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Abstract
Psychological and behavioral adaptation to HIV is integral to long-term survival. Although most
research on coping with HIV has focused on factors associated with poor adaptation, recent research
has expanded to include positive concomitants of adaptation, such as benefit finding. This study
examined the occurrence of benefit finding among HIV+ men and women and evaluated the potential
relevance of benefit finding to positive health behavior and psychosocial adaptation. HIV+
participants (N = 221) recruited during outpatient care completed self-report assessments of benefit
finding, social support, depression, HAART adherence, substance use, and physical activity. In a
series of multivariate analyses that controlled for demographic and health status variables, benefit
finding was associated with lower depression scores, greater social support, and more physical
activity, but showed no association to HAART adherence or substance use. The association of benefit
finding to depression was partially mediated by differences in social support. Thus, benefit finding
may improve psychological adjustment by motivating patients who experience stress-related growth
to seek improved social support.

The success of highly active antiretroviral treatments (HAART) has dramatically improved
the health outlook for people living with HIV (Volberding, 2003). Indeed, life expectancy
estimates for persons living with HIV now mirror those seen among patients with type 1
diabetes (Lohse et al., 2007). However, HIV remains a highly stigmatized illness (Vanable,
Carey, Blair, & Littlewood, 2006) and maintaining optimal health requires that patients manage
multiple challenges and stressors. Within this context, research on coping with HIV has focused
on factors associated with poor adaptation, including studies examining risk factors for
depression, anxiety, and substance abuse disorders (Bing et al., 2001; Cruess et al., 2003).
However, several studies indicate that a subset of HIV+ men and women perceive benefit
accruing from their HIV-related experiences (Dunbar, Mueller, Medina, & Wolf, 1998;
Mosack, Abbott, Singer, Weeks, & Rohena, 2005; Schwartzberg, 1993; Siegel & Schrimshaw,
2000).

“Benefit finding” refers to the efforts that individuals make to look for the positive aspects in
their life while experiencing stressors and to look for good things that can be learned from that
experience (Tennen & Affleck, 2002). Findings from research with other medical populations
suggest that benefit finding in the context of a major medical stressor may be associated with
improved psychosocial and behavioral adaptation (Affleck, Tennen, Croog, & Levine, 1987;
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Antoni et al., 2001; Carver & Antoni, 2004; Mohr et al., 1999; Pakenham, 2005; Petrie, Buick,
Weinman, & Booth, 1999; Sears, Stanton, & Danoff-Burg, 2003; Tomich & Helgeson,
2004). Research on benefit finding in the context of HIV is limited so, in the present study, we
clarify the relevance of benefit finding to health behavior adaptation and adjustment among
people living with HIV disease.

Several theoretical frameworks address how some individuals may derive benefits from a life-
threatening medical illness. For example, the theory of cognitive adaptation (Taylor, 1983;
Taylor, Kemeny, Reed, Bower, & Gruenewald, 2000) proposes that perceiving benefits in
response to a chronic stressor such as HIV can be viewed as a cognitive strategy used to
counteract the negative impact of the disease; benefit finding can help a person to find meaning,
gain mastery, and maintain self-esteem in the face of a serious illness (Taylor, 1983; Taylor et
al., 2000). On this basis, the theory posits that cognitive adaptation in the form of benefit finding
may minimize adverse health outcomes by reducing distress, which may in turn affect the
physiological underpinnings of disease and improve health behaviors (Taylor et al., 2000).
Thus, benefit finding may in part represent an “adaptive illusion” that serves to lessen the
emotional impact of traumatic life events. In the context of HIV disease, a case can be made
that an HIV diagnosis may also lead to actual as well as subjectively perceived life
improvements. For example, prior to their HIV diagnosis, many HIV+ individuals face
disadvantages stemming from poverty, psychiatric illness, drug addiction, unemployment, and
housing difficulties. By entering into care for HIV, a subset of newly diagnosed individuals
may, for the first time, gain access to regular medical care, social services, and disability
benefits. Thus, consistent with the conservation of resources theory (Hobfoll, 1989, 2002), an
HIV diagnosis may lead to the acquisition of tangible resources and positive changes,
particularly for individuals whose life circumstances made them vulnerable to HIV in the first
place. Whether benefit finding occurs through acquisition of tangible resources, a process of
positive reappraisal, or a combination of both, individuals who perceive HIV as having some
positive impact on their lives may be less distressed and more motivated to pursue adaptive
health behaviors.

Health behavior changes (e.g., reduced substance use, improved diet) are commonly endorsed
as positive changes that result from an HIV diagnosis (Siegel & Schrimshaw, 2000) and several
studies note an association between benefit finding and improved health among HIV+ people
(Bower, Kemeny, Taylor, & Fahey, 1998; Milam, 2006b). There is some evidence suggesting
that benefit finding is related to initiation of HAART, possibly through improvements in health
status (e.g., Judd et al., 2000; Rabkin, Ferrando, Lin, Sewell, & McElhiney, 2000), but few
studies have explored the possibility that benefit finding promotes adherence to HAART. To
date, findings from research investigating the association of benefit finding to specific health
behaviors among HIV+ people have been mixed. Milam (2006b) found a small inverse
association of perceived growth to alcohol and drug use, but no association of benefit finding
to HIV medication adherence or physical activity. In an earlier study, benefit finding was
associated with lower levels of alcohol use and more healthful eating (Milam, 2004), but
showed no association to smoking, exercise, or illicit drug use. Research involving HIV+
women (Weaver et al., 2005) and HIV/AIDS clinic patients in India (Luszczynska, Sarkar, &
Knoll, 2007) provides support for a positive association between benefit finding and adherence
to HAART. In the present study, we sought to clarify the relevance of benefit finding to health
behavior adaptation by characterizing the association of benefit finding to HAART adherence,
physical activity, cigarette and alcohol use, and drug abuse problems. We propose that patients
who perceive benefits and opportunities for personal growth stemming from their illness will
be more motivated to adopt behavior changes that promote long-term survival, such as
adherence to prescribed HIV medications.
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Benefit finding may also have important implications for psychological adjustment among
HIV+ men and women. A recent meta-analysis suggests that benefit finding in response to
traumatic stress is associated with fewer depressive symptoms across a variety of medical and
non medical populations (Helgeson, Reynolds, & Tomich, 2006). However, average effect
sizes were small (r = −.09) and there was considerable heterogeneity in findings across studies.
Further, only two of the 17 studies that assessed depression involved HIV+ patients. One of
those studies (Milam, 2004) found no association between baseline levels of benefit finding
and depression levels over time whereas the other found a negative association of benefit
finding and depression in a sample of HIV+ women (Updegraff, Taylor, Kemeny, & Wyatt,
2002). A third more recently published study confirmed a cross-sectional association between
perceived growth and depression in a sample of HIV+ men and women (Milam, 2006b).
Additional research is warranted to clarify the strength of the association between benefit
finding and psychological adjustment and to explore potential mechanisms linking benefit
finding to improved mental health outcomes.

One way in which benefit finding may promote improved emotional adjustment is through
changes in social support. Patients from a variety of medical populations, including HIV,
frequently endorse “improved relationships” as a positive outcome of their illness experience
(Dunbar et al., 1998; Petrie et al., 1999; Siegel & Schrimshaw, 2000; Thornton, 2002;
Updegraff et al., 2002). Although a substantial body of research indicates that social support
is associated with better psychological adjustment and use of adaptive coping strategies among
HIV+ patients (Hall, 1999; Pakenham & Rinaldis, 2001; Serovich, Kimberly, Mosack, &
Lewis, 2001), only two studies have examined the relationship between social support and
benefit finding. In a small sample of HIV+ women recruited via community outreach, emotion-
focused social support was found to be associated with stress-related growth (Siegel,
Schrimshaw, & Pretter, 2005). Similarly, social support (i.e., emotional, informational, and
instrumental) was associated with greater benefit finding among HIV+ patients recruited from
three HIV treatment clinics in India (Luszczynska et al., 2007). An additional goal of the present
study was to characterize the association of benefit finding to perceived social support and to
test the hypothesis that the association of benefit finding to depression is mediated by
differences in perceived social support.

To summarize, benefit finding may have important implications for understanding health
behavior adaptation, psychosocial adjustment, and health outcomes among HIV+ individuals.
Accordingly, in the present study we: (a) characterize the occurrence of benefit finding in a
clinic based sample of HIV+ men and women; (b) describe the association of benefit finding
to demographic and health status variables; and (c) present bivariate and multivariate analyses
concerning the association of benefit finding to health behaviors (HAART adherence,
substance use, and physical activity) and psychosocial adjustment (social support, and
depression). We used a cross-sectional design to test the hypothesis that HIV+ patients who
perceive benefits and opportunities for personal growth stemming from their illness would
report better HAART adherence, more physical activity, less substance use, and fewer
depressive symptoms. In addition, we predicted that the association of benefit finding to
depression would be mediated by differences in social support.

Method
Participants

Participants were recruited from a university-based Infectious Disease Clinic in central New
York State during a 16 month period beginning in July, 2001. A patient was eligible for the
study if she or he was 18 years of age or older, HIV+, English speaking, and capable of
providing informed consent. A total of 314 patients met eligibility criteria and were invited to
participate. Among eligible participants, 76% consented to participate (N = 240). A subset of
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consenting participants were excluded due to poor data quality or early withdrawal from the
study, yielding a final study N of 221 (44% female).

The mean age of participants was 40 years old (range 22–59). Of these, 42% self-identified as
African-American, 46% Caucasians, 4% Native American, 4% Asian/Pacific Islander, and 4%
“other.” Most participants reported that they were unemployed (67%), and 62% reported a
yearly income under $10,000. Thirty-seven percent of participants had less than a high school
diploma, 37% graduated high school, and 27% had completed some college. The average time
since testing positive was 7 years, 37% had an undetectable viral load, and the mean CD4+
count was 500. The mean number of HIV-related symptoms reported was 13 out of a possible
20 and the mean discomfort score was 1.4. Seventy-eight percent of participants were currently
taking HAART.

Procedure
A clinic nurse informed patients about the study and obtained verbal consent from the patient
regarding his or her willingness to be introduced to a research assistant (RA). Patients who
provided verbal consent were introduced to the RA, who informed the patient of the study goals
and procedures. Patients were told that they would be asked to respond to sensitive questions
about their health behaviors, mental health, and substance use, and were informed that they
would receive $10 for participation. In addition, participants consented to allow research staff
to access their medical records in order to obtain data points for current health status. All
research participants provided written informed consent prior to the start of the study.

Literacy difficulties are common among persons in care for HIV (Kalichman & Rompa,
2000). To reduce survey administration difficulties related to literacy limitations, data
collection for low-literacy participants (those scoring below the 9th grade reading level on the
Rapid Estimate of Adult Literacy in Medicine; Davis et al., 1993) and participants for whom
clinic or research staff expressed concerns about their capacity to understand the written
questionnaire was completed using either an audio computer-assisted self-interview (n = 19;
ACASI) or a face-to-face interview with an RA (n = 15). Interview administration was used
in instances when the computer was unavailable (i.e., the assessment room equipped with the
computer was already being used).

Measures
Demographics—Descriptive information, including age, employment status, ethnicity,
education, and income was assessed using standardized questions developed in previous
research with the population.

Medical records data—Patients’ medical records were accessed to obtain data on health
status and clinic attendance for the past year. Data reported in the current study consisted of
viral load (detectable vs. undetectable) and CD4+ count at the time of study participation, and
AIDS diagnosis (yes/no).

HIV-related symptoms—A validated self-report measure of HIV-related symptoms
assessed both physical and cognitive symptoms associated with HIV disease and treatment
(Justice et al., 2001). The questionnaire includes a list of 20 common symptoms, and requires
the patient to rate the degree to which each symptom has been bothersome to them within the
last month on a 5-point Likert scale (0–4) with higher scores indicative of greater symptom
severity. An HIV symptom discomfort score was computed based on participants’ mean
response across the 20 items. In addition, a sum score of the number of HIV-related symptoms
endorsed (symptoms rating > 0) was computed. In the current sample, this measure displayed
high internal consistency (α = .91).
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Depressive symptoms—Symptoms of depression were assessed using the Center for
Epidemiological Studies Depression Scale (CES-D; Radloff, 1977). This 20-item
questionnaire assesses the occurrence of cognitive, affective, motivational, and somatic
symptoms within the last week and has been used extensively in both the general population
and with samples of HIV+ men and women. Studies employing the CES-D to assess depressive
symptoms among HIV+ individuals reveal average scores around 25, with a majority of
participants scoring above the usual cut-off of 16 (Catz, Gore-Felton, & McClure, 2002; Farber,
Mirsalimi, Williams, & McDaniel, 2003). In the current study, scores on the CES-D were
treated as a continuous variable (α = .92 in the current sample).

Social Support—Perceived social support was measured across five domains related to
living with HIV: assistance with financial problems, help with daily chores, talking about your
illness, emotional support, and help with taking HIV medications (Alferi, Carver, Antoni,
Weiss, & Duran, 2001). Participants reported on the extent to which they felt they could count
on their (a) significant other, (b) family members, and (c) friends for support in each domain.
The same items were asked for each support source and were rated on a five-point scale with
three anchors: (1) not at all, (3) somewhat, and (5) a lot. This scale was scored by averaging
items, with higher scores indicating greater perceived social support (α = .91 in the current
sample). For patients without a spouse or partner (50%), an average score was computed based
on data from the friends and family member items so that all participants had a social support
score.

Physical activity—Two items assessed the frequency with which participants engaged in
moderate (e.g., walking more that a couple of blocks) and vigorous (e.g., jogging) physical
activity. Response options for each item were ‘never’, ‘a few times a month’, ‘a few times a
week’, or ‘nearly every day.’ A composite physical activity score was computed based on the
mean response for the two items.

Substance use—Current cigarette and alcohol use were also assessed. To assess tobacco
use, participants were asked: “Over the past month, how many cigarettes have you smoked on
the average day?” To assess alcohol consumption, two questions requested that participants
indicate: (a) the average number of days during a week when they consumed one or more
drinks, and (b) the typical quantity of alcohol consumed per day. As an indicator of global
drinking patterns, the average number of days drinking alcohol per week was multiplied by
the typical number of drinks consumed (Sobell & Sobell, 2003). For the smoking and alcohol
use variables, outliers were defined as values in the distribution of observed scores that lie
more than three standard deviations from the mean (i.e., z > 3.29). To ensure that the normality
assumption was not violated in subsequent analyses, outliers were adjusted to one more than
largest value in the distribution that corresponds to a z-score less than 3.29 (Schroder, Carey,
& Vanable, 2003a; Tabachnick & Fidell, 2001).

Drug abuse—To assess for the presence of drug-related problems, the Drug Abuse Screening
Test (DAST–10; Skinner, 1982) was administered. The DAST is a validated 10-item screening
test developed to identify drug-use related problems in the previous year. A single summary
score (range = 0–9) reflects the number of drug abuse items endorsed. Coefficient alpha in the
current sample was .87.

HAART adherence—The 4-item medication adherence questionnaire used in this study was
adapted from previously validated measures (Catz, Heckman, Kochman, & DiMarco, 2001;
Chesney et al., 2000). Because recall accuracy is highest for short recall periods (e.g., Schroder,
Carey, & Vanable, 2003b), we assessed adherence difficulties for the past seven days.
Participants indicated the frequency of missed doses, frequency of late doses, and frequency
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of ignoring special instructions using a 6-point rating scale (‘more than once a day’ to ‘never
during the past week’). In addition, participants indicated when the last time was that they
skipped taking any of their HIV medication using a 6-point frequency scale (‘within the past
week’ to ‘never’). To reduce socially desirable responding, the instructions on the assessment
included phrases that attempted to normalize imperfect adherence and emphasized the
importance of honest reporting. Summary scores were computed based on the mean of
responses across the four-item adherence scale (α = .80).

Benefit finding—Benefit finding was assessed using a 17-item, single factor scale adapted
from Antoni et al. (2001). The measure was originally developed for use with cancer patients.
The measure was adapted for use in the present study by prefacing each item with the stem
“Having had HIV disease…”. Response were rated using a 5-point Likert scale ranging from
1 (“not at all”) to 5 (“extremely”). Sample items include: “Having had HIV disease has brought
my family closer together,” “Having had HIV disease has led me to deal better with stress and
problems,” and “Having had HIV disease has helped me become more focused on priorities,
with a deeper sense of purpose in life.” A single score was computed by averaging responses
across the 17 items, with higher scores indicating greater benefit finding. Consistent with
Antoni et al. (2001), factor analysis using data from the present sample yielded a single factor
solution (Eigenvalue = 8.9) and the scale demonstrated good internal reliability (α = .94).
Antoni et al. (2001) report evidence of convergent validity for the benefit finding measure and
optimism (r = .23), discriminant validity between benefit finding and a POMS-derived index
of distress (r = −.25), and benefit finding scores were relatively stable throughout the 12-month
study period (r = .75 to .91).

Overview of Analyses
First, we present descriptive data on benefit finding among participants. Next, analyses are
presented to characterize the association of benefit finding to demographic characteristics,
subjective ratings of HIV-related symptoms, and objective indices of current health, and to test
for hypothesized associations between benefit finding and indices of positive health behavior
adaptation and psychosocial adjustment. The association of benefit finding to demographic
characteristics and objective indices of current health status were examined using t-tests,
analysis of variance (ANOVA), and Pearson’s product-moment correlations. To characterize
the association of benefit finding with each of the hypothesized dependent variables, a series
of regression equations were computed with significant demographic and health status
correlates entered at Step 1 and benefit finding entered at Step 2. Supplemental analyses were
also conducted to determine whether demographic or health status characteristics moderate the
association between benefit finding and the dependent variables. We first computed an
interaction term for benefit finding and the standardized or dummy coded scores for selected
moderators (i.e., gender, ethnicity, time since HIV diagnosis, AIDS diagnosis, and HIV
symptoms). Then, separate regression analyses were computed, with the main effects of benefit
finding and each relevant moderator variable entered at Step 1 and the interaction term entered
at Step 2. Finally, to test whether social support mediates the hypothesized association between
benefit finding and depression, Baron and Kenny (1986) procedures were employed.

Results
Descriptive Findings

Averaging across benefiting finding items, the mean response was 3.6 (SD = .95), indicating
moderate to high levels of agreement. Among the highest rated items were “Having had HIV
disease has taught me how to adjust to things I cannot change” (M = 3.9, SD = 1.2) and “Having
had HIV disease has helped me become more focused on priorities, with a deeper sense of
purpose in life” (M = 3.7, SD = 1.4). Among the lowest rated items on the measure were “Having
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had HIV disease has brought my family closer together” (M = 2.7, SD = 1.5) and “Having had
HIV disease has led me to meet people who have become some of my best friends” (M = 2.9,
SD = 1.5).

Bivariate Association of Benefit Finding to Demographic and Health Status Variables
Benefit finding scores differed by gender, such that women scored higher than men (M = 3.8
vs. 3.5), t(220) = 2.61, p < .01, and for ethnicity, such that African-American participants scored
higher than other participants (M = 3.8 vs. 3.5), t(220) = 2.53, p < .02. Benefit finding scores
did not vary as a function of age, education, employment status, income, sexual orientation, or
relationship status (all ps > .05).

Benefit finding was associated with current AIDS diagnosis, such that participants diagnosed
with AIDS reported greater benefit finding (M = 3.8 vs. 3.5), t(219) = −2.31, p < .05. Whereas
benefit finding was more common among those with an AIDS diagnosis, self-reported HIV-
related symptoms were negatively associated with benefit finding (r = −.14, p < .05), indicating
greater benefit finding among patients with fewer symptoms. Benefit finding was not
associated with current viral load (detectable vs. undetectable), average CD4+ count, or time
since HIV diagnosis (all ps > .05).

Association of Benefit Finding to Health Behavior Adaptation and Psychosocial Adjustment
Bivariate associations between benefit finding and primary study variables are presented in
Table 1. Primary hypotheses concerning the association of benefit finding to health behavior
adaptation and psychological adjustment were tested with multiple regression analyses.
Because gender, ethnicity, AIDS diagnosis, and HIV-related symptoms were associated with
benefit finding in bivariate analyses, these variables were entered as covariates in Step 1 of
each regression analysis, followed by the benefit finding score in Step 2. Significant results
from hierarchical regression models conducted for each dependent variable are presented in
Table 2.

With respect to the indices of positive health behavior adaptation, the hypothesized associations
with benefit finding were partially supported. As predicted, physical activity was significantly
associated with benefit finding in the final step of the regression model, after controlling for
relevant background variables, F(5, 219) = 4.26, p < .001. Contrary to expectation, the
hypothesized associations between benefit finding and HAART adherence, alcohol use, drug
abuse, and smoking were not supported (all ps > .05). As shown in Table 3, benefit finding
was associated with both indices of psychosocial adaptation. After controlling for relevant
health status and demographic variables, benefit finding was inversely related to current
depressive symptoms, F(5, 218) = 27.55, p < .001, and positively associated with social support,
F(5, 217) = 8.14, p < .001.

Supplemental analyses were conducted to determine whether demographic or health status
characteristics (i.e., gender, ethnicity, time since HIV diagnosis, AIDS diagnosis, or HIV
symptoms) moderate the association between benefit finding and each dependent variable.
Results (not tabled) confirmed that the association of benefit finding to depression, social
support, adherence, activity level, smoking, alcohol use index, and drug problems did not vary
as a function of demographic or health status characteristics.

Does Social Support Mediate the Association of Benefit Finding to Depression?
Based on the observed associations between benefit finding, depression, and social support,
follow-up analyses tested the hypothesis that social support would mediate the association of
benefit finding with depressive symptoms. Following the recommendations of Baron and
Kenny (1986), we first established that the conditions for mediation were met using a series
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of multiple regression analyses that controlled for relevant covariates. As illustrated in Figure
1, the direct effect of benefit finding on depression was significant (β = −.17, ΔR2 = .03, p < .
01), satisfying the first criterion for mediation. Second, benefit finding was associated with the
hypothesized mediating variable, social support (β = .35, , ΔR2 = .11, p < .0001). Satisfying
the third criterion, social support was related to depression while controlling for benefit finding
(β = −.18, ΔR2 = .06, p < .01). Finally, when all the variables were entered in one regression
equation with depression as the dependent variable, the beta weight (−.11) for benefit finding
was non-significant (p > .05) and the beta weight for social support (−.18) remained significant
(p < .01). To confirm that the relation between benefit finding and depression is significantly
smaller with social support entered as a predictor, a formal test of the significance of the
observed indirect effect was conducted (Frazier, Tix, & Barron, 2004; Preacher & Hayes,
2004). The relation between benefit finding and depression decreased significantly when social
support was included in the equation (Sobel test statistic z = −3.01, p < .01). Given that the
association between benefit finding and depression decreased significantly (but not to zero)
with the inclusion of social support, we conclude that social support partially mediated the
association of benefit finding to depression.

Discussion
Although there is now a broad literature indicating that benefit finding is commonly
experienced in response to a variety of traumatic stressors, research has only recently begun
to explore the ways in which benefit finding may influence the lives of men and women living
with HIV. The present study sought to describe interrelations among physical health status,
psychosocial adjustment, and health behavior adaptation in a clinic sample of HIV+ men and
women. In addition to the goal of characterizing the extent to which HIV+ individuals attribute
positive changes to their experience of living with HIV, it was hypothesized that benefit finding
would be associated with psychosocial and behavioral adaptation, as assessed by indicators of
current HAART adherence, substance use, physical activity, depressive symptoms, and social
support. Several noteworthy findings emerged.

Positive changes across a variety of life domains were frequently attributed to the experience
of having HIV. Indeed, the majority of participants endorsed moderate to high levels of
agreement with statements indicative of a major shift in perspective, priorities, and personal
growth. Thus, consistent with findings from populations of bereaved individuals (Davis,
Nolen-Hoeksema, & Larson, 1998), heart attack survivors (Affleck et al., 1987; Petrie et al.,
1999), multiple-sclerosis patients (Mohr et al., 1999; Pakenham, 2005), and cancer patients
(Antoni et al., 2001; Carver & Antoni, 2004; Sears et al., 2003; Tomich & Helgeson, 2004),
many HIV+ individuals report gains in the context of coping with a chronic, incurable illness.
The tendency to perceive benefits in the context of being HIV+ was more common among
African-American and female participants, relative to Caucasian and male participants.
Although benefit finding was not associated with objective markers of viral load and CD4+
count, benefit finding was associated with having been diagnosed with AIDS and negatively
correlated with self-reported HIV-related symptoms. Although these findings may appear
contradictory, they should be considered within the context of the classification criteria used
to establish an AIDS diagnosis. Current guidelines specify that a person is classified as having
AIDS if their CD4+ counts drop below 200 or if a patient has had one of several AIDS defining
illnesses; these guidelines do not allow for revocation of AIDS diagnosis even if the patient
no longer meets criteria for AIDS. In our sample, the mean CD4+ count for patients with an
AIDS diagnosis was 322 and 39% of patients diagnosed with AIDS had an undetectable viral
load. Thus, it is conceivable that higher benefit finding among patients with AIDS may have
been influenced by the subset of patients who recovered to the point where their immune
functioning resembles that of an asymptomatic individual.
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Consistent with other recent reports in the literature (Farber et al., 2003; Luszczynska et al.,
2007; Milam, 2004, 2006b; Siegel & Schrimshaw, 2000; Weaver et al., 2005), findings from
the present study suggest that benefit finding may decrease HIV+ patients’ vulnerability to
psychological adjustment difficulties. In analyses that controlled for relevant demographic and
health status variables, benefit finding was associated with fewer depressive symptoms and
greater perceived social support. The association between benefit finding and depressive
symptoms is particularly noteworthy, given the high rates of depression observed in the current
sample (CES-D, M = 19.6) and in other community-dwelling samples of persons living with
HIV (Bing et al., 2001).

To clarify potential mechanisms linking benefit finding to depressive symptoms, our study
also tested the hypothesis that social support would mediate the association of benefit finding
with depression. Findings confirmed that social support and depression were correlated with
one another and each were associated with benefit finding. Consistent with our mediational
hypothesis, when both social support and benefit finding were included in the regression model,
only social support remained as a significant predictor of depression scores. Thus, findings
suggest that participants who reported greater benefit finding may have fewer depressive
symptoms, in part because they perceive themselves as receiving more support in dealing with
their illness. This finding has important clinical implications. Patients who experience benefit
finding in the context of adapting to HIV may well be emboldened to seek out social support
from friends, partners, and family. In turn, the presence of supportive others may serve to buffer
patients’ vulnerability to depression or related difficulties. Because findings are based on cross-
sectional data, an important goal for future research will be to clarify the directionality and
temporal sequencing of changes in benefit finding, social support, and depression using a
longitudinal research design.

Study results provided only modest support for an association of benefit finding to health
behaviors. Benefit finding was associated with physical activity, as measured by items
assessing the frequency of both moderate and vigorous exercise. The observed association of
benefit finding to exercise warrants additional investigation, particularly given recent data
suggesting that physical activity is associated with improved health among persons with HIV
(Bopp et al., 2004; Mustafa et al., 1999). However, benefit finding was not associated with
HAART adherence, nor was there an association of benefit finding to tobacco use, alcohol use,
or drug abuse problems. The absence of an association between benefit finding and HAART
adherence was also observed by Milam (2006b) and suggests that any improvements in health
associated with benefit finding are not mediated by better adherence to HAART.

An important focus for research is to disentangle the extent to which cognitive adaptation and
acquisition of actual benefits explain the development of benefit finding. Although findings
from the current study are not inconsistent with either of the proposed mechanisms, the
occurrence of cognitive adaptation or the acquisition of tangible benefits (e.g., housing
subsidies) resulting from receiving an HIV or AIDS diagnosis were not directly assessed in
this study. Further investigation of these mechanisms would help to clarify the way in which
benefit finding is linked to lower levels of depressed mood. For example, if benefit finding is
a product of cognitive adaptation (Taylor et al., 2000), the tendency to perceived benefits may
co-vary along a continuum of psychological adaptation, where distress is inversely related to
benefit finding. Alternatively, if benefit finding stems primarily from the acquisition of tangible
resources, acquisition of resources would presumably lessen a patient’s future vulnerability to
depressed mood. Indeed, some have argued that it is the successful integration of contrasting
states (e.g., distressed mood associated with traumatic illness and the perception of benefits)
that brings about eventual psychological adjustment among patients coping with a traumatic
illness such as HIV (e.g., Milam, 2006a).
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Closely related to these conceptual challenges are the methodological limitations introduced
by the use of a cross-sectional research design. Indeed, the cross-sectional design of this study
precludes definitive interpretation of the nature and direction of the observed relationships
among study variables. As with other aspects of adaptation to HIV, it is likely that the extent
to which one is able to identify benefits associated with being HIV+ will fluctuate over time
as a function of disease progression, treatment response, and other psychosocial factors. Given
the importance of psychological adjustment and health behaviors to long-term survival,
prospective studies that examine the relevance of benefit finding over time to long-term
adaptation and health are warranted. For example, while perceived social support has been
linked to fewer depressive symptoms in HIV+ samples (e.g., Hays, Turner, & Coates, 1992),
prospective research is needed to clarify how perceived benefits associated with medical illness
interact with social support in predicting psychological adjustment.

Limitations associated with the use of self-report measures, including memory biases, social
desirability, and both willful and unwitting distortion of responses, should also be considered
(Rand, 2000). Given that self-report assessments of HAART adherence may be influenced by
self-report biases or inaccurate responding (Simoni et al., 2006), steps were taken to reduce
the potential for biased responding in the present study. However, future studies may consider
incorporating an objective measure of HAART adherence in order to reduce the potential for
biased responding.

This study extends the base of knowledge on the contribution of benefit finding to psychosocial
adjustment and health behavior adaptation in a diverse sample of HIV+ individuals. Given that
most patients reported experiencing benefits in the context of being HIV+ and that such benefits
were associated with better psychological adaptation and more frequent physical activity, an
important direction for future research concerns the application of findings to the development
of effective coping interventions. Indeed, several interventions designed to improve adaptation
in the context of coping with a medical stressor have shown promising results (Antoni et al.,
2001; Chesney, Chambers, Taylor, Johnson, & Folkman, 2003; McGregor et al., 2004; Stanton
et al., 2002). Further, several studies suggest that benefit finding is amenable to change through
cognitive-behavioral (Antoni et al., 2001; Carver & Antoni, 2004) and expressive writing
(Stanton et al., 2002) interventions. Interventions that facilitate benefit finding may prove
helpful in reducing distress and improving quality of life.

Relative to other health conditions, patients’ reports of benefit finding in the context of HIV
disease are striking, given the degree to which people continue to experience stigma and
discrimination because of HIV disease (Vanable et al., 2006). Although benefit finding is a
topic of relevance across a wide variety of health and other stress-related events (Linley &
Joseph, 2004), it is noteworthy that benefit finding in the context of HIV disease has only
recently received empirical attention. Indeed, prior to the advent of HAART, HIV+ patients
may have been hard-pressed to identify positive changes associated with having such a highly
stigmatized, deadly disease. Even with improved life expectancies, persons living with HIV
continue to struggle with a host of stressors (e.g., poverty, stigma, discrimination, depression,
and substance dependence) in addition to the demands of managing their illness. Given all the
challenges faced by persons living with HIV, it is remarkable that the experience of having
HIV is associated with such positive changes. Whether such changes reflect perceived rather
than objective life improvement is a topic of continuing debate. In either case, given the
growing evidence that benefit finding is associated with better adjustment among patients
experiencing traumatic illnesses, benefit finding remains a compelling construct worthy of
further theoretical development and empirical investigation.
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Figure 1.
Social support mediates the association between benefit finding and depressive symptoms.
Numbers in parentheses are standardized beta coefficients that represent indirect effects when
social support was included in the model (* p < .01).
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