
Research Update
Over the course of the two decades

of HIV prevention and treatment, the
target population for interventions
has broadened and diversified. At the
same time, HIV has continued to hit
hardest those populations, such as
men who have sex with men, people
of color, and injection drug users, that
do not fit the stereotypical image of
mainstream U.S. culture. As a result,
researchers and HIV providers have
come to recognize the importance of
delivering interventions, including
counseling, in ways that speak to peo-
ple of varied backgrounds and needs.1

There is a substantial body of
research about culturally competent
health and mental health care. Since
the early 1990s, the research on cul-
turally competent HIV prevention
and counseling has grown.2 There are
two main schools of thought about
cultural competence. The first sug-
gests that counselors should learn
beliefs and norms of the specific cul-
tures they are working with and mir-
ror those cultures in order to, as it
were, speak the client’s language.2,3

The second suggests that culturally
competent counselors focus on learn-
ing skills such as openness and active
listening that allow them to uncover
an individual client’s culture and level
of acculturation in the course of the
counseling session.4-7 Recently,
researchers have reexamined how
counselors and practitioners view “cul-
ture” and the cultural models on which
prevention strategies are built. This
examination has looked at how these
models and definitions may perpetu-
ate the perception that clients who are
different are “outsiders,”8,9 and how
this perception may impede efforts to
reach those in need of services.

Demographics of HIV-Related Risk
The demographic portrait of the

epidemic offers a window on the
diversity of clients. According to 2002
data from the Centers for Disease
Control and Prevention (CDC), based
on statistics from 30 states that require
reporting of HIV infection, 54 percent
of all new HIV infections in the United
States were among Blacks, 32 percent
were among Whites, 13 percent were
among Hispanics, and 1 percent were

among people of other ethnicities.10

In addition, Black and Hispanic peo-
ple comprised more than 60 percent
of all people living with AIDS.

In 2002, men accounted for 71 per-
cent of all new HIV infections, while
women accounted for 28 percent
(children accounted for 1 percent).10

For both men and women in 2002, 44
percent of estimated new HIV infec-
tions were attributed to male-to-male
sexual contact, 35 percent to hetero-
sexual contact, and 16 percent to injec-
tion drug use.10 Finally, in 2002, 12
percent of new HIV infections were
among people younger than 25, more
than 63 percent were among people
ages 25 to 44, and almost 25 percent
were among people older than 45.10

CULTURAL COMPETENCE AND HIV 
People with HIV and people at highest risk for HIV are diverse, in terms of everything from race and ethnicity, gender, and

sexual orientation, to age and socioeconomic status. Since HIV counselors must explore particularly sensitive issues—includ-
ing sexual activity, substance use, and disease—it is crucial that counseling be well-grounded in concepts of cultural compe-
tence. This issue of PERSPECTIVES reviews definitions of cultural competence and the ways in which cultural competence is
consistent with and builds upon client-centered counseling skills and a counselor’s willingness to learn from clients. 
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Defining Culture and Competence
Since early in the epidemic, there

has been general agreement that cul-
ture-related considerations should be
central to the planning, implementa-
tion, and evaluation of health promo-
tion and counseling programs.1,9,11,12

The term “cultural competence” relates
to the ways in which cultural issues
are addressed in such arenas; it has
been examined and defined by vari-
ous commentators.7,11-13

At a minimum, cultural compe-
tence requires that services be pro-
vided in the languages of the client
populations a program serves. As fun-
damental, perhaps, is the idea that
cultural competence is anything that
contributes to the perception by peo-
ple of diverse cultural backgrounds
that services are legitimate. Because
it is so intimately related to effective
service delivery, cultural competence
is required by many professional
codes of ethics,14 and it may lead to
lower costs of care, since people who
receive culturally appropriate serv-
ices use fewer crisis resources.3,15

Obviously, a definition of cultural
competence is dependent upon def-
initions of “culture.” While
researchers have defined the word
in various ways,2,6,9 Barbara Van Oss
Marin reflects the general consensus
by describing culture as “a particu-
lar set of values, norms, attitudes,
and expectations about the world that
shapes the personalities of those
reared in that culture.”16

This definition avoids the prob-
lem that others have identified: in the
HIV prevention field, as in other
areas, “culture” may refer only to
racial and ethnic minority status, even
though White and heterosexual peo-
ple, for example, were also raised
with values, norms, attitudes, and
expectations.2 Others warn that when
only non-European peoples are seen
as having “culture,” their non-Euro-
pean ways are defined as barriers
to their progress, subtly linking the
ideas of “culture” and “barrier.” 5,9

Still others suggest that culture is
influenced not only by racial or eth-

nic background but also by other
demographic factors such as age,
socioeconomic or immigration sta-
tus, sexual orientation, and history
of oppression.1,17

Behavior and motivation for
behavior,2,18 the expression of symp-
toms of disease,11 and treatment-
related decision making and adher-
ence are often affected by a person’s
cultural background. Behaviors that
may lead to HIV transmission “are
rarely the direct product of merely
a deficit of knowledge, motivation,
or skill but instead can have lay-
ered meanings within a given, com-
plex personal and social-cultural con-
text.”19 This is important, because a
counselor may perceive a client from
a culture that is different from the
counselor’s as having incorrect beliefs
or as misunderstanding the nature
of his or her own concerns and con-
ditions. Providers may react by “edu-
cating” clients rather than respond-
ing to their needs and may, in turn,
miss an opportunity to intervene
effectively within the client’s own
cultural framework. 

In addition, understanding all of
the factors that contribute to a per-
son’s world view—those that are spe-
cific to the individual as well as those
that are general societal conditions—
may be crucial to cultural competence.
Societal reactions such as racism and
homophobia increase HIV-related risk
and diminish access to both preven-
tive and medical care services.8,10,17

For example, in one study, a group
of Latino gay men who were defined
by the researchers as participating in
risk-related sexual behaviors reported
more experiences of homophobia,
racism, and financial hardship than
a group exhibiting less risky behav-
iors.17 Counselors should examine
the ways that being part of any mar-
ginalized class, including substance
users or poor people, could prevent
clients from accessing services as a
result of internalized shame, in
response to judgments made by serv-
ice providers, or because of institu-
tionalized discrimination.

Finally, culture is a moving target.
Acculturation into mainstream U.S.
culture may change the effect of a
person’s culture on his or her behav-
ior. For example, studies have shown
that as some male Latino immigrants
become more acculturated to the
United States, they may be more
likely to use substances before sex.20

Presentation v. Content Strategies
These findings suggest that, con-

sistent with the definition of cultural
competence, providers must work to
understand, and provide relevant serv-
ices to, those who do not share their
cultural backgrounds.4,5 If a client does
not trust or understand an HIV test
counselor, for example, and hesitates
to honestly disclose feelings, sexual
practices, substance use, or symptoms
of illness during a counseling session,
the session may fail to uncover the
most relevant risks or concerns. It may
also fail to offer clients steps that might
be most helpful to protect themselves
and their loved ones and partners.

Two prevailing approaches to cul-
tural competence are “presentation”
and “content” strategies.2 Presentation
strategies use visual images or the lan-
guage of a specific racial or ethnic group
to attract clients of that group. For exam-
ple, a program might hang artwork
specific to a particular culture it wishes
to attract or hire people of the same
racial or ethnic background or appear-
ance (for instance, younger looking

Learning key facts
about different cultures
broadens a counselor’s

perspective, but 
these facts alone do

not constitute cultural
competence. Instead,

they may lead to 
complacency and

stereotyping.
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people). Early efforts at cultural com-
petence focused on “ethnic matching,”
that is, employing providers who were
the same culture or who spoke the same
language as the target population. 

This presentation strategy has been
successful in some venues,3,15 but has
not made a difference in others.21

Some theorists point out that being of
the same race or ethnicity does not
ensure cultural competence or effec-
tiveness.22 Some go so far as to call
cultural matching a form of “cultural
chauvinism,” asserting that  it assumes
that only those of the same skin color
can understand each other.23 

Content strategies concentrate on
integrating concepts and themes from
a particular culture into the design of
the program.2 For example, a provider
might look at factors that are both
specific to a culture and related to
HIV transmission and use these fac-
tors to facilitate client discussions on
these themes of behavior and risk.
Using information gathered from the
clients of a particular culture to direct
prevention messages and inform
counseling sessions would be an
example of a content strategy.

Both content and presentation strate-
gies are based on the idea that there
are specific qualities about a culture
that define that culture and that this

knowledge should be absorbed and
applied by programs and counselors
to work with specific groups. Unfor-
tunately, these assumptions may lead
to superficial and flawed approaches
to counseling: a counselor and a client
may share the same ethnicity, but may
not identify with the same culture. 

For instance, in one agency, hiring
a Puerto Rican counselor to work with
Mexican migrants was a presentation
strategy that failed because the
provider spoke a different Spanish
dialect. Similarly, a client may choose
one of several cultural identities as
his or her primary identity. For exam-
ple, an Asian American man might
identify primarily as gay, as a “top,”
or as a drug user, leaving a counselor
who is looking at the client only as
“Asian” struggling to connect.

Richard Dana and his colleagues
developed a checklist for agencies
seeking to become more culturally
competent that includes both pres-
entation and content strategies.13 This
checklist consists of five criteria: staff
and policy attitudes; services; rela-
tionship to community; training; and
evaluation. Each of these criteria has
subcategories. For example, under staff
and policy attitudes, an agency can
look at: implementing bilingual/bicul-
tural approaches (presentation strat-
egy); employing “culture brokers,”
people of the target culture who can
help bridge clients from their frame of
reference to mainstream cultural con-
cepts, (presentation and content strat-
egy); matching client and staff (pres-
entation strategy); and ensuring that
agency environment reflects culture
(presentation strategy), among others. 

Patricia Vinh-Thomas and her col-
leagues developed their own research-
based HIV-specific checklist that also
uses content and presentation strate-
gies.12 This checklist includes four
general criteria, encompassing 33 indi-
cators such as: ability to assess need
among target population; mechanisms
and structures to identify cultural, lin-
guistic, and socioeconomic issues
among target population; and ability
to provide program to intended tar-

get population.12 Although Vinh-
Thomas’s tool breaks down the tasks
much more than Dana’s does, neither
checklist answers the question of how
to implement improvements when
the checklist uncovers deficits in cul-
tural competence. 

Following Clients toward Competence
Other researchers and practitioners

suggest that counselors take an
approach that focuses on the client’s
experience of his or her background
and present situation.4-6 This approach
encourages practitioners to shed the
idea that the client whose culture is dif-
ferent from the counselor’s is “other”
and to challenge any stereotypes or
assumptions that the counselor may
have about this “other” culture. 

Amanda Houston-Hamilton and
Noel Day elaborate on this approach,
calling it “working downhill.” They
suggest asking a client to describe his
or her own experience in order to dis-
cover his or her beliefs about substance
use, sex, treatment, and a range of
other HIV-related topics.5 Using these
beliefs as a basis for a conversation
about HIV and risk is easier and works
better than trying to change a client’s
cultural attitudes to fit a particular
programmatic approach. 

For example, most HIV counselors
working in urban settings have heard
the terms “top” and “bottom” to
describe aspects of gay male sexual
behavior, and simply understanding
these terms can help a counselor
understand, in general, certain sex-
ual behavior. However, since these
terms may have more specific mean-
ings for any individual, cultural com-
petence may require a more inquisi-
tive approach. In response to a client’s
assertion that he is a “top,” for
instance, a counselor might ask the
client what that term means to him:
is he the insertive partner? The dom-
inant partner? Is he always the “top”?
Counselors can gain insights into a
client’s world by asking questions
instead of making assumptions about
the way clients look or the labels
clients use to describe themselves. 

If everyone has a
“culture,” the coun-

selor’s task shifts from
overcoming the barriers

of the “other’s” culture
to discovering the
beliefs and values 

of each person and
working within these
beliefs and values to
find motivation and

opportunity for change.
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Houston-Hamilton and Day then
recommend adapting messages and
materials to reflect these individual def-
initions rather than using an approach
that is based on an assumed cultural
framework (or stereotype) that may
not fit.5 For example, instead of strug-
gling to get a client to absorb and accept
the “facts” about the origins of HIV and
how it is transmitted and treated (work-
ing uphill), the authors suggest that “it
makes sense to allow individuals their
particular understanding of illness as
long as these ideas do not impede the
movement of counselor and client
toward an agreement on safer behav-
iors” (working downhill).5,7,8

Mindy Thompson Fullilove points
out that while stereotypes reinforce
group boundaries and contribute to
a sense of belonging, they also inter-
fere with counselors’ being able to
understand and see their own
assumptions about their clients.4 She
notes, for example, that a gay coun-
selor with unresolved issues about his
sexuality can bring fear and judgment
into a counseling session because of
his own internalized stereotypes about
gay men—even if he is working with
someone of his identified race, gen-
der, and sexual orientation. Thus, even
“matched” counselor-client pairs can
run into issues of projection, stereo-
typing, and cultural error.4

Similarly, Fullilove warns against
the “factoid” approach, that is, relying
solely on key facts about different cul-
tures to constitute cultural competence.
For the reasons she and Houston-
Hamilton state, these bits of informa-
tion can cause a counselor to become
complacent about his or her cross-cul-
tural knowledge, fall into stereotyp-
ing, and fail to ask the questions that
are crucial to building trust and to
understanding what steps it would
make sense for the client to take.4

Invisible Culture
Because many program adminis-

trators and counselors have been
steeped in an Anglocentric society,
some versions of cultural competence
view “culture” as something that only

non-Anglo people possess, and that
“culture” equals “other-ness” and
implies barriers to change. This view
continues to marginalize certain
groups, even as it attempts to reach
them. At the same time, this attitude
can lead a counselor to overlook dif-
ferences in how people who might
look “mainstream” think and feel
about their own behaviors, sexuality,
disease, and other concepts. Power
imbalances in the counselor-client
relationship and those that arise from
the perception that White is “main-
stream” while non-White is “other”
also create hidden barriers that can
get in the way of establishing trust,
rapport, and understanding.5,24

Looking through the lens that
everyone has a “culture,” the coun-
selor’s task becomes not so much one
of overcoming the barriers of the
“other’s” culture. Instead, the task
becomes one of discovering what
beliefs and values each person holds
and working within these beliefs and
values to find motivation and oppor-
tunity for education and change.6,9

This includes counselors examining
their own cultural background and
how it affects their work.4

At the same time, other commen-
tators have been examining the very
basis on which HIV prevention strate-
gies have been built. They point out
that the underlying theories of HIV
prevention, counseling, and risk reduc-
tion employ personal responsibility,
social learning, and rational-cognitive
approaches to get across their mes-
sages. These theories work well for
many people who are comfortable with
an individualistic approach, but not so
well for people from cultures where
family, community, and social per-
ceptions play a larger part in an indi-
vidual’s decision-making process.5,8,9

Thus, questions such as “How can
you be healthier?” or “What steps could
you take to reduce your risk of HIV?”
might not motivate or even be appro-
priate for someone of a culture in which
people are interdependent. For such
clients, separating themselves from their
families or communities in order to pro-

tect themselves might be alienating and
unhealthy rather than liberating and
empowering. In these cases, preven-
tion aimed at an entire family or a com-
munity might work better.5 In a coun-
seling session, the counselor might focus
on helping a client explore the ways in
which family and community could
support health and well-being.5

One study looked at ways of chang-
ing prevention strategies to reach peo-
ple who have a more community-based
orientation. In one neighborhood, cer-
tain stores were targeted as commu-
nity gathering places for recently immi-
grated Bangladeshi adults. Prevention
staff first talked to the store owners,
who in this case served as “cultural
emissaries,” about condom use and
HIV transmission. After getting the
store owner’s buy-in, staff put condoms
and HIV information in the store. This
method of condom and information
dissemination seemed to work for this
population, because the message was
able to surface in a culturally appro-
priate manner: someone known to and
respected by the community shared
the resources in a way that was non-
threatening and public.8

Conclusion
The range of theories about how

to bridge difference between coun-
selors and clients is large enough to
offer many alternatives for practice.
Defining culture broadly to include
“mainstream” beliefs as well as those
of more marginalized groups opens
the door to greater understanding
when working with individuals. 

There are many ways to experi-
ence an individual’s culture—whether
related to age, gender, race and eth-
nicity, sexual orientation, or socioe-
conomic class—and counselors who
approach these characteristics with
openness and curiosity are more likely
to truly connect with their clients. In
this way, cultural competence for any
individual counselor is a continual
process. Since at its essence, cultural
competence requires a willingness to
not know, to not assume, and to learn
from clients, it is always evolving.
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Counselors who ask themselves
“Am I culturally competent?” may
initially find the question over-
whelming. Culture is a complex idea,
involving not only race and ethnicity,
but also membership in a variety of
groups, each with an influence on 
a person’s world view. But the task 
of developing a culturally sensitive
approach to counseling does not have
to be intimidating. In many ways, cul-
turally sensitive counseling extends
familiar skills: those that relate to
client-centered counseling.

Cultural Awareness and Self-Awareness
Cultural sensitivity begins with

cultural awareness, the recognition
that people have values, beliefs, and
practices that differ from one’s own.
Of importance to HIV counseling,
culture may influence sexual activi-
ties and drug use practices, beliefs
about illness and death, and values
regarding all of these. 

The first step toward cultural
awareness for counselors is to explore
their own cultural perspectives and
biases. Without this understanding,
it is easy for a person to judge his or
her world view as the only correct one.
It may be especially challenging for
White or heterosexual counselors to
recognize the cultural lenses through
which they view the world, since in
the United States, the social message
is that being White or heterosexual
is the “mainstream” and “culture” is
identified with minority status. 

It is also important for a counselor
to understand the power dynamic and
“culture” of the counseling setting itself.
Counseling is by nature an imbalanced
power setting, endowing the counselor
with authority. Counselors seek to cre-
ate a climate that is as open and com-
fortable as possible for clients, dimin-
ishing this imbalance without
compromising appropriate boundaries. 

To achieve this, counselors should
be aware of how their own cultural
beliefs and judgments affect their
reactions to clients during each step

of HIV counseling. When counselors
who enjoy societal advantages based
on race, gender, or sexual orientation,
for example, counsel clients who do
not enjoy these privileges, the already
unbalanced power dynamics of the
counseling session may be intensi-
fied. In this case, clients may expe-
rience marginalization rather than
empowerment.

Barriers to Trust
Historical racism, sexism, and

homophobia, both in society and in
the medical establishment, build bar-
riers for many people seeking to
access health care, including HIV test-
ing. In particular, there is a legacy
of mistrust around the treatment of
sexual issues by the American med-
ical establishment. For example, for
more than 40 years, African Ameri-
can men with syphilis were lied to
and forced to go without treatment
so that their symptoms could be stud-
ied during the Tuskegee medical
experiments; gay and lesbian people
were treated for their “mental illness”
with electroshock therapy; and
Puerto Rican women were sterilized
without their knowledge or consent.
Awareness of such examples of racist
policies in American medical history
can help counselors understand some
of the fear and mistrust clients may
bring to HIV counseling and testing. 

Racism, sexism, and homophobia
can have powerful effects on self-
esteem, communication style, body
image, and feelings of control, which
in turn can diminish a client’s sense of
self-protection, ability to negotiate safer
sex, and capacity to employ harm
reduction strategies. Counselors can
ask themselves, “How does the stress
of the HIV counseling session combine
with the feelings a client facing racism,
sexism, or homophobia has already
experienced?” and then consider ways
to build rapport in this context. 

Another group with a history of
painful encounters with the medical
establishment are substance users.

Many clients who have experienced
judgments about substance use may
be afraid to disclose the details of
their practices. Counselors can con-
sider ways in which substance users
create their own culture and com-
munity, as well as the ways that this
culture may influence HIV risk and
attempts to change risk behaviors. 

Many Cultures, Many Identities
Each person possesses multiple

cultural memberships. Memberships
such as race, ethnicity, and gender
may—or may not—be clear, while
sexual orientation, substance use, and
religious affiliation are just a few “cul-
tural identities” which are often invis-
ible. Counselors can avoid the trap
of stereotyping clients based on one
cultural experience or membership.
For example, while it is useful to be
aware of the legacy of racism in the
medical establishment, counselors
should not assume that all people of
color mistrust medical approaches. 

It is equally important to avoid
overidentifying with clients based on
a common cultural membership. For
example, a client and counselor who
are Latino, male, and have sex with
men—but who have different religious
beliefs, and quite possibly different
sexual identities—may view options
around sex and risk quite differently.
Similarly, a counselor in recovery can-
not assume that risk reduction strate-

Implications for Counseling
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A Note on Our Process

The Case Study in this issue orig-
inally portrayed a test counselor
who was secure in her own “cul-
tural competence.” It became clear
that it would be more realistic if the
counselor questioned her approach
and improved her skills through
consultation. This reflects real life,
where an individual's cultural sen-
sitivity—including that of this edi-
tor and this writer—continues to
unfold with feedback from others
if we are each open to it.

 



gies that worked for him or her will
work for a client who is using drugs,
although the counselor’s experience
may provide a useful perspective. 

Given all the possible identities
and cultural memberships, and the
ways they combine in each individ-
ual client, some researchers have
argued that all encounters demand
cross-cultural counseling skills. There
is always some gap in experience and
identity that must be bridged
between one person and another. 

How clients identify themselves
and how they interpret their cultural
experiences is a complex process. By
actively listening to a client through-
out the session, counselors can pick
up on cultural memberships with
which the client most closely identi-
fies, and those that are most strongly
related to HIV-related beliefs and prac-
tices. For instance, one HIV test coun-
selor, after trying to talk to a client

about his experience as a man of color
in the gay community, was told by the
heavyset client: “A better question
to ask would be, what’s it like to be
in this body?” Another important
question for counselors to ask is, from
where does the client draw strength
and support, and how are these
sources related to cultural identity and
the possibility of behavior change?

The Power of “Not Knowing”
If a counselor typically works with

clients of a specific culture—for exam-
ple, if a counselor sees many middle-
aged, urban gay men or young
African American women or rural
White non-injection drug users—it
may be helpful for that counselor to
do some work to understand the key
cultural institutions and influences
that are common to this group of
clients. Some of these influences
might include language—both for-

eign and a subculture’s vernacular
or slang; history; the role of the fam-
ily—biological and non-biological,
nuclear and extended; the role of reli-
gion or spirituality; key social insti-
tutions and ways of socializing; and
traditions and customs, particularly
as they relate to HIV-related risk. 

It is equally important, however,
for counselors to avoid “arming” them-
selves with information, undermin-
ing their curiosity and leading them
to believe they already “understand”
clients. Knowledge can enrich a coun-
selor’s sense of curiosity about the
diversity of experiences in the world.
But it cannot replace the process of
learning from clients about their indi-
vidual values, beliefs, and behaviors. 

The stance of “not knowing”—of
not making assumptions—may mean
counselors will spend more time ask-
ing for clarification about, than inter-
preting, a client’s behaviors. Amanda
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Houston-Hamilton and Noel Day offer
a useful example: in counseling an
Asian client who avoids eye contact,
a counselor might ignore the behav-
ior, feel shut out, or assume the influ-
ence of either shame or cultural val-
ues regarding respect and modesty. 

They suggest that a better alter-
native to any of these private actions
would be for the counselor to won-
der aloud to the client: “I don’t know
what it means, but I’ve noticed that

you haven’t made eye contact with
me while we were talking about
using condoms. I’m wondering if
there is something I could do differ-
ently to help you feel supported, so
we can make a risk reduction plan to
fit your needs.”5 Thus, the counselor
communicates openness to the
client’s needs and explicitly invites
partnership with the client. This
client-centered approach also helps
counselor and client stay focused on

the issues that brought the client in
to counseling. 

In addition to checking in and ask-
ing questions throughout the coun-
seling session, counselors should seek
feedback from clients, asking if their
concerns and priorities have been
addressed and if they have further
questions. In each response, counselors
can listen for which prevention strate-
gies fit best within a client’s world
view as shaped by his or her culture. 

“She was negative, thank God,” Susan says. “But,
there were a couple things I wanted to check out
with you. I feel kind of stupid, since we just had that
class on cultural competence. Do you have time to give
me some feedback?” 

As Susan tells her story, it becomes clear that there were
a few snags in Susan’s session with Louise, a 65-year-
old African American woman and first-time tester. “Some-
how we got sidetracked onto how the AIDS epidemic got
started. At first, I felt really good talking about that, because
I know a lot about it and I thought I could build trust by
showing I was knowledgeable. But then it started cutting
into our risk assessment time and I began to rush through
the assessment questions. The client looked offended and
got really quiet, and I was really conscious of being this
White woman asking her these really personal questions. 

“Finally I just said, ‘I’m new at this and I don’t feel like
I’m doing a good job connecting with you. Can we go
back a few steps? Is there a way I can be more helpful?’”

Gloria praises Susan’s decision to seek consultation.
She says that she is familiar with African American clients
asking about how AIDS began. “It sounds like you might
have felt a little insecure, and here was a chance to show
your credibility, but then you got sidetracked. How do
you think it would have been for you to say, ‘Alot of peo-
ple have asked me that, and there are lots of theories.
What have you heard? What makes sense to you?’” Susan
agrees that this approach could have given her a better
window into Louise’s world view. 

Gloria continues, “And you’re right to think she might
be checking out your credibility. This woman lived through
Tuskegee. Still, remember to move on: everybody has a

story, and listening to that story can take us to the next
step, but stay focused on the client’s risk-related needs.”

“Another thing that I noticed was that you said you
got rushed doing the risk assessment questions,“ Gloria
observes. “Remember, you aren’t just a White woman
and a stranger: you’re young enough to be her daugh-
ter. And she has never tested before. She’s new to our ’cul-
ture.’ Maybe going through the risk assessment abruptly
felt intrusive. Sometimes, I introduce the assessment by
saying, ’I’d like your permission to ask you some per-
sonal questions—about things like sex and drugs. Your
answers are confidential, and I hope we can use them to
identify some steps that will help you protect your health.’
Probably the most important thing you can do with any
client is to show respect and a willingness to listen.” 

Gloria adds, “It sounds like you already know that,
because your gut told you things weren’t working out
and that you needed to reconnect with Louise. What
happened when you acknowledged the problem and
asked Louise what you could do to connect better?” 

Susan says that Louise became a little tearful as she
recounted how a friend from church had lost a son to
AIDS. As Susan eased back into the risk assessment,
Louise shared more openly. “She even ended up taking
some textured condoms to use with her ‘special friend.’
I was a little surprised those would catch her eye.” 

Gloria says, “So you were able to recover, and Louise
helped you see where she needed to go next. Remember,
our clients don’t expect us to know everything—about
AIDS or about them. Be interested and learn all you can
in the time that you have.” Gloria grins, “We’ll talk about
your assumptions about senior citizens and sex next time.”

Case Study
At the end of a busy antibody test counseling shift, Gloria, a 37-year-old African American test counselor, looks up to

see Susan, a 24-year-old White woman and a new counselor, leaning against the door frame and looking uncomfortable.
Gloria, an experienced counselor, invites Susan in and asks her how her last session went. 
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Review Questions
1. True or False: Self-awareness and
examination is an important step in
becoming culturally competent.

2. True or False: The dynamic or “cul-
ture” of the test counseling setting is
one in which power is naturally bal-
anced between client and counselor. 

3. Which of the following factors
may influence a person’s cultural
identity? a) race and ethnicity; b) gen-
der and sexual orientation; c) sub-
stance use status; d) all of the above. 

4. True or False: White people don’t
have the same depth of culture as
people of color.

5. A person’s culture may: a) make
him or her confused about medical
facts; b) influence decisions about
sexual behavior and risk; c) make him
or her more oriented towards inter-
dependence than independence; 
d) b and c. 

6. The counselor ’s stance of “not
knowing” means: a) counselors
should remain open and curious
about a particular client’s experience;

b) counselors should not attempt to
learn anything about a client’s cul-
ture; c) counselors should focus on
interpreting client behaviors rather
than asking for clarification; d) all of
the above.

Discussion Questions
1. Why is it important for counselors
to consider the impact of culture on
their clients’ (and their own) lives?
How does culture affect HIV risk and
its reduction?

2. What are your cultural beliefs and
assumptions about sexuality and HIV,
and how do they affect your work
when you meet with someone who
you see as different than you?  

3. What are some of the advantages
and limitations of “cultural matching”
in providing test counseling services?

4. How can test counselors help
clients who may have experienced
racism, sexism, or homophobia
develop comfort and rapport in the
test counseling process?

5. How do a counselor’s assump-
tions, stereotypes, and generaliza-
tions about a client’s culture hinder

the process of helping the client make
small changes to reduce risk?

6. How can counselors who want to
develop their cultural competence
go about doing so?

7. How has the idea of cultural com-
petence evolved over the years? What
strategies have you found most use-
ful in bridging differences? 

8. Have you ever found yourself sur-
prised by something a client has
revealed to you because it contra-
dicted your assumptions about that
client?  How did you react, and  how
might you have reacted differently? 

Answers
1. True.

2. False. The counseling situation naturally
places counselors in positions of authority, but
effective counseling works to minimize the
power difference between counselor and client.

3. d.

4. False. “White” people—who actually com-
prise a large number of cultural and ethnic
groups—have as much “culture” as any other
racial group. Each cultural manifestation of
White influences its members’ values, norms,
attitudes, and expectations of the world. 

5. d.

6. a.
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