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Strategies for the prevention of HIV transmission have mainly targeted persons at risk for 
becoming infected with HIV.  Because of the growing concern about the increasing 
incidence of HIV, other sexually transmitted infections (STIs), and high-risk behaviors 
among HIV-infected individuals (See Table 1), some recent programs have focused on 
prevention efforts for persons living with HIV1.   

Prevention efforts focused on HIV-infected individuals were discussed very early in the 
epidemic but have not been an important component of more common prevention 
strategies.  Prevention for HIV positive persons has received new emphasis as evidence 
mounts that previously successful prevention programs are losing their efficacy.  The 
CDC has recognized the importance of involving HIV-positive individuals in prevention 
efforts. The CDC has adopted 4 key strategies in order to advance HIV prevention2:  

1. Prevent new infections by working with persons diagnosed with HIV and their 
partners.  

2. Offer HIV testing as a routine part of medical care.  
3. Implement new models for diagnosing HIV infections outside medical settings.  
4. Further decrease perinatal HIV transmission.  

Strategy 1 will attempt to limit spread of the virus by focusing preventive efforts on those 
carrying the virus and will be further addressed in this article.  Strategies 2 through 4 will 
help to identify cases of undiagnosed HIV.  Attempts to make people aware of their HIV 
status are helpful from a prevention perspective.  One study showed that individuals who 
recently tested positive for the HIV antibody adopted behaviors that might reduce the risk 
for transmitting HIV3.   Table 2 illustrates a more detailed look at strategies which focus 
on increasing HIV testing.   

Clinicians are in a unique position to incorporate HIV prevention into the medical care of 
persons infected with HIV.  The strengths of this approach include linking the prevention 
of HIV transmission to the treatment of HIV and other STIs, offering repeated 
opportunities to intervene in high-risk behavior, developing a trusting relationship which 
might offer further understanding about an individual’s tendencies toward high-risk 
behaviors, potentially knowing the sexual contacts of the HIV infected individual, and 
serving as a source of information and support for the HIV infected individual.   



Currently, many clinicians are missing the opportunity to help prevent the spread of the 
virus.  Research indicates that approximately 24% - 29% of HIV positive patients 
reported having had no discussion with their clinician about safer sex and 50% reported 
having had no discussion about disclosure4,5.   There are multiple variables that predict 
the likelihood that a clinician will discuss safer sex and safer needle use with patients.  
Physicians’ characteristics which are strongly associated with increased safer sex and 
safer drug use counseling are OB/Gyn specialty, female gender, and the characteristics of 
a clinician’s patient population such as majority non-white, less-educated, and lower 
income level.  The strongest predictor that a clinician will not discuss safer sex or safer 
drug use are Family Practice/General Practitioner specialty and if the clinician feels that 
the patient will be offended by questions about sexuality and drug use6.  According to 
clinicians, other obstacles to discussing behaviors concerning sex and drug use with 
patients are time pressures, lack of confidence in skills to change behavior patterns of 
patients7, ethics of knowing that a patient infected with HIV is participating in high-risk 
behavior, communication barriers between provider and patient, confidentiality, and the 
clinician’s inability to bring up the topic (lack of a good opening line)8.    
 
Prevention efforts for HIV positive individuals require familiarity with some of the issues 
that lead to increases in high-risk behavior in HIV infected individuals.  These include 
among others substance abuse (heroin, speed, Ecstasy, GHB, Viagra), fatigue of using 
barrier methods, attempts to enhance intimacy, poor understanding of how the virus is 
transmitted, gender inequalities, economic disparities, and optimism about the 
effectiveness of new HIV therapies.   
 
Obtaining a sexual and drug use history is important to do at every visit.  This involves an 
understanding of the exact sexual activities of patients.  Clinicians should ask about with 
whom they are having sex, what sort of sexual activities are they having, where are they 
having sex, when are they having sex and what drugs are they taking before, during and 
after sex.  These discussions should be very detailed in order for the clinician to 
understand completely the behaviors of the patient.  Try to avoid expressing any 
judgment in facial expressions, tone of voice or body language when discussing sexual 
and drug related topics with patients.  Employ good listening skills by allowing the 
patient to speak without interruption, nodding, keeping eye contact, using body language 
to show that you are listening, and asking open ended questions when the patient has 
finished such as “Anything else?” or “Tell me more”.  Be respectful about what the 
patient is telling you and ensure them about confidentiality.  Attempt to learn the 
language of a particular patient concerning sex and drug issues to enhance cultural 
competence and communication between health care provider and the patient. 
 
 
The presence of STIs in either the HIV infected or non-infected individual can enhance 
the likelihood that the virus will be transmitted during a high-risk sexual exposure9,10,11 
These findings underscore the importance of offering screening for STIs to HIV positive 
individuals.  Annual screening is probably a reasonable frequency for many HIV positive 
individuals but more frequent screening (e.g., at 3-6 month intervals) may be indicated 
for MSM at the highest risk (e.g., those who acknowledge having multiple anonymous 
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partners or having sex in conjunction with illicit drug use and patients whose partners 
engage in those activities)12,13.  In counseling HIV infected individuals, they should also 
be aware that STIs such as Syphilis, Hepatitis B, and Herpes can be more difficult to treat 
and cause a more severe infection in people with HIV.  This information might further 
discourage high-risk behavior.  
 
The prevention messages to patients should always include the themes of protecting 
themselves from STIs, protecting their partner from HIV and/or sexually transmitted 
infection and disclosure of HIV status to sexual partners.  If sexual histories and 
prevention messages are given at each clinic visit, this portion of the visit can last less 
than 3 to 5 minutes14.  Each counseling session need not address all high-risk behavior, 
but focus on gradual change to decrease risks.   At follow up visits, one can focus on 
behaviors not addressed at previous visits.  Keep in mind that changing sexual and drug 
use behavior is a gradual process and partial success can make a big impact on the 
epidemic. 

 
Table 1: Evidence of increasing high-risk behavior in HIV-positive communities 
From 1999-2001, in the 25 states, newly diagnosed HIV infection increased 14% among men who have 
sex with men (MSM) and 10% among heterosexuals15.  
In San Francisco, HIV incidence was estimated to have doubled from 2.1% in 1996 to 4.2% in 1999 
amongst MSM who sought anonymous testing16. 
In many US cities since 1997, there have been many syphilis outbreaks among MSM.  In each outbreak, 
high HIV co-infection rates were documented from  20%-70%17.  
In San Francisco, comparing 1994 to 1997, there is decreasing consistent condom use, increasing 
unprotected anal intercourse, and increased male rectal gonorrhea18. 
In France, high-risk sexual behavior of HIV positive patients increased from a low of  1.9% in 1997 to 
9.3% in 2002 of reports per visit.  High-risk behavior was defined as inconsistent use of condoms with a 
partner with negative or unknown HIV-1 sero-status19. 
High risk behavioral trends amongst HIV-infected individuals are not unique to areas where HIV is highly 
prevalent but a significant number of men and women with varied regional and cultural differences are 
engaging in similar behavioral activities that might put uninfected individuals at risk20.    

 
Table 2: CDC Strategies to increase testing 
Make HIV testing a routine part of medical care.  Of the possible 800,000 to 900,000 cases of HIV in 
the United States about 300,000 individuals do not know that they are infected21.  Another study of 573 
HIV-infected young MSM who were living in six U.S. cities showed that 77% were unaware that they 
were infected 22.   The CDC previously recommended offering HIV testing to at risk individuals in high 
HIV-prevalence acute care hospitals and clinical setting23.  The CDC’s current initiative recommends 
offering testing to all patients in all high HIV-prevalence clinical settings and to those with risks for HIV 
in low HIV-prevalence clinical settings24.   
Implement new models for diagnosing HIV infections outside medical settings. Many people are 
tested but they don’t return for the results of their test.  During 2000, of persons with positive tests for 
HIV, 31% did not return to learn their test results.  The CDC will begin funding broader access to newer 
testing capabilities such as OraQuick to enhance early diagnosis.  With OraQuick, community based 
organizations and, particularly, non-medical based organizations will have the capability of testing and 
giving results within 20 minutes.   
Further decrease perinatal HIV transmission.  The CDC will promote routine HIV testing in all 
pregnant women, and, as a safety net, for the routine screening of any infant whose mother was not 
screened.  Early identification of HIV and early initiation of highly active antiretroviral therapy might 
reduce vertical transmission. 
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