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Abstract
The documented prevalence of alcohol use among individuals with HIV is higher than reported
among the general public. Little is known about how populations with HIV perceive the risks of
alcohol use and what they consider to be safe levels of consumption. This qualitative study was
conducted to increase understanding of the situations and environments in which alcohol is
consumed and to explore the perceptions of risks among individuals with HIV who were engaged
in medical care and using alcohol regularly. Nineteen qualitative semi-structured individual
interviews were conducted. The major themes that arose from these analyses were patterns of
alcohol use, perceptions of risk based on the type of alcohol used, and the impact alcohol had on
health. Findings suggest that alcohol is used regularly with little perception of risk; alcohol is
perceived to have little effect on health and HIV progression; and providers rarely discuss alcohol
use with patients. Future research includes assessment of alcohol use and the delivery of brief
interventions to improve general health and HIV-related outcomes.

Introduction
HIV prevention remains a public health priority (CDC, 2008). Efforts to improve health
outcomes of individuals with HIV and reduce HIV incidence are ongoing. Secondary
prevention efforts have included reducing risk behaviors and enhancing engagement in
medical care (CDC, 2003; Janssen et al., 2001).

Alcohol use is more prevalent among individuals with HIV than the general public (Galvin
et al., 2002; Justice et al., 2004) and is associated with risky behaviors, including having
multiple sex partners and less frequent condom use (CDC, 2003; Chander, Lau, & Moore,
2006; Cook et al., 2006; Durvasula, Myers, Mason, & Hinkin, 2006; Samet, Horton, Meli,
Freedberg, & Palepu, 2004; Samet, Horton, Traphagen, Lyon, & Freedberg, 2003). Heavy
alcohol use has been linked to progression of HIV disease (Samet et al., 2003), possibly
mediated by inadequate adherence (Braithwaite et al., 2005; Chander et al., 2006; Conigliaro
et al., 2003; Samet et al., 2004; Scott, 2009; Wilson, Hutchinson, & Holzemer, 2002). Heavy
alcohol consumption has many detrimental physiological effects, impacting liver function,
leading to toxicity and complications of HIV medications (Kresina, et al., 2002). Addressing
alcohol use among this population is important (Durvasula et al., 2006; Fama et al., 2007).
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Unfortunately, a safe level of alcohol consumption for individuals with HIV is unknown.
Without clear guidelines, providers often limit discussions regarding alcohol. While health
care providers might be aware of the relationship between HIV and alcohol, HIV patients
are not routinely asked about alcohol consumption, and counseling services are seldom
available. Many factors limit alcohol use screening, including limited time and the social
acceptability of alcohol (Chander et al., 2006; Conigliaro et al., 2003). Unfortunately,
alcohol use disorders are often missed, particularly in patients without obvious
comorbidities such as chronic liver disease (Conigliaro et al., 2003). Unrecognized alcohol
problems may result in suboptimal management of HIV.

Previous research has examined perceptions of alcohol use and associated risks among
adolescents and college students, but there is little data regarding alcohol consumption, the
perceived risk of alcohol use, or perceptions of its effect on health outcomes among
individuals with HIV. Comprehensive screening will provide the opportunities to deliver
brief interventions to enhance care. Highlighting the need for these interventions may
influence provider practice and thus, address risk perceptions, beliefs and use patterns
among individuals with HIV. This qualitative study was designed to increase understanding
about perceptions of the associated risks of alcohol use among individuals with HIV and the
situations in which alcohol is consumed to learn how an intervention to reduce alcohol use
would be best developed and delivered.

Methods
This study was conducted at an urban, Midwestern HIV clinic. Participants were screened
for eligibility during clinic visits. All patients were assessed for current alcohol use while
waiting to be seen by their health care providers as part of standard of care. Eligible
participants reported drinking ≥ 4 drinks in the past week for women and ≥ 5 drinks per
week for men. This cut-off was used to establish a sample of those who consume alcohol
with some regularity. While this was a low threshold in relation to the NIAAA guidelines,
the purpose of the study was to understand perception of risk associated with alcohol and
routines surrounding alcohol use. Eligible participants were invited to participate; informed
of the purpose of the interview: to increase understanding of the challenges of living with
HIV, daily routines, and behaviors related to HIV infection. Demographics, current illicit
drug use, and HIV biomedical parameters were collected to describe this sample. Interviews
were conducted in the clinic and lasted approximately one hour. Each participant provided
written informed consent prior to the start of the interview and was remunerated $20 at the
end of the interview. This study was approved by Washington University Institutional
Review Board.

The interview guide was developed with a transdisciplinary team of medical
anthropologists, the HIV Clinic Director, and epidemiologists. The overall goal was to
understand the environment and situations in which risk behaviors occurred and how
individuals perceived these behaviors in relation to their HIV status. Alcohol use patterns
were assessed to understand the perceptions of alcohol abuse and the role of alcohol on
health outcomes. The purpose of this study was to provide insights for intervention
development. The scope of our interview guide was narrowly defined due to the
homogeneity of the sample's HIV status. Process evaluations were conducted to assess
saturation in data collection, when qualitative findings were repeated, and interviews ended
when there was a perception of saturation by the principal investigator (Guest, Bunce, &
Johnson, 2006).

Open coding procedures were used to avoid imposing any preconceived theoretic
constructions. Interviews were coded using ATLAS.ti 5.0 (Muhr, 2004), which allowed
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codes to be condensed and clustered into concept memos and compared using thematic
categories and analytic schemes (Bernard, 1994; Charmaz, 2006; Patton, 1980).

Results
Nineteen individuals were interviewed during July and August 2007. The majority was male
(n = 13) with 7 African Americans and 6 Caucasians. The sample included 5 females, of
whom 4 were African American and 1 was Hispanic/Latino, and one male-to-female
transgendered African American participant. The median age was 46 years (range 29-57
years). The majority of participants reported annual incomes <$20,000 (n = 13) and were
unemployed (n = 11). Participants reported a median of 17 years (1-23 years) since HIV
diagnosis. Ten participants reported becoming engaged in medical care within three months
of their diagnosis, while seven engaged in medical care ≥ 1 year after diagnosis, 2
participants could not recall. During the past 30 days, 4 participants reported using crack,
one of whom reported daily use. The median number of alcoholic drinks reported during a 7
day period was 12, (range 6-48 drinks). Median CD4 cell count for this sample was 333
cells/mm3 (IQR 251-599). Eleven participants reported being on HAART medication, 8 of
whom had viral loads <400 copies/mL.

Analyses from the open-ended interviewing highlight three major themes: 1) patterns of
alcohol use, 2) perceptions of risk associated with the type of alcohol used, and 3) the
influence of alcohol on health and HIV infection.

Patterns of Alcohol Use
The majority of respondents described alcohol use as a common part of their daily lives,
whether drinking socially or in isolation. Individuals portrayed drinking as an acceptable
behavior, regardless of social surroundings. One male respondent reported, “When we went
out to dinner last night we had wine. If I go out with friends I'll have a cocktail or two, or
will go over to a friend's house for a drink.” Another reported going to the same bar every
day at happy hour and having two to three drinks. Respondents also described how alcohol
use is perceived differently in various social situations. For instance, a male respondent
stated, “There is no alcohol in my home. My mom don't like to have it in the house because
she doesn't drink.” Others reported having specific individuals with whom to drink. “My
little brother, that's the main one I drink with,” reported one respondent. Another respondent
reported that she drank “at home, I don't go out and drink.” This was in conjunction with her
partner who also drinks: “He drink his beer and he don't throw it in my face, you know like
trying to force me to drink.”

Daily Routines of Alcohol Use—Alcohol consumption varied in respondents’ daily
routines. One male respondent said that he drinks “in the afternoon, while I'm doing a little
work or something around the house. I just have a taste for it and I go and get one [beer].”
Another respondent seemed to incorporate drinking into his daily routine saying, “I drink
when I get home from work, usually. I get a tumbler and I just fill it up with bourbon coke.
Usually I have 2 of those a night. But it's a tumbler; it's not just a glass.” Other respondents
started their day drinking: “Having a beer in the morning puts me in an ideal mood.” A male
respondent described the manner in which he incorporated drinking in his day saying, “I had
one [beer] after I took my shower at 7:30 this morning before breakfast.” Another noted
alcohol starts his day: “Just to get me up, get my blood flowing. Just like this morning, just
get me rolling to get me here, okay?”

Reasons for Alcohol Consumption—Respondents discussed reasons for their alcohol
consumption in the context of their patterns of use; which revealed diverse responses
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ranging from “I want to sleep” to another respondent plainly stating the desire “to get
drunk.” One female respondent shared that she drinks “when I'm depressed,” a sentiment
shared by another male respondent: “Usually I'm down in the dumps when I start drinking.”
One woman discussed how drinking helps me to process emotions: “It calms me down, but
then it, it makes me bring out everything inside of me that I wasn't saying to myself because
I talk to myself a lot and it brings out what I feel about everything.” Another respondent
described his alcohol use as related to the taste of beer specifically: “I like the taste and it's
more of a thirst, you know. I don't drink it for the effect.” Only one respondent discussed his
alcohol use as a complement to other drug use, “Well, the only time I drink is when I use
cocaine. All of that comes together.”

Perceptions of Risk Associated with the Type of Alcohol Used
Respondents perceived types of alcohol to have different effects. For instance a male
respondent who would only drink beer said, “No I can't drink anything that's hard.” Another
referred to her partner's drinking patterns: “He drink beer in the summer time and drink
strong liquor in the winter time because it don't make him as sick.” This distinction between
beer and liquor was commonly reported by the respondents and is summed up by a male
respondent: “Beer is not like that liquor, it will just tear his brain out.”

Several respondents reported how beer, specifically, was a part of their daily lives. One male
respondent stated, “I love my beer, I drink two to three beers a day.” Another male
respondent stated, “I just have that one beer. I do my eight [hours of work], I get off and
then I stop and have two Bud Lights®, but last night I got three of them.” When respondents
referred to drinking a beer, the majority reported 32 ounces being the typical amount
consumed. Most respondents described a daily routine that includes beer consumption.

Risk Reduction Efforts—Respondents reported changes in consumption over time, as
one male respondent stated, “Typically I’m going to have a beer maybe once a day. You
know, just before dinner. When I was drinking, I was drinking hard liquor and beer and
wine. I'd been drinking everything.” Another respondent reported drinking “beer, wine,
whiskey, whichever [was] available back in the days. But now all I drink is beer.” One
female respondent described how she has tried to cut back her consumption: “A drink or two
after work or a drink or two in the morning would lead me right back to where I started and I
don't want to be there.” The same respondent also described having several beers “every so
often.” The notion of changing patterns of alcohol consumption was clear as one man stated,
“I was a very early drunk. I'm not now because I know how to control it when I drink now...I
was always drunk.” Another male reported how different his alcohol-related behaviors were
now, “I mean because I wasn't paying attention and being careful about it. I mean I drove
drunk.” The changes in alcohol consumption were never discussed in relation to HIV
infection, instead related to age and development.

Perceived Influence of Alcohol on Health
The final theme that arose was the effect on health and HIV-specific health of respondents.
One male described alcohol, “It's a depressant. I'm going through this stuff and I'm still
walking around, I'm still drinking.” One male reported perceiving the risk of alcohol
consumption as related to HIV and dealing with psychiatric disorders, “Supposedly, it has an
adverse effect on me being bipolar, which I don't notice.” Another male referred to the
complications related to alcohol use: “It's bad on your liver. But that's what I was told by my
counselor.” Additionally, a male respondent referred to alcohol's effect in relation to his
diagnosed heart disease: “Probably raises my blood pressure.” One female respondent
reported that she had painful symptoms related to drinking alcohol, “But I can feel it when
it's messing with me because my sides start hurting real bad. My stomach start hurting real
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bad. My sides and my stomach start hurting real bad....” When she was asked if her health
care provider was aware of the symptoms she experienced when she was drinking, she
diverted her response, “All I know is that I'm still having all these pains I been having.”
Although the interviewer asked about the relationship between alcohol use and HIV
complications, there was little concern expressed by respondents.

Health Care Provider Perceptions—Respondents reported that medical care providers’
perceptions of alcohol use were varied. One male suggested a doctor recommended drinking
beer, “One time they told me yeast was good for me, you know the yeast in the beer was
good for me, it wouldn't harm me, so it was like...‘Can I get another doctor, please?’
Throughout most of the interviews, individuals who drank in larger amounts than those who
drank less stated that their health care providers knew their levels of alcohol consumption.
One male responded, “I'm sure he does. I answered a long list of questions many, many
times.” Another male claimed that his health care provider was aware of the amount of
alcohol he drank and “he doesn't really say anything,” while another male respondent
claimed his doctor told him “I need to quit.” Yet another stated that his health care providers
know how much he drinks and had recommended quitting. For many of the respondents, the
perceived risk was minimal, and therefore discussing alcohol use patterns with their medical
care providers seemed unnecessary.

Perceived Alcohol Impact on Health Outcomes—The impact of alcohol on HIV-
related health outcomes was perceived as minimal. Several respondents developed routines
to drink alcohol around the times they took their medications to limit any impact. One said,
“You ain't diluting your medicine and it ain't affecting your health. But don't drink with it
because it will put you down. Don't drink with the medicine. That's not going to work and
it's gonna make you sick.” They seemed to manage their alcohol consumption and
medication in ways to best promote both drinking and adhering to their medication. One
respondent reported drinking large amounts regularly and taking his medication without
concern of interactions, because “I don't drink it to get drunk.” One woman reported that she
is concentrating on cutting down her alcohol intake, “I'm trying to make myself better than I
was and I know alcohol kills medicine.” One male respondent described his alcohol and
drug use patterns in relation to health care providers’ recommendations.

“They haven't said that drinking messes with the medication... No one came to me
and said slow down. We talked about the marijuana smoke and using crack cocaine
that will deteriorate you from what I gather. I started out drinking, I did the hard
stuff first and then I eased all the way down to the mild stuff. That's my lifestyle
and I don't do it every day, but it's still part of my lifestyle.”

Another respondent discussed his challenges with problem drinking, “And, I'm a practicing
alcoholic. I’ve tried AA and it just--I'm not ready to stop yet. I'll stop when I'm ready to
stop...”

Discussion
Limited data is available regarding the extent of alcohol use among HIV-infected
populations (Chander et al., 2006; Conigliaro et al., 2003; Samet et al., 2004; Samet et al.,
2003). Furthermore, routine screening recommendations have been difficult to implement
consistently in primary care settings (NIAAA, 2007). Given highly prevalent alcohol use
among our HIV-infected population, we performed this qualitative study to gain insight into
the patterns of alcohol use, the perceptions of risk related to alcohol, and the perceptions of
the impact of alcohol on health (Shacham et al., 2009). Most respondents reported drinking
large quantities of alcohol weekly yet fail to perceive significant health risk. Additionally,
respondents reported that they received minimal risk reduction counseling regarding alcohol
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use. These findings, albeit from a selected group of individuals, highlight the
underutilization of provider feedback serves as tacit approval of alcohol consumption and its
negative impact on risk behaviors and overall health. Simple screening tools and discussion
aids regarding alcohol can greatly enhance HIV care providers’ ability to assess alcohol use
and intervene, when appropriate.

The discussions highlighted disordered alcohol consumption typically not revealed in
routine interviews. Respondents commonly reported symptoms of abuse and dependence
including the timing of first drink of the day, drinking in isolation, and as treatment for
symptoms of depression or anxiety. These factors are important in relation to the diagnosis
of alcohol use disorders and interventions, yet without specific questioning, most providers
are unaware of these symptoms. Another common theme focused on alcohol serving sizes.
Previous qualitative research has documented this factor as a challenge to screening
(Lemmens, 1994). These findings demonstrate misperceptions regarding alcohol use among
patients are prevalent.

There were few perceived risks in association with alcohol consumption. Many participants
reported that they were not drinking to feel intoxicated and therefore perceived it as a safe
behavior, although the lack of intoxication was likely reflective of high tolerance.
Furthermore, there was minimal recognition that increased quantity of consumption was
associated with greater health risks. Previous research has explored this lack of knowledge
and inability to differentiate risk based on quantity (Greenfield & Kerr, 2008; Greenfield &
Rogers, 1999; Kerr et al., 2005; Lemmens, 1994; Sjoberg, 1998). While the current
consumption of beer was not perceived as harmful behavior, the majority of the sample
believed that previous consumption of hard liquor had been detrimental to their health. In
fact, the current consumption of beer alone was reported as a harm reduction strategy by
many respondents. These changes in patterns of alcohol use (liquor to beer) that occur from
adolescence through adulthood are consistent with previously reported research.
Unfortunately, these changes do not serve as harm reduction illustrating that the biases
regarding type of alcohol are often misguided (Greenfield & Rogers, 1999; Kerr, Greenfield,
Tujague, & Brown, 2005).

Recommendations regarding alcohol consumption are challenging given the social
acceptability of alcohol. The majority of individuals reported that their health care providers
were aware of their alcohol use; however the inconsistent feedback was most often based on
informal and often incomplete questioning by providers. The amount of alcohol consumed
provides another opportunity for intervention and education. For instance, the reporting of
drinking a beer is not adequate, particularly when an individual might be referring to a 32-
ounce beer (Lemmens, 1994). Using established alcohol screening instruments can help
overcome some of these challenges (Babor, Kranzler, & Lauerman, 1989; Hesselbrock,
Babor, Hesselbrock, Meyer, & Workman, 1983; Mackenzie, Langa, & Brown, 1996;
NIAAA, 2007). Furthermore, several respondents reported they had been counseled to
abstain, yet only one recounted discussions specifically related to alcohol use. This study
found that the use of alcohol among individuals with HIV is perceived as innocuous and
little intervention is being conducted by providers to reduce consumption in order to
improve HIV-related health outcomes.

This study illustrates the need for a consistent approach to alcohol screening in HIV care
settings. Alcohol consumption is common and adversely influences both health behaviors
and health outcomes. The results illustrate the need for increased and thorough routine
screening for alcohol use and the development of methods to address high alcohol
consumption in the outpatient clinic setting and patient intervention regarding alcohol use.
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Future research includes quantitative assessment of alcohol use and the delivery of
physician-delivered brief interventions to improve general health and HIV-related outcomes.

Limitations
These findings are limited in scope due to the relatively small sample. It was a cross-
sectional examination conducted with a clinic-based sample recruited in one clinic during a
short period of time. The study design did not allow for comparisons by gender or race,
which can be done in larger quantitative studies. The screening for eligible participants
relied on self-reported consumption. Topics that were not repeated during the interviews
were unlikely to be included in the analysis. The study results did offer initial insight as to
the patterns of alcohol use among this population, their perceptions of alcohol's risks related
to their health outcomes, and patients’ perspective of alcohol use interventions delivered by
their health care providers.

Acknowledgments
This study was partially supported by National Institutes of Health (5 U01 A125903-18 [to ETO]). This publication
was made possible by Grant Number UL1 RR024992 from the National Center for Research Resources (NCRR), a
component of the National Institutes of Health (NIH) and NIH Roadmap for Medical Research [to ES]. Its contents
are solely the responsibility of the authors and do not necessarily represent the official view of NCRR or NIH.

References
Babor TF, Kranzler HR, Lauerman RJ. Early detection of harmful alcohol consumption: Comparison

of clinical, laboratory, and self-report screening procedures. Addictive Behaviors. 1989; 14(2):139–
157. [PubMed: 2728952]

Bernard, HR. Research Methods in Anthropology: Qualitative and Quantitative Approaches. 2nd ed..
Sage Publications; London: 1994.

Braithwaite RS, McGinnis KA, Conigliaro J, Maisto SA, Crystal S, Day N, et al. A Temporal and
Dose-Response Association Between Alcohol Consumption and Medication Adherence Among
Veterans in Care. Alcoholism, Clinical and Experimental Research. 2005; 29(7):1190–1197.

Bryant KJ. Expanding research on the role of alcohol consumption and related risks in the prevention
and treatment of HIV/AIDS. Substance Use & Misuse. 2006; 41:1465–1507. [PubMed: 17002990]

CDC. Incorporating HIV prevention into the medical care of persons living with HIV:
Recommendations of CDC, the Health Resources and Services Administration, the National
Institutes of Health, and the HIV Medicine Association of the Infectious Diseases Society of
America. Morbidity and Mortality Weekly Report. 2003; 52(RR-12)

CDC. A Glance at the HIV/AIDS epidemic Retrieved. July 8. 2008 2008 from
http://www.cdc.gov/hiv/topics/surveillance/resources/factsheets/incidence.htm

Chander G, Lau B, Moore RD. Hazardous Alcohol Use: A Risk Factor for Non-Adherence and Lack
of Suppression in HIV Infection. Journal of Acquired Immune Deficiency Syndromes. 2006; 43(4):
411–417. [PubMed: 17099312]

Charmaz, K. Constructing Grounded Theory. Sage Publications; London: 2006.
Conigliaro J, Gordon AJ, McGinnis KA, Rabeneck L, Justice AC, Study VAC-S. How Harmful Is

Hazardous Alcohol Use and Abuse in HIV Infection: Do Health Care Providers Know Who Is at
Risk? Journal of Acquired Immune Deficiency Syndromes. 2003; 33(4):521–525. [PubMed:
12869842]

Corbin JM, Strauss A. Grounded theory research: Procedures, canons, and evaluative criteria.
Qualitative Sociology. 1990; 13(1):3–21.

Durvasula R, Myers H, Mason K, Hinkin C. Relationship between Alcohol Use/Abuse, HIV Infection
and Neuropsychological Performance in African American Men. Journal of Clinical and
Experimental Neuropsychology. 2006; 28:383–404. [PubMed: 16618627]

Shacham et al. Page 7

AIDS Care. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.cdc.gov/hiv/topics/surveillance/resources/factsheets/incidence.htm


Fama R, Eisen JC, Rosenbloom MJ, Sassoon SA, Kemper CA, Deresinski S, et al. Upper and Lower
Limb Motor Impairments in Alcoholism, HIV Infection, and Their Comorbidity. Alcoholism,
Clinical and Experimental Research. 2007; 31(6):1038–1044.

Fritz KE, Woelk GB, Bassett MT, McFarland WC, Routh JA, Tobaiwa O, et al. The Association
Between Alcohol Use, Sexual Risk Behavior, and HIV Infection Among Men Attending Beerhalls
in Harare, Zimbabwe. AIDS and Behavior. 2002; 6(3):221–228.

Galvan FH, Bing EG, Fleishman JA, London AS, Caetano R, Burnam MA, et al. The Prevalence of
Alcohol Consumption and Heavy Drinking among People with HIV in the United States: Results
from the HIV Cost and Services Utilization Study. J Stud Alcohol Drugs. 2002; 63(2):179–86.

Greenfield TK, Kerr WC. Alcohol measurement methodology in epidemiology: recent advances and
opportunities. Addiction. 2008; 103(7):1082–1099. [PubMed: 18422826]

Greenfield TK, Rogers JD. Alcoholic beverage choice, risk perception and self-reported drunk driving:
effects of measurement on risk analysis. Addiction. 1999; 94(11):1735–1743. [PubMed:
10892011]

Guest G, Bunce A, Johnson L. How Many Interviews Are Enough? An Experiment with Data
Saturation and Variability. Field Methods. 2006; 18(1):59–82.

Hesselbrock M, Babor TF, Hesselbrock V, Meyer RE, Workman K. “Never Believe an Alcoholic”?
On the Validity of Self-Report Measures of Alcohol Dependence and Related Constructs.
Substance Abuse & Misuse. 1983; 18(5):593–609.

Janssen RS, Holtgrave DR, Valdiserri RO, Shepherd M, Gayle HD, De Cock KM. The serostatus
approach to fighting the HIV epidemic: Prevention strategies for infected individuals. American
Journal of Public Health. 2001; 91(7):1019–1024. [PubMed: 11441723]

Justice AC, McGinnis KA, Atkinson JH, Heaton RK, Young C, Sadek J, et al. Psychiatric and
neurocognitive disorders among HIV-positive and negative veterans in care: Veterans Aging
Cohort Five-Site Study. AIDS. 2004; 18(Suppl 1):S49–S59. [PubMed: 15075498]

Kalichman S, Simbayi L, Vermaak R, Jooste S, Cain D. HIV/AIDS Risks among Men and Women
Who Drink at Informal Alcohol Serving Establishments (Shebeens) in Cape Town, South Africa.
Prevention Science. 2008; 9(1):55–62. [PubMed: 18264762]

Kerr WC, Greenfield TK, Tujague J, Brown SE. A Drink Is A Drink? Variation in the Amount of
Alcohol Contained in Beer, Wine and Spirits Drinks in a US Methodological Sample. Alcoholism,
Clinical and Experimental Research. 2005; 29(11):2015–2021.

Kresina TF, Flexner CW, Sinclair J, Correia MA, Stapleton JT, Adeniyi-Jones S, et al. Alcohol Use
and HIV Pharmacotherapy. AIDS Research and Human Retroviruses. 2002; 18(11):757–770.
[PubMed: 12167267]

Kroenke K, Spitzer R, Williams J. The PHQ-9: Validity of a brief depression severity measure. Journal
of General Internal Medicine. 2001; 16(9):606–613. [PubMed: 11556941]

Lemmens PH. The alcohol content of self-report and â€~standardâ€™ drinks. Addiction. 1994; 89(5):
593–601. [PubMed: 8044126]

Mackenzie DM, Langa A, Brown TM. Identifying hazardous or harmful alcohol use in medical
admissions: A comparison of AUDIT, CAGE and brief MAST. Alcohol and Alcoholism. 1996;
31(6):591–599. [PubMed: 9010550]

Mocroft A, Soriano V, Rockstroh J, Reiss P, Kirk O, de Wit S, Gatell J, Clotet B, Phillips AN,
Lundgren JD, EuroSIDA Study Group. Is there evidence for an increase in the death rate from
liver-related disease in patients with HIV? AIDS. Dec 2; 2005 19(18):2117–25. [PubMed:
16284461]

Muhr, R. Atlas ti. Scientific Software Development GmbH; Berlin: 2004.
National Institute of Alcohol Abuse and Alcoholism. (NIAAA). Helping patients who drink too much.

2007
Patton, MQ. Qualitative Evaluation & Research Methods. 2nd ed.. Sage Publications; London: 1980.
Samet JH, Horton NJ, Meli S, Freedberg KA, Palepu A. Alcohol Consumption and Antiretroviral

Adherence Among HIV-Infected Persons With Alcohol Problems. Alcoholism, Clinical and
Experimental Research. 2004; 28(4):572–577.

Shacham et al. Page 8

AIDS Care. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Samet JH, Horton NJ, Traphagen ET, Lyon SM, Freedberg KA. Alcohol Consumption and HIV
Disease Progression: Are They Related? Alcoholism, Clinical and Experimental Research. 2003;
27(5):862–867.

Scott A. Illness Meanings of AIDS among Women with HIV: Merging Immunology and Life
Experience. Qualitative Health Research. 2009; 19(4):454–465. [PubMed: 19299752]

Shacham E, Agbebi A, Stamm K, Overton ET. Alcohol Consumption is Associated with Poor Health
in HIV Clinic Patient Population: A Behavioral Surveillance Study. AIDS and Behavior. 15(1):
209–213. [PubMed: 20013042]

Sjoberg L. Risk Perception of Alcohol Consumption. 1998; 22:277s–284s.
Stein M, Herman DS, Trisvan E, Pirraglia P, Engler P, Anderson BJ. Alcohol use and sexual risk

behavior among Human Immunodeficiency Virus-positive persons. Alcoholism: Clinical &
Experimental Research. 2005; 29(5):837–845.

Wilson HS, Hutchinson SA, Holzemer WL. Reconciling Incompatibilities: A Grounded Theory of
HIV Medication Adherence and Symptom Management. Qualitative Health Research. 2002;
12(10):1309–1322. [PubMed: 12474905]

Shacham et al. Page 9

AIDS Care. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript


