have created in your life? 

§ If we were to ask someone in your life, who knew your history and experience with trauma, to name 

two positive characteristics that help you survive, what would they be? 

§ What coping tools have you learned from your _____ (fill in: cultural history, spiritual practices, 

athletic pursuits, etc.)? 

§ Imagine for a moment that a group of people are standing behind you showing you support in some 

way. Who would be standing there? It doesn’t matter how briefly or when they showed up in your 

life, or whether or not they are currently in your life or alive. 

§ How do you gain support today? (Possible answers include family, friends, activities, coaches, 

counselors, other supports, etc.)

§ What does recovery look like for you? 

SAMHSA, 2014
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Resilience:  Cultural, Racial, and Ethnic Characteristics  

The following list highlights characteristics that  often nurture resilience among individuals  from di-
verse cultural, racial,  and ethnic groups:  
•  Strong kinship bonds  
•  Respect  for  elders  and the importance of extended family  
•  Spirituality and religious practices (e.g.,  shrine visitations or the use of traditional healers)  
•  Value in friendships and warm personal relationships   
•  Expression of humor and  creativity  
•  Instilling  a sense of history,  heritage, and historical  traditions  
•  Community orientation, activities, and socialization  
•  Strong work ethic  
•  Philosophies and beliefs about life,  suffering,  and perseverance  

“Fortune owes its  existence to misfortune, and misfortune is  hidden in fortune.”  

–Lao-Tzu teaching, Taoism  (Wong  & Wong, 2006)  

Trauma-Informed Care in Behavioral Health Services 

Age 
In general, the older one becomes, the higher
the risk of trauma—but the increase is not 
dramatic. Age is not particularly important in
predicting exposure to trauma, yet at no age is
one immune to the risk. However, trauma that
occurs in the earlier and midlife years appears 
to have greater impact on people for different
reasons. For younger individuals, the trauma
can affect developmental processes, attach-
ment, emotional regulation, life assumptions,
cognitive interpretations of later experiences,
and so forth (for additional resources, visit the 
National Child Traumatic Stress Network;
http://www.nctsn.org/). For adults in midlife,
trauma may have a greater impact due to the
enhanced stress or burden of care that often 
characterizes this stage of life—caring for 
their children and their parents at the same 
time. Older adults are as likely as younger
adults to recover quickly from trauma, yet they
may have greater vulnerabilities, including
their ability to survive without injury and their
ability to address the current trauma without
psychological interference from earlier stress-
ful or traumatic events. Older people are natu-
rally more likely to have had a history of
trauma because they have lived longer, thus 
creating greater vulnerability to the effects of
cumulative trauma. 

Race, ethnicity, and culture 
The potential for trauma exists in all major
racial and ethnic groups in American society,
yet few studies analyze the relationship of race 
and ethnicity to trauma exposure and/or trau-
matic stress reactions. Some studies show that 
certain racial and ethnic groups are at greater
risk for specific traumas. For example, African
Americans experienced higher rates of overall 
violence, aggravated assault, and robbery than
Whites but were as likely to be victims of rape 
or sexual assault (Catalano, 2004). Literature 
reflects that diverse ethnic, racial, and cultural 
groups are more likely to experience adverse 
effects from various traumas and to meet crite-
ria for posttraumatic stress (Bell, 2011). 
Sexual orientation and gender identity 
Lesbian, gay, bisexual, and transgender indi-
viduals are likely to experience various forms 
of trauma associated with their sexual orienta-
tion, including harsh consequences from fami-
lies and faith traditions, higher risk of assault
from casual sexual partners, hate crimes, lack 
of legal protection, and laws of exclusion
(Brown, 2008). Gay and bisexual men as well 
as transgender people are more likely to expe-
rience victimization than lesbians and bisexual 
women. Dillon (2001) reported a trauma ex-
posure rate of 94 percent among lesbian, gay, 

56 

SAMHSA, 2014
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§ Identifying and involving family and other social 
supports is important during treatment plan 
implementation for PLWH who have trauma histories. 

§ For serodiscordant couples, individual treatment of 
trauma may not be as successful as strategies that 
include both the HIV-positive person and their 
significant other (Jones et al, 2013). 

§ Friends and family can be helpful in detecting problems 
early and often function as advocates for PLWH seeking 
services (Brezing and Freudenreich, 2015). 
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Alex S. Keuroghlian, MD MPH
The National Center for Innovation in HIV Care
1340 Boylston Street, 8th Floor
Boston, MA 02215
Phone: (617) 927-6354
Email: nationalhivcenter@fenwayhealth.org
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