
Each year in the United States
an estimated 12 million people are
infected with STDs; two-thirds of
these people are under age 25.1

More than 50 organisms and
syndromes are recognized as being
sexually transmitted. STDs are
caused by a variety of agents,
including bacterial and viral ones.
Bacterial STDs include gonorrhea
and syphilis. Medications can be
used as preventive therapy as well
as to treat and cure bacterial STDs.

Viral STDs include HIV, genital
herpes, hepatitis B (HBV), and
human papillomavirus (HPV).
Viral STDs can be transmitted
through sexual and non-sexual
routes. While treatable, viral STDs
are not curable, and therefore they
can recur or progress. Fungal and
parasitic agents, including tri-

chomoniasis, can also be transmit-
ted sexually.

STD symptoms typically
include one or more of the follow-
ing: burning or pain during urina-
tion and defecation; itching or
burning around the genitals;
mucous discharge or bleeding from
the genitals; ulceration or blister-
ing; rashes on the body; and flu-
like symptoms. STD infections lead
to a variety of illnesses, including
pelvic inflammatory disease (PID)
and non-gonococcal urethritis.

After being infected with most
STDs, people may remain asymp-
tomatic, or free of symptoms, for
extended periods ranging from
days to several months. During
this period, however, people can
transmit the infection to others.

Symptoms related to bacterial or

viral STDs often dissipate and
recur. Because of long periods in
which an infection may not pro-
duce symptoms, public health and
medical experts recommend that
people at risk for STDs seek an
STD risk assessment, a physical
examination based on symptoms,
and laboratory tests to detect  infec-
tions that may be asymptomatic.
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STDs AND HIV
Health education related to sexually transmitted diseases (STDs) other than HIV has been largely overlooked throughout

the HIV epidemic. This is true even though -STDs are serious in and of  themselves and their occurrence can be looked to as a
measure of a person's HIV infection risk. Because behaviors that lead to other STDs are generally the same ones that lead to
HIV infection, the presence of an STD can be a warning sign of potential HIV infection. In addition, ulcerations, lesions and
other harmful effects of STDs can increase vulnerability to HIV infection. For someone infected with HIV, bouts of STDs can
be far more serious, and they can directly harm the immune system.

This issue of PERSPECTIVES reports on STD transmission, prevalence and current treatments, as well as the relation-
ship between HIV and other STDs. It also presents approaches to risk reduction and STD education.
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Relationship Between
HIV and Other STDs

HIV and other STDs are related
in several ways. They are transmit-
ted through similar routes, and
they respond to similar prevention
messages.2,3

Researchers have identified a
complex relationship between HIV
and other STDs that results in a
synergistic interaction — that is,
the presence of HIV with another
STD produces a result affecting the
course of HIV disease that would
not be produced if the STD was
absent.4 Of the major STDs,
syphilis, chlamydia, gonorrhea,
genital herpes, trichomoniasis,
genital warts, and hepatitis B have
been investigated for their impact
on HIV. 

Researchers have demonstrated
that the presence of STDs, both
ulcerative and non-ulcerative,
increases the risk of HIV transmis-
sion about 3- to 5-fold.4 STDs
appear to promote HIV transmis-
sion by causing inflammation and
lesions of the genital tract, thus 
creating an accessible place 
of entry for HIV. Ulcerations,
which are caused by  syphilis and
genital herpes, have been related 
to increased susceptibility for HIV
transmission. Increased risk of 
HIV transmission can also be
attributed to non-ulcerative STDs
such as chlamydia, gonorrhea 
and trichomoniasis, which weaken
the body’s defenses against dis-
ease. However, research related 
to the relationship between non-
ulcerative STDs and HIV is more

limited.4
Researchers suggest that the

debilating effects of STDs may
accelerate progression of HIV for
someone who is infected with HIV.
In addition, for someone with HIV,
it appears that the suppressive
effects of HIV on the immune sys-
tem worsen the symptoms of other
STDs and decrease the healing
effects of STD therapies.4

It is also possible that the course
of an STD may be altered by HIV.
For example, genital herpes ulcers
normally heal within two to three
weeks but persist much longer in
people with HIV. Similarly, syphilis
treatments sometimes fail or the
disease develops more severely in
people with HIV.5

Facts About STDs
Syphilis. Syphilis is a bacterial

STD that produces ulcers in the
genitals, throat and rectum.
Effective treatment with penicillin
is widely available; without treat-
ment, heart disease, brain damage,
blindness and death can result.
Although the rate of syphilis infec-
tion has declined steadily in the
last 50 years, sporadic outbreaks
occurred during the 1980s in some
urban areas. The occurrence was
most common among African-
American men and women in
urban communities with high HIV
incidence.2 In 1990, 134,000
syphilis cases were reported
nationally.

Gonorrhea. Affecting as many as
one million people each year in
this country, gonorrhea is a bacteri-

al infection that causes inflamma-
tion of the urethra and rectum in
men. In women, it causes inflam-
mation of the cervix, and infections
of the uterus, fallopian tubes and
pelvic organs — leading to PID.
Symptoms include pain during uri-
nation or defecation and discharge
from the vagina or penis.

While penicillin historically has
been the most widely used treat-
ment to cure gonorrhea, strains
resistant to penicillin have devel-
oped in recent years.5 Therefore,
suspected gonorrhea cases are now
treated with other medicines, even
though these are often many times
more expensive than penicillin.1

Chlamydia. Chlamydia, like gon-
orrhea, causes inflammation of the
urethra, cervix and prostate, and
can cause PID and genital ulcers.
Manifestations of chlamydia have
both bacterial and viral characteris-
tics. In women, chlamydia can lead
to premature birth, ectopic preg-
nancy and sterility. During ectopic,
or tubal, pregnancy, the fetus
develops outside the uterus in the
fallopian tubes.

Nationally, as many as four mil-
lion people across all socioeconom-
ic and ethnic groups are infected
with chlamydia. A person with this
STD can remain asymptomatic for
long periods. Accurate and afford-
able diagnostic tests have only
recently become widely available.
When diagnosed, infections can be
cured by taking tetracycline or
other antibiotics.6 Several studies
from Africa clearly indicate that
women with cervical chlamydial
infection are at increased risk of
being infected with HIV through
unsafe sexual intercourse.5

Trichomoniasis. Trichomoniasis, a
parasitic condition estimated to
affect three million people in the
United States, has not been thor-
oughly studied for its relationship
to HIV. Those with the disease may
be asymptomatic for extended
periods. In women, trichomoniasis
may cause severe vaginitis, and in
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STD Help Lines
The National STD Hotline, (800) 227-8922, provides basic informa-
tion; referral to testing and treatment; and emotional support for
people with STDs. Run by the Centers for Disease Control, the hotline
operates from 5 A.M. to 8 P.M. Pacific Time. 

In California, the Department of Health Services, Sexually
Transmitted Disease Control Branch, (916) 322-2087, offers refer-
rrals to local service providers.



While STDs are more common in men than in
women, the health consequences of STDs are more
severe for women, especially young, sexually active
and childbearing women and their offspring.10

Women often remain without symptoms of an
STD for longer periods than men. During this
asymptomatic period, disease can still progress,
causing permanent damage, and STDs can be trans-
mitted to partners. When undetected and untreated,
STDs in women can result in ectopic pregnancy,
spontaneous abortion, perinatal infection, sterility
and even death. STDs can be transmitted during
pregnancy from a woman to her fetus, or at birth
from mother to child.

People of color constitute a disproportionate
number of STD cases. During the mid-1980s, rates of
syphilis, gonorrhea, and chancroid among African

Americans and Latinos increased dramatically.
Researchers have speculated that increased inci-

dence of certain STDs has been caused by increased
rates of drug use. The exchange of sex for drugs or
money is a primary link between drug use, HIV and
other STDs.11 An outbreak of syphilis, gonorrhea
and chancroid in the mid-1980s was directly influ-
enced by the epidemic of crack cocaine.12 High rates
of syphilis among sexually active women are associ-
ated with cocaine use.1

Two-thirds of all STDs occur in people under age
25, with high infection rates among teenagers. Sixty
percent of unmarried young men 15-19 years old,
and 50% of unmarried young women between 15-19
years old are sexually active. Young people are also
at significant risk for HIV infection because of high
rates of unprotected sex and substance abuse.

men, painful swelling of the penis
as well as epididymitis. Treatment
regimens usually involve the drugs
flagyl or metronidazole.

Genital herpes (herpes simplex
virus types 1 and 2). Genital herpes,
a viral infection, is an ulcerative
disease that causes painful blisters
on the genitals, mouth, anus, and
other mucous membranes, and
sometimes on the skin of other
areas of the body. Men and women
infected with genital herpes are
often asymptomatic for long peri-
ods. Women can have a longer
asymptomatic period and a more
severe initial manifestation of dis-
ease than men, and women can
transmit the virus during pregnan-
cy and childbirth. Recurrent
episodes are common, but are usu-
ally less severe over time.
Acyclovir is the standard treatment
for genital herpes.

Various studies estimate that
25% to 50% of all people in this
country are infected with a herpes
virus.1 Studies have found infec-
tion rates two to three times higher
among African Americans and
highest among African-American

women. Infection rates are dispro-
portionately higher among poorer
people living in inner city areas.5

Human papillomavirus (HPV).
There are more than 60 types of
HPV, and millions of sexually
active people are known to be
infected with the virus. Some types
of HPV cause genital infection, and
a small number produce benign
genital warts, which are non-ulcer-
ative and frequently recur. Certain
types of HPV are linked to pre-can-
cerous lesions or cancer of the
cervix, vulva, penis, anus and
throat. HPV cannot be eradicated;
treatment usually involves removal
of warts by cold-based therapies
such as liquid nitrogen, or through
laser therapy.

While there are no well-
designed, prospective studies of
HPV’s effects on HIV, it seems
clear that the immunosuppression
caused by HIV affects the course of
HPV. A recent study confirmed
that gay men with HIV are at
increased risk for HPV infection.7
In the presence of HIV, a broader
varity of HPV infections tends to
occur, infections often worsen and

larger lesions appear. In people
with HIV, HPV infections typically
do not respond as well to therapy.

Hepatitis B Virus (HBV). People
infected with HBV may develop
cirrhosis, carcinomas and chronic
active hepatitis. While a vaccine
was introduced 10 years ago, and it
is considered effective, incidence
has remained unchanged since
then.8 No special treatments are
recommended for active infection.

In addition to sexual routes of
transmission, HBV may be trans-
mitted to a fetus during pregnancy
or to a child at birth, as well as
through injection drug use.  It is
estimated that up to half of all
HBV infections are sexually trans-
mitted.9 The proportion of HBV
cases attributed to sexual contact
between men has declined in
recent years, while the proportion
attributed to heterosexual contact
and injection drug use has
increased. Multiple sex partners
and high-risk sex practices, espe-
cially receptive anal intercourse,
place both gay men and heterosex-
uals at increased risk for HBV
transmission.9
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Related Issue: Women, People of Color and Young People
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Throughout the HIV epidemic,
and in fact for decades, prevention
of STDs has generally been over-
looked, as more attention has been
given to medical diagnosis and
treatment of STDs than to chang-
ing behaviors.

There are compelling reasons for
HIV test counselors to discuss
STDs with clients. Because both
HIV and other STDs are sexually
transmitted, prevention messages
for both are similar. By hearing
clients’ STD histories, HIV test
counselors can learn about atti-
tudes related to HIV, such as the
client's views of sexuality, sexual
behavior, risk reduction and being
infected with STDs. Some clients
may have given little thought to
HIV, but have extensive experience
with STDs. Or, they may have
extensive HIV knowledge, but lit-
tle knowledge of other STDs.

This section presents STD-relat-
ed issues that are relevant to the
HIV test counseling session,
including behavioral risks and the
health implications of STDs. In
addition, the section responds to
concerns of clients with or without
STDs, as well as to young people,
who are disproportionately affect-
ed by STDs.

The following are key points for
HIV test counselors to discuss with
clients.

• By engaging in safer sex,
clients can protect themselves from
infection or reinfection with both
HIV and other STDs. When a client
does not see his or her HIV-related
risk as significant enough to war-
rant behavior change, present
information about the risk of other
diseases that may result from these
behaviors. For someone who
shows little concern about HIV
because its debilitating effects may
not be felt for years, state that
many STDs can have immediate
and damaging effects.

• The occurrence or recurrence
of an STD along with a repeated
negative HIV test result does not
mean a person is not susceptible to
HIV infection. In fact, multiple
STD episodes are a clear warning
that a person is engaging in high-
risk behaviors for HIV infection.

• STDs can make a person more
susceptible to HIV infection. And,
STDs put strain on the body’s
immune system, making it more
susceptible to other infections and
less able to defend against them.

• People who have contracted
STDs through injection drug use
may not see their risk for HIV
infection through sexual behavior.
For instance, someone infected
with hepatitis B virus (HBV)
through injection drug use may
perceive his or her drug use as
risky, but feel he or she can engage
in unprotected sex without being
infected.

Sexual Behaviors and STDs
After learning the behaviors

clients practice or desire to prac-
tice, describe to them the specific
diseases that may be transmitted
through these behaviors. For
instance, clients who engage in oral
sex without a condom are not only
putting themselves at risk for HIV
infection, but also for gonorrhea,
syphilis, chlamydia, herpes and
hepatitis B infections. Remember
that there are behaviors, such as
rimming, also known as oral-anal
sex, that some clients may not con-
sider a high-risk for HIV infection,
but which definitely put a person
at high-risk for other STDs, includ-
ing parasites and HBV.

Responding to STD Infection
STD testing is important for

anyone who has symptoms of an
STD or anyone who has had unsafe
sex with someone with an STD.
Symptoms may not develop for
extended periods after infection,

but STDs can progress in the
absence of symptoms. Symptoms
generally occur sooner after infec-
tion for men than for women.
Laboratory testing can detect most
STDs in the absence of symptoms.

Many times, even with symp-
toms, people disregard STDs. Not
wishing to acknowledge an infec-
tion, they avoid examining the
genital area. They may even notice
a skin lesion, but  believe it is not a
problem that needs immediate
attention. For this reason, urge
clients who think they are infected
with, or have symptoms of, an STD
to visit an STD clinic or their pri-
mary care provider. Talk to these
clients about the complications of
untreated STDs as well as the risks
of future infections. State that STDs
respond best to treatment before
symptoms develop, and they gen-
erally worsen and become more
infectious when untreated.

Clarify myths about STDs. For
instance, clients may believe incor-
rectly that good personal hygiene,
or a “clean” appearance, is a sign
that someone is free of STDs.

In counseling clients with no
STD history, support them for any
steps they have taken to avoid
STDs. If these clients appear to
have little STD knowledge, make
sure they understand HIV is not
the only disease that can be trans-
mitted sexually, and that other
STDs are serious unto themselves
and can make a person more sus-
ceptible to HIV infection.

Clients with an STD History
Clients with an STD history

have, in most cases, engaged in
behaviors that have placed them at
risk for HIV infection, and they
may be several times more likely
than other clients to become infect-
ed with HIV. Counselors may feel
their efforts to repeat information
to clients with extensive STD histo-
ries are futile. However, counselors

Implications for Counseling



have a unique, and perhaps “last
chance” opportunity to offer assis-
tance before these clients become
infected with HIV. 

Recognize that a person with a
history of STDs may never have
received thorough or effective
counseling. Ask clients about their
previous counseling and how
effective they believe it has been in
helping them understand and
change risk behaviors. Through the
HIV test counseling session, the
client may, for the first time, see his
or her STDs as a warning sign, and
may perceive the need to change
behaviors and even ask for help in
doing so.

Many people with a history of
STDs may not have strong feelings
about the dangers of HIV. They
may know from their personal
experience that STDs can cause
pain, but they may not realize
these STDs can be life-threatening.

Explain that, even without HIV
infection, repeated episodes of
STDs can have debilitating and far-
reaching effects. STDs can destroy
organs, break down tissue, make it
difficult for a woman to become
pregnant, and increase risks for
other diseases. For instance,
episodes of venereal warts for
women and genital warts for men
can increase cancer risks.

Stress the importance of follow-
ing the full course of treatment for
STDs even if symptoms of disease
have cleared. Failure to follow the
full treatment course can allow dis-
ease to recur and can lead to bouts
with drug-resistant STDs.

After taking an STD history, ask
the client to describe his or her risk
behaviors and the context in which
they occurred. Ask how the client
feels about the safety of those
behaviors, and how he or she felt
when STDs were detected or diag-
nosed. Hearing this, the counselor
may be able to identify a client’s
motivation to avoid STDs in the
future and assist in developing
skills to avoid risky behaviors.

Be prepared for a variety of fac-
tors that may lead clients to state
they do not wish or feel able to
change behaviors. These include
rationalizations about unsafe sex,
denial about the safety of specific
behaviors, and compulsive sexual
behavior, in which a person may
feel compelled to have sex and
unable to control sexual desires.

Some clients may believe that if
they engage in significant amounts
of sex with many partners, they
deserve to be infected with STDs.
Clients with an STD history may
be particularly vulnerable to fatal-
istic feelings about HIV infection,
and they may express that being
infected is inevitable and beyond
their control.

Unsafe sex may be such a signif-
icant part of a person’s life that he
or she may not be able to imagine
life without unsafe sex. Empathize
with the client’s position, and help
him or her see that no matter how
distant safer sex may seem, it is
possible. Empower the client to see
that he or she can have control
over behaviors and becoming
infected. Ask the client if there was
ever a time he or she did not need
to engage in unsafe sex, and, if so,

explore the feelings of that time,
including feelings of self-esteem.

Clients who have had thorough
counseling previously, yet are
unable to change sexual practices,
may respond to direct statements
about their risks. For instance, it
may be appropriate to state:
“You’ve had several counseling
sessions. Your behaviors continue
to put you at risk for a life-threat-
ening disease. Are there things we
can talk about today that might
help you change your behavior?
Do you want to change?”

Some people with STDs may
avoid taking responsibility for
actions that led to STD infection.
They may view partners as respon-
sible for the STD. This may lead
clients to avoid reducing their risks
in the future. Such clients may also
decline to notify partners of their
STD. Inform people with STDs that
they are legally liable if they trans-
mit that disease to another person.
And, people who fail to use protec-
tive devices, such as condoms,
have a legal obligation to inform
prospective partners of their STDs.

STDs and Clients with HIV
Make clients aware that people

with HIV are more susceptible to
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STD Cases
Reportable Diseases in California, 1991

Chlamydia 70,176

Gonorrhea 43,719

AIDS 8,182

Syphilis 12,722

Chancroid 47

Pelvic Inflammatory Disease 2,614

Non-gonococcal urethritis 7,820

Source: Sexually Transmitted Diseases, California: 1991. Sacramento, CA: State of California
Department of Health Services, 1992.



infection with other STDs. In addi-
tion, STDs are faster-acting and
their effects on the immune system
more threatening for people with
HIV. Provide this information in
both pre- and post-test counseling.

For clients who test HIV posi-
tive, recommend medical interven-
tion and STD screening. Stress the
importance of avoiding unsafe sex
not only to avoid reinfection with
HIV or infecting others, but also to
avoid other STDs.

Young People
People under age 25 account for

two-thirds of all STD cases, yet
prevention messages often over-
look young people, and young
people generally have little knowl-
edge of STDs. Often, STD counsel-
ing for young people has been lim-
ited because counselors have been
reluctant to talk about sex with
them and do not recognize the abil-
ity of young people to respond to
counseling messages.

Be sensitive to differences
between younger and older peo-
ple. Be careful to avoid messages
that may be conveyed as “sex neg-
ative.” These can be particularly
alienating for young people who
may feel their sexuality and inde-
pendence are being questioned by
test counselors who are generally
older.

Young people may believe STDs
are to be expected from healthy
sexual expression. They are often
less willing to acknowledge risks

for infection or the seriousness of
disease. Because young people
may have heard fewer prevention
messages, they may need to have
them repeated more often. Or, they
may need to use new information
to refocus attitudes and behaviors.

Be aware of the unique dynam-
ics of sexual and emotional rela-
tionships between young people.
Because of their relative inexperi-
ence in relationships, young people
may not be certain what they
desire from relationships. In addi-
tion, relationships may be shorter-
lasting for younger people than for
older people, yet the feelings in the
relationship may be experienced as
being especially intense. Because
sexual and emotional intimacy
develop quickly, people may soon
find themselves feeling comfort-
able engaging in unsafe sexual
behaviors. 

Often for young people, engag-
ing in sex is not considered a result
of a decision or choice, but rather
as something that is necessary. In
some cases, relationships of young
people may consist of rape, incest
or other forced sexual behavior.

Talk with young people about
the meaning of making choices
consciously. Help them understand
their rights and responsibilities in
making their own choices, as well
as the benefits that come from giv-
ing thought to the decision-making
process and slowing down to do
so. Ask clients what they perceive
their choices to be and which
choices they wish to make. Ask
young people if they are aware of
what they want from sex partners
or relationships. If they are, they
may be better able to define their
choices.

Referrals
To determine appropriate refer-

rals, first ask the client what he or
she needs regarding STDs.

Understand that clients may be
resistant to visiting public STD
clinics. In addition, clients may fear

that at clinics they will be thor-
oughly quizzed on their sexual his-
tories and that their sexual part-
ners will be notified. Listen to a
client’s concerns and address them.

Provide telephone numbers and
addresses of local STD clinics, and,
if possible, the names of clinic staff.
Also, let clients know they can visit
personal physicians for STD care.

Contact and become familiar with
referrals.

For clients who feel unable to
change sexual behavior to reduce
their STD risks and who report a
pattern of compulsive and self-
destructive sexual “acting out,” ask
if they are interested in gaining
help to avoid these behaviors. If so,
provide referrals to 12-step recov-
ery programs such as Sex and Love
Addicts Anonymous or Sex
Addicts Anonymous. These pro-
grams are found in phone directo-
ries in most larger cities.

In addition, offer referrals to
therapists trained to deal with
behaviors related to sexual com-
pulsion. Be aware that clients often
are most receptive to behavior
change intervention and more like-
ly to follow up on referrals at the
time they are experiencing symp-
toms of disease.

In some parts of the state, STD
trainings are presented specifically
for HIV test counselors. Contact
local health departments to learn if
these are available.
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A Counselor's Perspective

“Clients often feel they
have no control over being

infected with STDs. I can
help these clients begin to

see that it is possible to
have control, and they can

take steps to regain it.”

A Counselor's Perspective

“I get frustrated when
clients say that STDs are

only a nuisance for them. I
have to then be patient

and explain the severity of
STDs, and their relation-

ship to HIV infection.”
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Begin by learning more about Julie’s STD 
history. Make sure she understands the seriousness
of STDs — not only the ones she has contracted, but
also others she might contract, including HIV.
Stress that STDs can recur, and future bouts of them
can become more severe. Especially for women,
STDs can be silent for long periods and result in
widespread infection. Learn if Julie is interested in
becoming pregnant, either now or in the future.
Explain to her that STD infections can lead to infer-
tility, which can occur without symptoms of disease
and without her knowledge. 

While acknowledging that HIV and other STDs
have similarities, make sure Julie understands their
differences. Primarily, explain that while STDs can
be eliminated or successfully treated, HIV cannot be
eliminated, nor can its progression be permanently
halted by treatment or medical management.

While Julie may have so far avoided infection
with more “severe” STDs, there is no reason to
expect that she will remain free of these in the
future if she continues to engage in unsafe sex. Help
her see that the behaviors she has engaged in are the
same ones that can infect a person with HIV, and
that by having STDs she is more susceptible to HIV
infection during sexual activity. 

Explore with Julie what she means when she says
that STDs are “unavoidable” and help her under-

stand how she can avoid STDs and HIV. Stress that
STDs are not a necessary byproduct of sexual
expression. Learn more about Julie's sexual behav-
iors and history and the nature of her sexual rela-
tionships. Ask her whether she has on some occa-
sions engaged in safer sex, and, if so, learn more
about these occasions.

Ask her if she wishes to avoid unsafe sex. If she
does not, even when presented with the dangers of
STDs, emphasize again the dangers of HIV. Explain
that if she does not change behavior now, her next
STD may be HIV. In addition, present her with
referrals for more thorough counseling.

If Julie does desire to avoid unsafe sex, but feels
she is unable to do so, discuss negotiating skills, and
review the occasions on which she has been able to
successfully negotiate safer sex. If she cannot recall
occasions in which she has engaged in safer sex, ask
if she can recall other experiences in life in which
she has asserted herself or insisted upon getting
something she wanted. Try to apply the example of
these occasions to the process of negotiating for
safer sex.

Present her with appropriate referrals, given her
age, gender and concerns. Acknowledge that while
changing behaviors can be difficult, help and sup-
port are available to make and sustain behavior
changes.

Case Study
Julie is 20 years old, she has engaged in repeated episodes of unsafe sex with several partners, and she is seeking her

first HIV test. She has had five bouts of various STDs in the past two years. She says her STDs have been a nuisance,
but she believes they are unavoidable.



Review Questions
1. True or False: The presence of
STDs has been found to greatly
increase the risk of HIV transmis-
sion.

2. True or False: Gonorrhea can
lead to pelvic inflammatory dis-
ease (PID) in women.

3. Chlamydia can lead to which of
the following outcomes a) genital
ulcers, b) premature birth and
sterility, c) a and b, d) none of the
above.

4. True or False: Viral STDs can be
treated but not cured.

5. True or False: It has been con-
clusively found that STDs have no
effect on the rate at which HIV
infection progresses.

6. True or False: Open lesions
caused by STDs can make a person
more susceptible to HIV infection.

7. Which of the following is the
most commonly reported STD in
California? a) chlamydia, b)
syphilis, c) chancroid, d) hepatitis
B (HBV).

8. For a person with HIV, STDs

can a) progress far more rapidly
than for a person free of infection,
b) be more severe than for a person
free of HIV infection, c) both a and
b are correct, d) none of the above.

Discussion Questions
1. Clients with STDs may believe
STDs, including HIV, are to be
expected. How can counselors help
clients see that this expectation is
dangerous?

2. Clients may feel shame about
STDs, and this shame can lead
them to believe they cannot make
necessary behavior changes to
avoid STDs. How can counselors
recognize this shame, work with
clients to manage it, and see that
behavior change is possible?

3. Many clients with STDs have
received extensive STD counseling,
yet they have been unable to avoid
STDs. What can HIV test coun-
selors offer that these clients have
not received in other counseling?

4. Given that there are dozens of
STDs, how can counselors describe
the basics of STDs in an easy-to-

understand way and in a brief
period of time? How can coun-
selors combine a discussion of HIV
with a discussion of other STDs?

5. Because HIV test counselors
may not have training in STD
work, how can they learn about
STDs or remain current in their
knowledge?

6. Can combined messages related
to prevention of both HIV and
other STDs strengthen counseling
interventions? How can messages
be combined?

Review Answers
1. True.

2. True.

3. C. In women, chlamydia can lead to genital
ulcers, premature births and sterility. 

4. True.

5. False. It is believed that STDs can speed
the progression of HIV.

6. True.

7. A. Chlamydia is the most frequently report-
ed STD in California, with 70,176 cases in
1990.

8. C. For a person with HIV, STDs can
progress far more rapidly and be far more
severe than for a person who is not infected.
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DID YOU KNOW?
FREE searchable archive

You can access a FREE searchable archive of  
back issues of this publication online! Visit  
http://www.ucsf-ahp.org/HTML2/archivesearch.html.

You can also receive this and other AHP journals  
FREE, at the moment of publication, by becoming  
an e-subscriber. Visit http://ucsf-ahp.org/epubs_
registration.php for more information and to register!
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