
Research Update
Over the past several years, HIV

counseling and testing practice has
evolved. Recently, the U.S. Centers for
Disease Control and Prevention (CDC)
has taken four actions that affect HIV
prevention and the prevention coun-
seling component of HIV counsel-
ing and testing: highlighting the
importance of counseling and testing
to raise awareness of HIV in under-
served communities of color; priori-
tizing prevention interventions for
people with HIV and identifying HIV
testing as a key diagnostic approach;
and embracing rapid HIV testing and
its accompanying “single-session”
counseling as a way to make testing
more accessible. Finally, it has under-
taken a seminal, ongoing study of HIV
counseling: Project RESPECT.

While basic HIV counseling phi-
losophy and tools have not changed
in response to the CDC’s actions, the
results of Project RESPECT have led
to changes in the HIV counseling pro-
tocol. The Research Section of this issue
of HIV Counselor PERSPECTIVES

reviews the evolution and evaluation
of the counseling and testing proto-
col, the changes it has undergone in
response to Project RESPECT, and the
application of RESPECT in California
to both single-session and standard
(two-session) counseling. It also exam-
ines another counseling innovation—
the self-justification model—that, like
the RESPECT model, has been tested
in randomized trials. Lastly, it reports
on critiques of HIV test counseling and
its implementation. 

Evolution of Guidelines
In 1985, the San Francisco Depart-

ment of Public Health and the AIDS
Health Project of the University of Cal-
ifornia at San Francisco developed the
first protocols for HIV testing and results
disclosure in the world.1 In this initial
version of the protocol, the pre-test ses-
sion focused mostly on education about
the rapidly changing knowledge base
about HIV disease, while counseling
and behavior change planning were
concentrated in the results disclosure
session. However, even these first guide-
lines prioritized activities that eventu-

ally came to be known as client-cen-
tered counseling: individualizing ses-
sions and focusing on the meaning of
the test and the result for each client. 

In 1986, the CDC adapted the AHP
protocol and released the first national
HIV counseling and testing guidelines,
which were updated in 1987, 1993–1994,
and 2001.2 These documents focused
primarily on standards of care, includ-
ing confidentiality and voluntary ver-
sus mandatory testing. The 1993–1994
CDC standards, which became the basis
for HIV counseling and testing for the
decade that followed, promoted indi-
vidualized, neutral counseling and a
focus on the client’s, not the counselor’s,
goals for risk reduction.3
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The 1993–1994 CDC guidelines
recommended a two-session, inter-
active, client-centered protocol.2,4 The
first session focused on risk assess-
ment, information about the test,
informed consent to test, and blood
or oral tissue sample collection from
clients who chose to test. The second
session, one or two weeks later,
focused on disclosure of the test
results, and for HIV-negative clients,
discussion of risk reduction and pro-
vision of referrals. For HIV-positive
clients, the session focused on help-
ing the individual adjust to the news
of the result, offering appropriate
referrals, especially about initiating
medical care, and, depending on the
client, discussing disclosure to part-
ners and risk reduction for partners. 

The most current CDC guidelines,
published in 2001, both differ from
and echo the 1994 report. They are
also the first to be based on the results
of a large clinical trial of counseling
and testing methods: the RESPECT
study.2 The 2001 guidelines advise
counselors to use explicit language
to describe test outcomes and to
tightly focus sessions on the client’s
recent risk incidents instead of on
broader behavioral factors that might
affect a client’s risk. The guidelines
also suggest that counselors motivate
further change by affirming risk
reduction steps clients have already
taken. Although HIV education
remains an important part of the ses-
sion, the guidelines advise counselors
to clarify specific, not general, mis-
conceptions, for example, talking
about the specific sexual risks that a
client might actually encounter rather
than all the possible ways a client
might contract HIV. This increases
the likelihood that counselor and
client will be able to identify concrete
actions a client can take to reduce risk
and the skills necessary to do so. 

The 2001 guidelines also stress the
need for flexible implementation of
the protocol in order to respond to
differences in client base and avail-
able resources. They recommend, for
the first time, the controversial step

of possibly performing HIV testing
without prevention counseling and
referral, especially in areas with a low
prevalence of HIV and for clients who
have few or no HIV-related risk fac-
tors. These revisions, which are not
being implemented broadly, reflect
the dramatic changes in the epidemic
achieved by HIV treatment advances.

Early diagnosis and knowledge of
HIV infection have also become cen-
tral components of controlling HIV
transmission.2,5 Research indicates that,
after learning they are infected, many
people with HIV decrease sexual or
injection behaviors that may lead to
HIV transmission. Moreover, evidence
suggests that medical treatments that
decrease HIV viral load may also
reduce risk of transmission to others. 

Finally, new antibody testing tech-
nologies have influenced HIV coun-
seling. Before 1994, drawing blood
with a syringe was the only option
for collecting a test sample. Since that
time, new tests of oral fluid or tissue,
urine, and blood from a finger punc-
ture constitute less invasive sample
collection, making testing a more
attractive and available option. Rapid
HIV testing has also made it possi-
ble for test sites to provide same-day
HIV-negative and “preliminary pos-
itive” results, eliminating the poten-
tial that clients may not return for
results.2 This is particularly impor-
tant, because in 2003, more than 600
people who tested HIV-positive at
state-funded test sites in California
did not return for their results.6 In
response to the development of the
rapid HIV test, the CDC’s RESPECT
team adapted the RESPECT proto-
col to single-session counseling. 

While the CDC has guided the evo-
lution of test counseling on a national
level, state, county, and individual
agency implementation varies. Some
programs have leaned more toward
a psychological approach; others have
emphasized a health education
approach.6 For example, the state of
California has adapted the RESPECT
protocol using its own client-centered
counseling approach, which includes

focusing on stage-appropriate inter-
ventions as identified by the Stages
of Change model.3 The result is new
protocols for both single-session coun-
seling and two-session counseling. 

Evaluation of HIV Test Counseling
Surprisingly, while HIV counsel-

ing and testing protocols have been
shaped by well-accepted behavior
change theories and by health edu-
cation and medical practices, there
has been little standardized and con-
trolled evaluation of HIV test coun-
seling, itself. In 1999, researchers con-
ducted a meta-analysis of 27 studies
of testing and counseling published
between 1985 and 1997 in North
America, Europe, and Africa, involv-
ing almost 20,000 participants.5

Unfortunately, most of the studies
included in the analysis did not spec-
ify their counseling approach, includ-
ing the length of sessions or whether
the counseling followed CDC guide-
lines. This made it impossible for the
meta-analysis to identify which coun-
seling approaches are most effective.

The meta-analysis did find that HIV
counseling and testing was effective
in reducing sexual risk behavior both
among clients in relationships in
which one partner is HIV-positive and

Surprisingly, there has
been little standardized
and controlled evalua-
tion of HIV counseling

and testing, until
recently with the

RESPECT and Self-
Justification studies.

These studies prove the
counseling and testing
does have significant

capacity to reduce risks
in a sustained way.
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the other partner is HIV-negative, and
among clients who tested HIV-posi-
tive. The data on couples came from
three studies, involving about 300 par-
ticipants from various counseling and
testing sites. The analysis showed that
counseling and testing had a “large”
effect on reducing the couples’ risk
behavior. The data for the HIV-posi-
tive clients came from five studies with
about 400 participants, and showed
that counseling and testing had a
“medium” effect on reducing their
risk behavior. However, based on data
from nine studies with more than 1,000
participants, the meta-analysis also
found that risk reduction among HIV-
negative study participants was not
significantly higher than among
untested participants. 

Two recent studies—the RESPECT
study and the self-justification study
(a model tested among gay male
repeat testers)—have involved more
rigorous analyses of their counseling
processes, and have looked especially
at risk reduction outcomes. These
studies demonstrate techniques that
can be applied in the field. 

The RESPECT Model
From 1993 to 1996, Project RESPECT

researchers conducted a multi-city,
randomized, controlled trial that
compared the CDC protocol with
other types of test counseling.7 The
study recruited 5,758 participants
from inner-city, publicly funded, sex-
ually transmitted disease clinics in

five U.S. cities. All of the participants
were heterosexual, HIV-negative men
or women. The median age of the
sample was 25 years old; and 59 per-
cent of participants were Black, 19
percent were Hispanic, 16 percent
were White, and 6 percent were of
other races. 

RESPECT compared three types of
interventions: enhanced counseling,
consisting of four twenty-minute ses-
sions; brief counseling, consisting of
two 20-minute sessions modeled after
CDC guidelines; and an informational
approach, consisting of two short (5-
minute) sessions on HIV prevention.
The study’s key outcome measures
were incidence of new STD infections
over the course of the study period
(as determined by laboratory tests),
and self-reported condom use. Since
only 10 percent of participants
reported having anal sex in the last
three months at the initial interview,
the researchers defined risk reduction
as using condoms during penetrative
vaginal sex. To enable measuring these
outcomes, all counseling and testing
was confidential, not anonymous.

The two-session (“brief”) approach
led counselors and clients through a
process of negotiating a realistic and
achievable risk-reduction step, unlike
earlier CDC models, which empha-
sized long-term risk reduction and
the identification of “one or two
behavioral changes.”8 Although this
approach was in essence client-cen-
tered, it differed from traditional
client-centered counseling by using
“prompts,” which outlined step-
by-step the order of the session, and
by suggesting timeframes for parts
of the session to structure counsel-
ing interactions. 

At the three-month follow-up, a
slightly higher percentage of the
enhanced group and brief counseling
group participants reported no
episodes of unprotected vaginal sex
than informational session group par-
ticipants, but this difference was not
statistically significant. However, at
the six-month follow-up, 30 percent
fewer enhanced group and brief coun-

seling group participants than infor-
mational session group participants
had new STD infections; and, at the
12-month follow-up, this figure, while
falling to 20 percent fewer new STD
infections, remained high. Both of these
outcomes were statistically significant.7

These data are powerful. They
prove that the RESPECT approach is
effective in reducing risk, more effec-
tive than an informational model, and
as effective as a more intense (four-
session) counseling approaches. As a
result, this is the model promoted by
the CDC in their 2001 guidelines.

Self-Justification Model
The only other significant test

counseling model that has been rig-
orously evaluated is the self-justifi-
cation model, which focuses on
“repeat testers,” people who test more
than twice. Recent data has shown
that men who have sex with men and
who are repeat testers tend to have
more unprotected sex.9 In response
to this data, researchers from the Uni-
versity of California San Francisco
AIDS Health Project and the San Fran-
cisco Department of Public Health
designed a model aimed at gay and
bisexual HIV-negative repeat testers. 

This model is based on the work
of Australian researcher Ron Gold.
Gold sought a way to explain why
people who knew the risks of con-
tracting HIV continued to engage in
those behaviors known to have the
highest likelihood of transmitting the
virus. He suggested that during the
“heat of the moment” of sexual activ-
ity, such individuals convince them-
selves that their risk of infection is low.
Gold later demonstrated that indi-
viduals could reduce future risk by
examining their “self-justifications”
in the “cold light of day” through an
approach that involved the use of jour-
nal writing and a “sexual diary.”10,11 

The San Francisco researchers
adapted Gold’s approach to HIV
counseling by incorporating a focus
on the identification and discussion
of self-justifications into the standard
two-session counseling model. This

Without the sensitive
implementation of

counseling and testing
goals within a client-

centered context, even
the most rigorously

tested approaches can
be undermined. 
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“self-justification” session, conducted
by a licensed mental health profes-
sional, occurred during an additional
session between the standard risk
assessment and results disclosure ses-
sions. During this extra session, the
counselor asked the client to think
about a recent incident of unprotected
anal sex and to a complete a ques-
tionnaire of possible thoughts, beliefs,
and attitudes that may have been in
the client’s mind at the time the inci-
dent occurred. The goal was to iden-
tify and then discuss those specific
thoughts, attitudes, or beliefs associ-
ated with the client’s decision to engage
in that occurrence of high-risk sex. 

Researchers randomly assigned
clients to one of four groups. All groups
received standard two-session coun-
seling. The first group, a control,
received standard counseling only. A
second group also kept a 90-day sex-
ual diary. Athird group kept the diary
and participated in an extra self-justi-
fication session. A fourth group
received the self-justification session
without the diary. Researchers recruited
241 men, ages 18–49, from anonymous
HIV counseling and testing sites in San
Francisco. Subjects had to have had
at least one previous HIV-negative test
at least six months prior and had to
have had unprotected anal sex in the
prior 12 months to be included. Ninety
percent of the sample was White. 

The study found that pairing stan-
dard counseling with either of two of
the extra interventions—self-justifica-
tion counseling alone or self-justifica-
tion counseling plus diary keeping—
resulted in significantly fewer client
reports of unprotected anal sex. At the
six-month follow-up, unprotected anal
sex decreased by 45 percent in the self-
justification-only group, compared
with only a 14 percent decrease in the
control group. At the 12-month follow-
up, unprotected anal sex decreased by
40 percent from baseline in the self-jus-
tification-only group, compared with
only 1 percent in the control group.
When coupled with self-justification
counseling, diary keeping also
decreased risk, but not significantly. 

The San Francisco researchers are
undertaking a new investigation
using the same intervention, this time
with unlicensed but state-certified
HIV antibody test counselors, in
order to determine the feasibility of
using paraprofessionals to implement
the model.12 Until that investigation
is complete, the study’s results—and
the model’s value—are limited to
licensed counselors.

Quality Control
While studies such as RESPECT

demonstrate the value and efficacy of
client-centered counseling, it is impor-
tant to recognize that other perspec-
tives are being articulated. For exam-
ple, there have been some questions
both about the need for test counsel-
ing and about the way the counseling
protocols are carried out.2,13,14

In addition, and more significantly,
the CDC and others have noted that
some counselors at CDC-funded sites
nationwide are not implementing the
client-centered protocols.2,15-17 In its
2001 guidelines, the CDC notes that
“client-centered” is often misinter-
preted as meaning only “face-to-face,”
and that counselors are not under-
taking personalized risk assessments
with clients.2 This is crucial, because
improperly implemented counseling
may be counterproductive.

Two studies have examined specif-
ically whether the test counseling is
implemented in a client-centered way.
A 1998 study, published in 2002, eval-
uated program adherence to CDC
guidelines in the areas of counseling,
administering test results, referral, and
quality assurance.15 The researchers,
associated with the CDC, interviewed
51 counselors chosen as representa-
tives of their clinics in 10 randomly
selected states (the specific states were
not named in the study’s results).

Researchers noted three key find-
ings in the counseling arena. Clients
talked less than counselors did; only
22 percent of respondents reported
that clients spoke more in post-test
sessions with HIV-negative clients
and only 31 percent of respondents

reported that clients spoke more in
post-test sessions with HIV-posi-
tive clients. Counselors discussed
clients’ individual risks only 68 per-
cent of the time. Finally, only 61 per-
cent of respondents said they nego-
tiated a risk plan with clients in more
than half of their sessions. 

The second study, which looked at
test counseling sessions in the San Fran-
cisco Bay Area in 1996 and 2003, had
similar findings.16,17 The conversational
analysis of 70 test counseling sessions
found that sessions were often: shaped
by counselors’ data-collection respon-
sibilities, rather than client needs; char-
acterized by limited interaction
between counselor and client; and
defined by a fixed, not tailored,
sequence of topics. In addition, they
often did not address risk reduction. 

Conclusion
Despite the belief that client-cen-

tered HIV test counseling is an effec-
tive prevention tool, few studies have
successfully measured the effects and
efficacy of specific counseling meth-
ods. Yet, the results of two rigorous
studies—the RESPECT study and the
self-justification study—suggest that
current client-centered counseling
approaches, especially as recently
revised, do have significant capacity
to reduce risks in a sustained way.
Notably, both models focus on a par-
ticular risk event and specific risk
reduction steps. RESPECT has proven
that the essence of the CDC approach
works, particularly when it is struc-
tured in this way. The self-justifica-
tion study is a good example of inno-
vation in response to the challenges
of a particular population. 

Other studies suggest that proto-
cols alone do not determine the qual-
ity of counseling. The counseling and
testing process has other goals, for
example, collecting data that is cru-
cial to tracking the epidemic. With-
out the sensitive implementation of
all these goals within a client-cen-
tered context, even the most rigor-
ously tested approaches can be
undermined.
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The advent of the new “rapid,”
single-session HIV test has inspired
a re-evaluation of counseling and test-
ing protocols. The result is a shift in
how a client-centered approach, the
primary tool of counseling and test-
ing, is applied to HIV prevention
counseling—both in the new single-
session counseling and in standard
(two-session) counseling. Many of
the general principles of client-cen-
tered counseling—exploring the con-
text of risk behavior, individualizing
counseling sessions, offering more
than information about prevention,
and recognizing the limited role of
the counselor—are reemphasized in
the evolving counseling guidelines. 

Yet, two key changes in the coun-
seling session—focusing on a spe-
cific risk incident and identifying a
single step for behavior change—nar-
row the scope of counseling. This nar-
rowing increases the likelihood that
counselor and client will identify a
key source of risk and an effective
risk reduction strategy. For many
counselors, these changes may
require the development of new
skills; for others, the approach may
confirm practices they are already
using with clients.

Individualizing Sessions
One of the key principles of client-

centered counseling is to individual-
ize the session to a client’s specific
needs, risks, and questions. This prin-
ciple is highlighted in newer
approaches to counseling and testing. 

Counselors individualize sessions
in several ways. First, they recognize
that information alone does not
change a person’s behavior. Second,
they design interventions to fit the
personal circumstances of the client.
Third, they listen for and identify
with the client the behaviors that put
him or her at greatest risk for acquir-
ing HIV. 

While the focus is on identifying
client concerns and building client

motivation to change risk behaviors,
there is still a role for “health edu-
cation,” that is, for ensuring that
clients have the correct information
about risk behaviors. Counselors use
health education to help a client
understand what levels of risk might
be personally acceptable for him or
her. A counselor might say, “The
activities that you say are comfort-
able for you put you at some risk of
HIV infection, but you also say that
you are concerned about getting HIV.
I would like to understand how you
balance these competing feelings.
Can you tell me more?”

Identifying a Specific Risk Incident
Focusing on the most recent risk

incident helps individualize coun-
seling sessions by personalizing inter-
ventions toward behaviors that are
most likely to put the client at risk.
For example, a counselor might ask,
“When was the last time you might
have put yourself at risk for HIV?
What was happening then?” 

It is also important to remember
that it will help the client most if the
incident is not merely recent, but also
reflects a behavior that is most likely
to lead to HIV transmission. A good
example of this distinction is a client
who was the insertive partner dur-
ing oral sex the night before the ses-
sion but who had been the receptive
partner during unprotected anal sex
two weeks earlier. The most helpful
counseling for this client would be to
focus on the anal sex incident.  

It is useful to understand all of the
details of this risk incident—the who,
what, where, when, why, and how
of the behavior—that is, its “context.”
The goal of exploring context is to
help clients identify the circumstances
that have led to risk behaviors in the
past and help clients recognize
options to reduce risk in the future.
Aclient might say that his or her most
recent risk incident was unprotected
sex, but this is unlikely to lead to a

risk reduction step without more
details. For example, instead of gen-
erally asking “How do you meet your
sexual partners?” it is helpful to be
more specific, for instance, asking,
“Was this time with someone that
you knew?” “Where did you go to
have sex?” “Was this an unusual sit-
uation, or has it happened before?”

One technique for bringing out the
context of risk behavior is to ask
clients to “tell the story” of their most
recent risk incident. A version of this
technique—called the “self-justifica-
tion model”—is being studied with
gay male repeat testers. Counselors
focus on the client’s reason for test-
ing and their last risk encounter, and
gather as much detail as they can,
including each step that led up to the
encounter. Of particular interest to
the counselor are the thoughts, feel-
ings, and attitudes the client experi-
enced in the “heat of the moment,”
that is, while sexually aroused. This
process encourages clients to criti-
cally examine, in a more reflective
mood, the self-justifying thoughts
that may have enabled them to
engage in risk-related activities and
allows them to develop alternate
strategies for the future. 

Using a client’s knowledge of his
or her life, counselor and client can
identify factors that contribute to the
client’s behavior and examine behav-
ior patterns that put the client at risk.

Implications for Counseling
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of a change.”



For example, the counselor might say,
“It sounds like during both of the times
when you might have been exposed
to HIV, you were high on cocaine, were
out with new partners, and had had
a tough week at work. Does using
cocaine influence your decisions to
have sex without a condom?” 

It is helpful to note and affirm
attempts clients have already made
to protect themselves. A counselor
might observe: “You said that some-
times with new partners, you do
use a condom. Tell me about the last
time that happened. How was it dif-
ferent than the other two times we
talked about?” These questions paint
a clearer picture of the circumstances
in which the client might be suc-
cessful in reducing risk and give the
counselor a chance to affirm and build
on the client’s existing risk reduction
skills. They may also enable the client
and counselor to explore potential
obstacles to risk reduction. The coun-
selor might ask, “Are there certain
guys you feel less comfortable talk-
ing to about using condoms?” 

The process of asking about a par-
ticular risk incident and its context
relies on many of the same skills that
counselors have always applied to

assess the client’s risks. But, instead
of attempting to reveal a complete
picture of every risk, it focuses on
one risk and understanding this
behavior more fully. 

After discussing context, counselors
summarize the risk situations and pat-
terns the client has shared: “It sounds
like some weeks when you are really
stressed out after work, you get high
and go out to the bar. When you meet
a guy, if he seems a lot younger than
you, you don’t insist on using a con-
dom, because you figure he’ll just find
someone else. On the other hand, there
have also been times you have used
condoms with new partners and had
a great time. At those times, you actu-
ally felt a lot less stressed because you
didn’t worry about HIV afterwards.”
These explorations and the focusing
process help the counselor and client
move toward the next phase of the
counseling session: planning an
achievable step. 

Planning an Achievable Step
One of the goals of client-centered

HIV counseling has always been to
work with clients to develop a com-
prehensive risk reduction plan or
goal. The evolving counseling

approach, however, advocates nego-
tiating a realistic, incremental step.
This is particularly important in terms
of single-session counseling, when
counselors will not be able to follow-
up with clients in a future disclosure
session. Because every significant
behavior change is made up of a
series of steps, helping a client iden-
tify the first step towards change
could increase the likelihood of his
or her following through. 

Dividing long-term goals and
plans into smaller incremental steps
can reduce the likelihood that a client
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will feel overwhelmed. A client’s suc-
cess in achieving this step may
increase his or her motivation to
attempt additional steps in the future.
Finally, a single step is more likely
than a whole plan to build on past
successes and acknowledge past
obstacles.

The Stages of Change—from pre-
contemplation to maintenance—
remain central in the evolving
approach. Not only do clients differ
significantly from one another in their
readiness to change risk behaviors,
but also a single client may be at dif-
ferent stages regarding different risk
behaviors. To help locate an area for

which the client is “ready for action,”
a counselor might ask, “Given the
concerns that you have shared with
me today, what can you imagine
yourself doing to reduce your risk
for HIV? What’s one small, achiev-
able step you could take to begin the
process of changing the behavior that
concerns you?” 

The client in the example above,
having identified work stress, cocaine
use, going to the bar, having sex with
younger guys, and fear of rejection as
aspects of his “context” for unpro-
tected sex, might come up with sev-
eral options. He might think about
alternatives such as: using another

support for his work stress, staying
home when high, reducing his cocaine
use, selecting partners he feels more
comfortable negotiating safer sex with,
deciding he is only going to have oral
sex or masturbate with younger guys,
or developing a backup plan in case
he is rejected sexually. 

The step the client identifies is
likely to be the one he or she is ready
to take. To improve the client’s
chances for success, counselors and
clients can identify obstacles and
brainstorm solutions. For example:
“How would you go about making
this step happen? What would you
need to do first?” 

Counseling Intervention
Nina asks Tanya what she was feeling and think-

ing when she met the guy at the club, whether Tanya
went to the club alone, and how much Tanya had to
drink or use that night. “I had gone to the club by
myself,” Tanya responds. “I think when I saw him I
just felt like—I’ve been so good, everybody has to take
a break sometimes. Plus, I was feeling pretty lonely
and didn’t want to go home alone that night.” 

After more discussion, Tanya realizes that she
responds to feeling lonely by going to a bar. Further,
if she meets an especially attractive man, she some-
times avoids bringing up the subject of safer sex.

Nina also acknowledges Tanya’s familiarity with
safer sex guidelines. She asks: “What is it like to be
here testing, feeling like you have “heard it all before,”
the use-a-condom-every-time message?” Tanya smiles
sheepishly and replies, “It’s been frustrating and, I
guess, a little embarrassing. I am really good at mak-
ing the decision to be safe and I do follow through
most of the time. This is the first time that I really got
it that when I am lonely, it all goes out the window.
But, I don’t think hearing about condoms all over again
is really going to help.” 

Nina smiles and says, “It is so important—and
great—that you recognize your risk and the ways you

can protect yourself. At the same time, it’s true that
for most folks that the message “use condoms” is
just a starting point. You’re right that knowing that
doesn’t magically make it happen for any of us.”

Nina talks with Tanya about how she might han-
dle the situation differently in the future, drawing on
Tanya’s past successes, then asks, “What’s one small
thing you could do to decrease your risk for HIV?”
Tanya reflects that going to the bar alone when she
feels lonely “sets me up” for unsafe sex. “Next time,
I could go to the bar with a girlfriend. I could even tell
her not to let me go home with anyone! And I can make
sure I have condoms just in case I decide to have sex
after all.” 

Nina acknowledges that this sounds like a good
idea, and asks Tanya if there are any potential prob-
lems with the plan. When Tanya says that she is wor-
ried about “laying down the law” with the guy, Nina
and she role play a situation with an attractive man. 

Nina congratulates Tanya on the work she has done
in the session. Nina also acknowledges that the ses-
sion can’t cover everything: “I know we haven’t had
much time to talk about some other things that are
going on for you. Sometimes it can help to talk more
about things like feeling lonely. Can I offer you some
counseling referrals in case you’d like to talk more?” 

Case Study
Tanya is a single, White, heterosexual woman in her thirties, who chooses to take a rapid HIV test. When her coun-

selor, Nina, moves Tanya toward discussing a specific risk incident, Tanya shares that while she usually uses condoms
with men she does not know well, she had unprotected vaginal sex about two months ago with a guy she had met at the
club. “You don’t have to tell me,” Tanya says, “I know, ‘use a condom every time.’” 
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Review Questions

1. There have been rigorous studies
of which two counseling and testing
approaches: a) self-justification and
the original CDC protocol; b) the orig-
inal protocol and the RESPECT pro-
tocol; c) the RESPECT protocol and
the self-justification approach; d) the
Kinsey protocol and the self-justica-
tion study.

2. The CDC recommends all but the
following in test counseling situa-
tions: a) individualized counseling
sessions; b) counselors clearly assert-
ing their opinions about a client’s
risk-taking decisions; c) negotiating
one small, achievable risk-reduction
step; d) clear language when dis-
cussing risks and results. 

3. True or False: Hundreds of HIV-
positive clients in California do not
return for their test results. 

4. Research has found that HIV coun-
seling and testing is effective in reduc-
ing sexual risk behavior in what sorts
of clients: a) people who have tested
HIV-negative; b) people who have
tested HIV-positive; c) people who

come in for counseling and then do
not take the test; (d) all of the above. 

5. True or false: It is ideal to focus
on a client’s risk over the year prior
to counseling in order to define the
full range of a client’s behaviors. 

6. Creating an achievable step to
reduce risk reduction might be
accomplished by: a) breaking down
a comprehensive plan into all the
steps it will take to achieve it and
then organizing them for the client
to follow; b) asking a client about a
small action he or she could take to
begin changing his or her behavior;
c) ignoring any steps the client has
already taken to reduce risk in order
to focus on future efforts during the
limited time of the counseling ses-
sion; d) working with the client to
figure out how he or she can stop
all risky behaviors. 

Discussion Questions

1. In what ways has client-centered
counseling been more effective than
education-only sessions? 

2. What are the barriers to client-cen-
tered counseling and how can a coun-
selor overcome them? 

3. What parts of the counseling and
testing protocol are easiest to imple-
ment, and which are most difficult? 

4. In what ways does focusing a spe-
cific risk incident or a single risk
reduction step complicate or ease
counseling? 

5. How might a counselor help a
client who identifies “always use con-
doms” as a goal to break this down
into a more realistic, achievable steps?

6. How does knowing the context
of a client’s risk behaviors help in cre-
ating behavior change?

Answers

1. c.

2. b.

3. True.

4. b.

5. False. It is better to focus on a client’s most
recent risk incident, not on hypothetical risks,
their whole history of risk, or even risks from
the prior year. 

6. b.
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