
Research Update 
Every new HIV infection involves

contact with a person with HIV. Yet,
despite the fact that there are between
600,000 and 900,000 people living
with HIV in the United States,1 it is
only recently that prevention inter-
ventions have been designed to
address people who are already
infected. Advances in HIV treatment
have helped many HIV-positive peo-
ple enjoy better health and longer
lives and fostered a renewed and
healthy interest in sexual activity. But
more sex—and in some cases drug
use—among HIV-positive people
increases the possibility of new infec-
tions. Interventions that help HIV-
positive people to practice safer sex
and drug use play an important role
in curbing the epidemic.2

People with HIV are rarely the
specific target population for pre-
vention campaigns, largely because
of concerns that this may be per-
ceived as blaming infected people
for the epidemic. The few preven-
tion interventions targeting people

with HIV generally focus on pre-
venting reinfection with treatment-
resistant strains of the virus or co-
infection with other sexually trans-
mitted diseases (STDs). For people
who continue to engage in high-
risk sex and drug use after testing
HIV-positive, interventions that
focus both on self-help benefits and
altruism may be most successful in
decreasing risky behaviors.2,3

Risk Behaviors
Many studies indicate that people

with HIV tend to report lower levels
of HIV risk behaviors compared to
people who have tested HIV-nega-
tive. But research also indicates that
they still take significant risks. 

In a study of 408 gay and bisexual
men between the ages of 18 and 29,
37 percent of participants reported
engaging in unprotected anal inter-
course during the previous year. Of
these, 59 percent knew they were
HIV-positive, 35 percent reported
themselves to be HIV-negative, and
28 percent were untested for HIV
antibodies. Among HIV-positive par-

ticipants, 56 percent reported unpro-
tected receptive anal intercourse in
the past year, compared to only 24
percent of HIV-negative men and 21
percent of untested men. In addition,
30 percent of HIV-positive partici-
pants also reported engaging in
unprotected insertive intercourse, a
behavior that poses the highest risk
for transmitting HIV to sex partners.
Of the HIV-positive men involved in
a “boyfriend” or primary relation-
ship, 28 percent reported being in
“seroconcordant” relationships—in
which both partners have the same
HIV infection status—suggesting that
at least some of the unprotected sex
reported by HIV-positive men
occurred with an HIV-positive part-

HIV
COUNSELOR

PERSPECTIVES
Volume 10   Number 6   November 2001

PREVENTION FOR PEOPLE WITH HIV
HIV prevention interventions have traditionally focused on encouraging HIV-negative people to protect themselves from

infection, but prevention efforts targeting people with HIV are becoming increasingly common. This issue of PERSPECTIVES
discusses the challenges of preventing transmission for people with HIV, the health concerns of STD co-infection, and preven-
tion interventions targeting people living with HIV.

Inside PERSPECTIVES
1 Research Update
5 Implications for Counseling
7 Case Study
8 Test Yourself 
8 Using PERSPECTIVES



ner. Study participants, regardless of
HIV-infection status, reported simi-
lar predictors of unprotected anal sex,
including sexual impulsivity, sub-
stance abuse, decreased sexual enjoy-
ment with condoms, and commu-
nication difficulties.4

A study of 86 ethnically diverse,
HIV-positive, gay and bisexual men
found that during the prior three
months, 22 percent of participants
reported engaging in unprotected
insertive anal intercourse, and 33
percent reported engaging in unpro-
tected receptive anal intercourse.
Twenty-five percent indicated that
their most recent sex partner was also
HIV-positive, 24 percent reported that
their most recent partner was HIV-
negative, and 51 percent did not
know their most recent partner’s HIV
status. Unprotected anal sex was
associated with using amyl nitrate
inhalants (also known as “poppers”),
substance use among partners before
sex, and low intentions to change risk
behaviors.5

A study of 129 HIV-positive
women found that 42 percent of par-
ticipants engaged in unprotected
vaginal intercourse, and 10 percent
engaged in unprotected anal inter-
course during a six-month period.
Unprotected sex frequently occurred
outside of long-term relationships
and with partners who were not
known to be HIV-infected.6

In a study of 50 HIV-positive injec-
tion drug users entering methadone
maintenance treatment programs, 66
percent reported engaging in HIV
risk behaviors since learning of their

infection status. Fifty percent reported
engaging in unprotected sex, and 48
percent reported unprotected sex
with more than one partner. Of the
35 participants who were sexually
active during the previous month, 40
percent reported that the infection
status of their most recent partner
was either HIV-negative or unknown.
Since testing HIV-positive, 58 per-
cent reported sharing injection drug-
using equipment. During the previ-
ous  month, each participant had
injected drugs, 40 percent did not
always use a clean needle, 36 percent
used an inadequate needle-cleaning
method, 26 percent shared needles
or other drug-using equipment, and
16 percent let others use their injec-
tion equipment after them.7

Partner and relationship type can
play a crucial role in sexual risk
behavior and the decision-making
process. A study of 133 HIV-positive
gay and bisexual men in San Diego
found that participants with “steady”
partners and those with “anony-
mous” partners tended to have the
most unprotected anal intercourse,
while men with “casual” partners
tended to have the least. Men with
anonymous partners also received
the lowest scores on self-efficacy skill
tests for condom use, sexual negoti-
ation, and HIV disclosure. Researchers
defined steady partners as people
with whom study participants had
sex on a regular basis, casual part-
ners as acquaintances with whom
participants had sex once or twice,
and anonymous partners as people
whom the participants did not know.8

Prevention Challenges
The majority of people with HIV

feel a sense of responsibility to pre-
vent HIV transmission to other peo-
ple. In fact, many HIV-positive
people show a greater degree of pre-
ventive altruism than do HIV-nega-
tive people, whose efforts reflect a
more self-protective approach.
According to a review of 66 studies
that include data about the effects of
awareness of HIV-infection on pre-

ventive behaviors, nearly 75 percent
of the studies report HIV-positive
participants doing more than HIV-
negative participants to prevent
transmission, including engaging in
safer sex and drug-using behaviors.
Two studies reported a decrease in
STDs in the period after an HIV-pos-
itive test result as an indication of
increased condom use and other
risk-reduction measures, a decrease
that was not observed in partici-
pants who received HIV-negative
test result.3,9

However, becoming infected
with HIV does not immediately
eliminate psychosocial factors that
had influenced people to put them-
selves at risk before becoming
infected. As a result, many people
living with HIV are sometimes less
safe than they would like to be.10

Historically, there has been limited
support and few resources available
to help HIV-positive people adopt
safer behaviors. 

In a qualitative New York study
of 18 HIV-positive, heterosexual
men who relapsed into unprotected
sexual behavior after consistently
practicing safer sex, all participants
expressed concern about the health
threats of unprotected sex for them-
selves and their partners. However,
all participants reported intermit-
tent relapses to unprotected sex.*
Common factors related to relapse
were alcohol and other drug use,

There is often a difference
of opinion about which

partner—the HIV-positive
partner, the HIV-negative
partner, or both—should
be responsible for initiat-

ing safer sex practices.
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desires to “live life to the fullest,”
personal satisfaction with appear-
ance and health, the influence of
friends, risk analysis, sexual prepa-
ration, uncontrollable sexual urges,
and feelings that condom use was
physically desensitizing and stig-
matized them as HIV-positive.
Several men in the study also indi-
cated that they did not discuss HIV-
status or negotiate condom use with
their partners, primarily due to fear
of rejection. In addition, the partici-
pants consistently indicated that
their female partners were responsi-
ble for and controlled safer sex
practices, and several participants
believed that their partners would
do anything to please them, includ-
ing engage in unprotected sex.11

A Pittsburgh study of 156 HIV-
positive gay and bisexual men found
that participants who engaged in
unprotected anal sex were younger,
were less educated, had less anxi-
ety about their HIV serostatus, had
a greater feeling of control over their
lives, used less active behavioral cop-
ing mechanisms (for example, they
did not try to educate themselves
about HIV), and reported more use
of alcohol and poppers.12

A study of 50 HIV-positive injec-
tion drug users found that while 86
percent of participants reported that
they planned to use condoms if they
were going to have sex, only 42 per-
cent had acquired condoms in the
previous month, and only 18 percent
currently had a condom. In addition,
participants who shared drug injec-
tion equipment were significantly
less confident that not sharing drug
paraphernalia reduces HIV risk and
scored significantly lower on tests of
self-efficacy to negotiate safer needle
use with others.7

Engaging in sex or drug use is often
a way for people to cope with diffi-
cult situations. In a study of 73 injec-
tion drug users who tested for HIV
antibodies within 20 weeks of
enrolling in a drug treatment program,
those who tested HIV-positive were
less compliant with program guide-

lines and used more cocaine than
those who tested HIV-negative.13

Finally, researchers have found a
link between social support and
risk-taking behaviors among HIV-
positive people. In a study of 142
HIV-positive gay men, the more
support participants perceived
from their family members, the less
likely they were to engage in risk-
taking behaviors. Family availabili-
ty for support was more predictive
of reduced risky behaviors than the
availability of friends. The most
beneficial forms of family support
included having family members
available to discuss personal and
private feelings and for advice.14

Mixed Serostatus Relationships
Many HIV-negative people are

unaware of their sex partners’ HIV
status or risk behaviors and assume
that they are not at risk for HIV if, for
example, a sex partner is married or
does not ask to use a condom. HIV-
positive people may assume that their
partners are also HIV-positive if part-
ners do not ask about HIV serosta-
tus or suggest using condoms. There
is often a difference of opinion about
which partner—the HIV-positive
partner, the HIV-negative partner, or
both—should be responsible for ini-
tiating safer sex practices.2,4

Mixed status couples often strug-
gle with maintaining sexual satis-
faction and trust. Some couples con-
sider the risk of losing commitment
and intimacy in a relationship to be
more threatening than the risk of
transmitting HIV.2 Power dynamics
in a relationship—such as fear of
rejection, desire to please, and pos-
sible threat of violence—may reduce
a person’s ability and willingness
to disclose infection status and com-
municate prevention concerns. 

Disclosing HIV infection to a part-
ner can be a way to begin a discus-
sion about safer sex or safer drug use,
but this is difficult for many people,
especially women, who may fear
stigma, rejection, or violence from
their partners.2,15 Studies show that

between 30 percent and 50 percent
of HIV-positive people do not dis-
close their HIV status to their part-
ners. Non-disclosure of HIV infec-
tion is associated with having a high
number of sex partners, more casual
sex, and lower perceived levels of
social support.3

According to a study of 266 sex-
ually active HIV-positive people in
Atlanta, 41 percent had not disclosed
their serostatus to any sex partners
in the previous six months, and 48
percent of these were in monoga-
mous relationships for at least six
months. Among men who had not
disclosed, 25 percent had HIV-posi-
tive sex partners, 41 percent had HIV-
negative partners, and 36 percent had
partners of unknown serostatus.
Among women who had not dis-
closed, 17 percent had HIV-positive
partners, 47 percent had HIV-nega-
tive partners, and 42 percent had part-
ners of unknown serostatus. Com-
pared to men who had disclosed their
HIV status to sex partners, men who
had not disclosed had lower rates of
condom use during receptive and
insertive anal intercourse and scored
significantly lower on questionnaires
measuring the ability to properly use
condoms and negotiate for safer sex.
Emotional distress was greatest
among people who had not recently
disclosed. Women had lower scores
than men on questionnaires meas-
uring ability to communicate with
partners about HIV status.16

A study of 350 HIV-infected peo-
ple between the ages of 14 and 23
in four U.S. cities found that partici-
pants disclosed their serostatus to
only 54 percent of their partners.
Eighty-one percent of participants
were sexually active in the prior
three months, mostly with multiple
partners, and 82 percent of these
reported consistent condom use
during this time.17

Further Harm 
Many people with HIV who

have sex with other HIV-positive
people choose not to use condoms

PERSPECTIVES: PREVENTION FOR PEOPLE WITH HIV 3



4 PERSPECTIVES: PREVENTION FOR PEOPLE WITH HIV

or other protection, often rational-
izing that no further harm could
result from unprotected sex. For
example, a Florida study of 267 gay
and bisexual men found that partic-
ipants who were in seroconcordant
relationships used condoms least,
while couples in mixed status rela-
tionships used condoms most.18

But people with HIV are not invul-
nerable to the detrimental effects of
unprotected sex.

STDs are a significant concern
for people with HIV because co-
infection with syphilis, gonorrhea,
intestinal parasites, hepatitis, or
herpes can weaken the immune
system and accelerate progression
of HIV disease. Co-infection with
HIV and another STD often causes
an increase “viral load,” the con-
centration of HIV in the blood, and
a decrease in CD4+ cell count. Also,
STD infection in people with HIV
can be more severe, painful, and
difficult to treat if the immune sys-
tem is compromised.10

Research also indicates that the
presence of some STDs increases the
amount of HIV “shedding,” thus
increasing the likelihood of trans-
mitting HIV during unprotected sex
or needle sharing. An STD that pro-
duces lesions or sores provides routes
for HIV to exit or enter the body.
Chlamydia, gonorrhea, trichomonas,
non-gonococcal urethritis, and yeast
infections all destroy the outer lay-
ers of mucous membranes, allowing
HIV easier access to white blood cells.
In Tanzania, a 38 percent decrease in
new HIV infections was associated
with improved STD treatment.19

Another possible risk for HIV-pos-
itive people who have unprotected
sex is becoming reinfected with dif-
ferent strains of HIV. “Reinfection”
refers to being infected with HIV a
second time through exposure to a
different strain of virus, which could
result in a higher viral load, leading
to faster disease progression. How-
ever, researchers have not proven that
reinfection is more than a theoretical
risk. Although there is definitive evi-

dence of dual infection with differ-
ent subtypes of HIV, it is unclear
whether this occurs from simultane-
ous infection by two different strains
of HIV or through repeated exposure
and reinfection.20

The term “superinfection” has
been recently used to describe rein-
fection with another person’s “drug-
resistant” strain of HIV, which has
mutated and become resistant to cer-
tain HIV antiviral medications. Stud-
ies have shown that transmission of
drug-resistant strains of HIV from an
HIV-positive person to an uninfected
person occurs, but there are no
known cases of transmission of drug-
resistant virus from one HIV-posi-
tive person to another.12

Intervention Programs
In 1998, the Centers for Disease

Control and Prevention (CDC)
funded five health departments to
create pilot projects for providing
HIV prevention to people with HIV.
The state health departments of Cal-
ifornia, Maryland, and Wisconsin,
and the local health departments of
Los Angeles and San Francisco have
begun programs targeting a wide
range of HIV-positive people, includ-
ing women, men of color who have
sex with men, injection drug users,
young people, female sex and nee-
dle-sharing partners of injection drug
users, and incarcerated men and
women. The interventions include:
HIV and other STD counseling, test-
ing, and treatment; referral and link-
age to care; prevention case man-
agement; outreach through social
networks; mass media and Internet
marketing; partner counseling and
referral services; HIV-positive peer
support; skills building; and com-
munity forums and social services.21

The AIDS Action Committee in
Boston created an advertising cam-
paign that targets HIV-positive gay
men with messages aimed at help-
ing initiate discussions of transmis-
sion and promoting responsibility.
The campaign involved placing
posters over urinals in gay bars and

sex clubs with messages such as
“Let’s stop new infections now,” “If
you’re positive, think about trans-
mission,” and “Ask. Tell.” A survey
of men leaving the bathrooms found
that 70 percent could recall two or
more of the messages.22

Follow-up counseling for people
who recently tested HIV-positive
can be beneficial for a number of
reasons. The HIV test result disclo-
sure session is usually not an opti-
mal time to discuss issues such as
access to medical care and treat-
ment or the importance of safer sex,
primarily because clients are often
still in shock.23

One approach to follow-up coun-
seling that has proven successful at
numerous San Francisco anony-
mous testing sites is “linkage”
counseling. Upon receiving an HIV-
positive test result, clients meet a
confidential linkage counselor who
provides assistance in the initial
case management stages. Clients
may reach the linkage counselor to
discuss feelings or ask questions by
calling a pager. A follow-up
appointment is usually scheduled
two to seven days later to discuss
medical care, provide support,
explore any substance use, and
make referrals to necessary social
services.23

For clients who test HIV-positive
and are in relationships, couples
counseling can help facilitate safety
and boundaries. In a study of 144
heterosexual mixed status couples
in a California program who
received counseling and risk assess-
ments every six months, condom
use increased significantly, and no
new HIV infections were reported
among the couples.24

In a study of 255 HIV-positive
men, regular preventive counseling
and support group attendance
increased frequency of HIV disclo-
sure to sex partners. The study also
found that HIV-positive men dis-
closed less often to HIV-negative part-
ners or partners of unknown HIV-
status than to HIV-positive partners.25



It is becoming increasingly com-
mon for HIV counselors to address
prevention with clients who test HIV-
positive. Prevention for people with
HIV is usually more appropriate in
confidential test sites or other set-
tings that, unlike most anonymous
test sites, have the capacity to pro-
vide follow-up counseling sessions
and to develop ongoing relationships
with clients. In anonymous settings,
counselors often do not discuss these
prevention issues because during dis-
closure sessions it is difficult for many
clients who test HIV-positive to dis-
cuss issues other than their new infec-
tion status and what to do about it.
If a test site does not offer post-dis-
closure counseling, provide referrals
to agencies where clients can obtain
these services. 

Upon receiving an HIV-positive
test result, many clients are emo-
tionally and psychologically unable
to absorb much of what happens in
the session. But in some instances,
clients who are prepared to receive
a positive antibody test result may
be able to discuss prevention with
the counselor. Being empathetic and
client-centered helps counselors
assess whether or not clients are
ready to discuss prevention during
the disclosure session. For example,
if a client is withdrawn, crying, angry,
upset, or unresponsive, it is not an
optimal time to bring up such an
important issue as prevention. How-
ever, it is appropriate for counselors
to utilize opportunities that clients
present to explore feelings about dis-

closing HIV status and preventing
transmission to other people. 

Disclosing HIV Infection
Disclosing HIV infection is the first

and one of the most important steps
in HIV prevention. Disclosing to sex
partners may be complicated by
stigma, shame, fear of rejection, the
limitations of the client’s communi-
cation skills, and, for male clients who
have sex with men, internalized
homophobia. In addition, former
injection drug users may feel shame
about disclosing this past behavior
as the reason for their HIV infection.
Normalize this experience by explain-
ing that difficulties with disclosure
are common among people who test
HIV-positive. Develop and maintain
referrals to support groups where
clients can listen to peers discuss sim-
ilar concerns and apprehensions
about disclosure. 

The ramifications of disclosure can
be overwhelming for clients newly
diagnosed with HIV. In addition,
clients who are not in primary rela-
tionships may believe that it is unnec-
essary to disclose HIV infection if
they are practicing safer sex. 

Explain that they may not need to
disclose in every situation, and help
them develop criteria for determin-
ing when it is most important to dis-
close. It is important for counselors
to avoid making judgments if clients
choose not to disclose their HIV infec-
tion to all of their partners. Some
clients want to evaluate the need for
disclosure on an individual basis,
some want to make strict rules or
guidelines for themselves, while oth-
ers prefer a combination, maintain-
ing flexibility within clear guidelines.
Work with clients to clarify their val-
ues for disclosing and prepare for the
unexpected outcomes of disclosing
in different situations.

Fear of rejection by potential part-
ners is a common concern for clients
who have recently tested HIV-posi-
tive. A counselor might address this

fear by saying, “Yes, you may expe-
rience rejection. How do you think
you will deal with it? How have you
dealt with rejection in the past?”
Explain that some people do not want
to date HIV-positive people out of
fear of infection or fear of loss, but
that there are also people who do not
care and even those who want to date
HIV-positive people. 

To facilitate disclosing a client’s
HIV status to past partners, pro-
vide referrals to the local partner
counseling and referral service, if
such a service is available. This serv-
ice contacts a client’s former sex or
needle-sharing partners, without
identifying the client, to inform them
that they may have been exposed to
HIV. With this knowledge, former
partners may be more likely to test
for HIV antibodies and pursue med-
ical help if they are infected. To learn
about this important service, contact
the local county health department.

Responsibility and Unprotected Sex
Receiving an HIV-positive test

result does not necessarily change a
client’s sense of responsibility for pre-
venting HIV transmission to his or
her partners. The issues a client faced
prior to testing HIV-positive and
which led to infection usually remain
after the client receives the test result.

Aperson’s capacity to take respon-
sibility for behaviors that may place
partners at risk may be influenced
by anger, substance use, and sexual
desire. Each of these can be explored
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Implications for Counseling

A Counselor’s Perspective
“For clients who test HIV-
positive, relevant referrals
are the most important
thing I can think of for
people to take with them.”

A Counselor’s Perspective
“When I brought up 

prevention, my client felt
strongly about discussing
it. He did not want to feel

responsible for infecting
any of his partners.”



with supportive open-ended ques-
tions or statements. For example, “It’s
clear to me that you’re concerned
about infecting your partners. I’m
wondering how your use of alcohol
may contribute to your partners’
risks. What do you think?” 

To avoid infecting other people,
some clients choose to have sex only
with other HIV-positive people, and
they may or may not use protec-
tion. The risks of infection with other
sexually transmitted diseases (STDs)
may seem insignificant in compari-
son with HIV, but these risks may
significantly affect the long-term
health of people with HIV. For many
HIV-positive clients, however, qual-
ity of life issues take precedence over
concerns about STD infection, and
some of these clients consider engag-

ing in unprotected sex to enhance
their quality of life. 

Encourage clients to make
informed decisions before abandon-
ing condom use, taking into account
the risks and medical complications
of STD co-infection and the theoret-
ical risks of HIV reinfection. Refer
clients to HIV knowledgeable health
care providers for information and
counseling regarding these issues,
and encourage them to include pri-
mary partners when screening for
STDs so that they can make well-
informed decisions about condom
use in their relationship.

Mixed Status Couples
The issues couples face after one

partner tests HIV-positive can seem
overwhelming. Counselors can help

clients focus and organize a list of
needs and tasks that might provide
structure to an otherwise chaotic sit-
uation. They can also help HIV-pos-
itive clients discuss prevention strate-
gies with their HIV-negative partners. 

In many cases, it may be effec-
tive to offer couples sessions. If the
test site does not offer couples coun-
seling, provide a referral for these
services. Couples sessions provide a
supportive forum to discuss pre-
vention strategies unique to each cou-
ple’s relationship and are especially
helpful for couples who disagree
about the extent of prevention meas-
ures they want to implement. 

Sometimes, the uninfected part-
ner expresses the least interest in pre-
vention. For example, the HIV-pos-
itive client may identify prevention

6 PERSPECTIVES: PREVENTION FOR PEOPLE WITH HIV

References 

1. Centers for Disease Control and Preven-
tion. Aglance at the HIV epidemic. CDC Update.
December 1999.

2. Remien R, Senterfitt W, DeCarlo P. What
are HIV+ persons’ HIV prevention needs?
AIDS Research Institute, UCSF Center for AIDS
Prevention Studies. August 2000: http://
www.caps.ucsf.edu/poz.html.

3. Kok G. Targeted prevention for people
with HIV/AIDS: Feasible and desirable?
Patient Education and Counseling. 1999; 36(3):
239-246.

4. Hays RB, Paul J, Ekstrand M, et al. Actual
versus perceived HIV status, sexual behav-
iors and predictors of unprotected sex among
young gay and bisexual men who identify as
HIV-negative, HIV-positive, and untested.
AIDS. 1997; 11(12): 1495-1502.

5. Kalichman SC, Kelly JA, Rompa D. Con-
tinued high-risk sex among HIV seropositive
gay and bisexual men seeking HIV prevention
services. Health Psychology. 1997; 16(4): 369-373.

6. Kalichman SC. Psychological and social
correlates of high-risk sexual behavior among
men and women living with HIV/AIDS.
AIDS Care. 1999; 11(4): 415-428.

7. Avants SK, Warburton LA, Hawkins KA,
et al. Continuation of high-risk behavior by
HIV-positive drug users: Treatment implica-
tions. Journal of Substance Abuse Treatment.
2000; 19(1): 15-22.

8. Semple SJ, Patterson TL, Grant I. Partner
type and sexual risk behavior among HIV
positive gay and bisexual men: Social cogni-

tive correlates. AIDS Education and Prevention.
2000; 12(4): 340-356.

9. King-Spooner S. HIV prevention and the
positive population. International Journal of
STD and AIDS. 1999; 10(3): 141-150.

10. UCSF AIDS Health Project. Enhancing pre-
vention skills for people living with HIV: A
training curriculum for providers working with
people who are living with HIV. April 2001. 

11. Sherman DW, Kirton CA. The experience
of relapse to unsafe sexual behavior among
HIV-positive, heterosexual, minority men.
Applied Nursing Research. 1999; 12(2): 91-100.

12. Robins AG, Dew MA, Kingsley LA, et al.
Do homosexual and bisexual men who place
others at potential risk for HIV have unique
psychological profiles? AIDS Education and
Prevention. 1997; 9(3): 239-251.

13. Katz SM, Galanter M, Lifshutz H, et al. The
impact on behavior of notifying methadone
patients of their HIV serostatus. American Jour-
nal of Drug and Alcohol Abuse. 1995; 21(1): 37-45.

14. Kimberly JA, Serovich JM. The role of fam-
ily and friend social support in reducing risk
behaviors among HIV-positive gay men. AIDS
Education and Prevention. 1999; 11(6): 465-475.

15. Van der Straten A, Vernon KA, Knight
KR, et al. Managing HIV among serodiscor-
dant heterosexual couples: Serostatus, stigma
and sex. AIDS Care. 1998; 10(5): 533-548.

16. Kalichman SC, Nachimson D. Self-efficacy
and disclosure of HIV-positive serostatus to sex
partners. Health Psychology. 1999; 18(3): 281-287.

17. Rotheram-Borus MJ, Lee M, Zhou S, et al.
Variation in health and risk behavior among

youth living with HIV. AIDS Education and
Prevention. 2001; 13(1): 42-54.

18. Sacco WP, Rickman RL. AIDS-relevant
condom use by gay and bisexual men: The
role of person variables and the interpersonal
situation. AIDS Education and Prevention.
1996; 8(5): 430-443.

19. Grosskurth H, Gray R, Hayes R, et al.
Control of sexually transmitted diseases for
HIV-1 prevention: Understanding the impli-
cations of the Mwanza and Rakai trials. The
Lancet. 2000; 355(9219): 1981-1987.

20. Nathanson N, Mathieson BJ. Biological
considerations in the development of a human
immunodeficiency virus vaccine. Journal of
Infectious Diseases. 2000; 182(2): 579-589. 

21. Senterfitt WR. Positive images: Primary pre-
vention for people with HIV. Focus: A Guide to
AIDS Research and Counseling. 1998; 13(7): 5-6. 

22. AIDS Action Committee Bathroom Cam-
paign Evaluation. AIDS Action Committee,
Boston. 1996. 

23. Unpublished interview with James Orlando,
University of California San Francisco, AIDS
Health Project. July 2001.

24. Padian NS, O’Brien YR, Chang Y, et al. Pre-
vention of heterosexual transmission of human
immunodeficiency virus through couples coun-
seling. Journal of Acquired Immune Deficiency
Syndromes. 1993; 6(9): 1043-1048.

25. De Rosa CJ, Marks G. Preventive counsel-
ing of HIV-positive men and self-disclosure
of serostatus to sex partners: New opportuni-
ties for prevention. Health Psychology. 1998;
17(3): 224-231.



as a priority, but the HIV-negative
partner may feel that the intimacy of
unprotected sex outweighs the risk
for infection. In some cases, the unin-
fected partner may feel compelled—
perhaps subconsciously—to also
become infected in order to share his
or her partner’s experience. If this
comes up during a couples session,
the counselor might comment on the
love and caring that motivates each
partner’s desire to use or not use con-
doms and provide the HIV-negative
partner with referrals for individual
counseling. Explain that partners of
HIV-positive people often need sup-
port to help them work through their
feelings and accept their partner’s
HIV status. 

Counselors can help clients in
mixed status relationships under-
stand that it often takes time to work
through solutions and that infection

can occur during this time. Work with
clients to develop a short-term HIV
prevention contract. For example,
clients may agree to temporarily
abstain from high-risk behaviors,
even though these behaviors may
have deep meaning and intimacy for
the couple. The counselor can help
clients express feelings about loss and
anger and look at other ways to
increase intimacy. These contracts for
safer sex often provide a structure of
safety for the partners involved.
Although these can be verbal agree-
ments, writing and signing a contract
can help clarify and reinforce the con-
tract’s importance. 

Risk Reduction Contracts
Without interventions that help

clients break the cycles of habitual risk
behaviors that led to their infections,
the behaviors will likely continue.

When counseling such clients, pro-
vide referrals to resources, such as res-
idential drug treatment, that can
address these issues.

If clients are interested in such
referrals, counselors who can offer
post-disclosure counseling sessions
can create weekly risk reduction con-
tracts while clients are waiting to
enroll in a program. For example, a
contract may stipulate that the client
will utilize needle-exchange pro-
grams rather than continuing to share
needles. Another contract may
involve attending 12-step meetings. 

In follow-up sessions, review client
successes or challenges related to
adhering to the contract. Supporting
successes and resolving difficulties,
or even altering the contract can go
a long way to helping HIV-positive
clients change behaviors that may
also place others at risk for HIV. 
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Counseling Intervention
After providing Joe with medical referrals to serv-

ice providers who are knowledgeable about HIV, ask
him what he can do to prevent transmitting HIV to
his partners. If he says that he will always use con-
doms during anal sex, ask if he thinks this is feasible
and what might get in the way. Ask Joe if the possi-
bility of lapses into unprotected sex might increase
with alcohol or marijuana use. If so, suggest a refer-
ral to a local counselor with whom Joe can discuss
unprotected sex and substance use.

If Joe is dismayed by the prospect of always using
condoms and asks about having unprotected anal
sex with other men who are HIV-positive, explain
the risks of STD co-infection and the theoretical risks
of HIV reinfection and superinfection, clarifying that
there are no documented cases of reinfection or
superinfection. Provide referrals for Joe to gain fur-
ther information about the medical risks of having
unprotected sex with other HIV-positive men. Let
him know that some people with HIV stop using
condoms with HIV-positive partners after exploring

all the latest information, while other people contin-
ue to use condoms. Make sure to emphasize the
importance of making an educated decision.

Bring up the topic of disclosing HIV status to sex
partners, and explore how Joe would disclose, per-
haps utilizing a role-playing exercise. Ask under which
circumstances he feels it would be important to dis-
close his HIV status. If he has difficulty answering,
help him, such as by saying, “Having to deal with
these issues now can feel overwhelming. You can take
your time with this. I’m going to give you a referral
to a support group for HIV-positive gay men, and this
may be a good place to explore disclosing your status.
I’ll also give you the number for a partner counsel-
ing and referral service, which can help you by con-
tacting the people in your past for whom it may be
important to be tested. In the meantime, is there some-
one supportive you can talk to tonight?”

Help Joe identify a person or two with whom he
can talk for immediate support. Also, help him decide
where he will go after he leaves the clinic and how
he will get there. 

Case Study
Joe is a 28-year-old gay man who just tested positive for HIV antibodies at an anonymous testing site. In the disclosure

session, he is sad but lucid. Although his immediate concern is for obtaining medical help, he is open to discussing HIV pre-
vention. Joe’s main HIV risk behavior is unprotected anal sex, and he has a history of alcohol and marijuana use with sex.



Review Questions
1. True or false: Many studies indi-
cate that people with HIV tend to
report lower levels of risk-taking
behaviors compared to people who
have tested HIV-negative, but they
still take significant risks.

2. Which of the following factors
commonly influence HIV-positive
people to engage in unprotected sex?
a) alcohol and drug use; b) negative
feelings about condoms and the
inability to use them properly; c) dif-
ficulty communicating with partners
about their HIV status and fear of
rejection; d) all of the above.

3. True or false: Studies show that
HIV-positive people and mixed sta-
tus couples who receive follow-up
counseling demonstrate no reduc-
tion in sexual risk behaviors.

4. Which of the following is a
health concern for HIV-positive
people who engage in unprotected
sex? a) possible reinfection with
another strain of HIV; b) compro-
mised well-being due to the physi-
cal strain of sex; c) risk of infection
with STDs that weaken the immune
system and accelerate progression
of HIV disease; d) a and c.

5. Which of the following is a rea-
son that people with HIV have rarely
been the specific target population
for HIV prevention campaigns? a)
people with HIV engage in lower risk
behaviors upon notification of their
infection; b) the fear that such pre-
vention programs will be perceived
as blaming infected people for the
epidemic; c) most people with HIV
are unwilling to change unsafe
behaviors in order to protect others;
d) there is no federal funding for such
prevention programs.

6. True or false: There is evidence of
HIV-positive people becoming rein-
fected with strains of virus that are
resistant to antiviral medications.

7. True or false: Some mixed-status
couples consider the risk of losing
commitment and intimacy in a rela-
tionship to be more threatening
than the risk of transmitting HIV. 

8. Studies show that most people
with HIV feel a sense of responsi-
bility to prevent spreading the dis-
ease to other people, but some peo-
ple with HIV are unsure about how
to lower their risks. 

Discussion Questions
1. What are some of the reasons an
HIV-positive person would not

want to disclose his or her HIV sta-
tus to sex partners?

2. What are some of the issues to
consider about the optimal time to
bring up prevention for clients who
test HIV-positive?

3. What are some of the thoughts
and feelings counselors may have
about prevention for people with
HIV that could interfere with client-
centered counseling?

4. What are some useful referrals
for clients who test HIV-positive?

Answers 
1. True.

2. d.

3. False. Research examining the effects of
HIV counseling and testing on sexual risk
behavior indicates that HIV-positive study par-
ticipants and mixed status couples who received
counseling reduced unprotected intercourse
and increased condom use.

4. d.

5. b.

6. False. Studies have shown that trans-
mission of drug-resistant strains of HIV from
an HIV-positive person to an HIV-negative 
person occurs, but there are no known cases of
transmission of drug-resistant virus from one
HIV-positive person to another HIV-positive
person.

7. True.

8. True. 
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