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Encouraging individuals, particularly
those with HIV, to disclose their HIV status
to potential sexual partners has been part
of HIV prevention efforts since early in the
epidemic. Recent efforts by the U.S. Cen-
ters for Disease Control and Prevention 
to develop and evaluate prevention inter-
ventions specifically targeting people with
HIV, however, have resulted in renewed
attention to the issue of disclosure.

Underlying this attention is the belief
that disclosure will decrease the likelihood
that an individual will engage in behaviors
that transmit HIV. This belief assumes that
disclosure will highlight the potentially
negative consequences of unprotected sex
for the partner, including a new infection if
the partner is HIV-negative or HIV superin-
fection or infection with another sexually
transmitted disease if the partner is HIV-
positive. This awareness, in turn, is expected
to lead to risk reduction.

Both the research literature and clinical
practice, however, suggest that the associa-
tion between disclosure and risk reduction
is much more complex. This article sum-
marizes key findings from a recent review
of the literature and suggests strategies for
promoting disclosure in the context of HIV
prevention efforts.

Does Disclosure Lead to Safer Sex? 
A review of the scientific literature through

February 2004 located 15 studies with data
that addressed the relation between disclo-
sure of HIV-positive status and safer sex
(using more than one definition).1 The find-
ings were decidedly mixed. Seven studies
reported no consistent association between
the two variables. In seven of the remaining
eight studies that did note a significant

association disclosure was positively
related to safer sex.

Specifically, two studies found that, com-
pared to those who had not disclosed, HIV-
positive individuals who disclosed their
status were more likely to engage in pro-
tected anal, vaginal, or oral activity, but
only with HIV-negative partners. Other
studies found that: disclosers reported a
smaller proportion of partners with whom
they had unprotected insertive anal sex
than did non-disclosers; disclosers were
more likely than non-disclosers to report
consistent condom use for insertive anal
sex (but only with non-primary partners);
consistent condom users were more likely
to disclose their status than inconsistent
condom users; and male disclosers had
higher rates of condom use, especially dur-
ing anal intercourse, than non-disclosers. 

Few studies, however, employed a partner-
by-partner analysis. Partner-by-partner analy-
sis, which leads to more accurate conclusions,
asks participants about the combination of
disclosure and sexual risk taking with each
particular partner. Also, many of the litera-
ture’s statistically significant results were
limited to only one subgroup of participants,
making these findings less generalizable.

In summary, while some data suggest
that disclosure is positively associated
with safer sex, the literature demonstrates
clearly that disclosure does not guarantee
safer sex and, conversely, that non-disclo-
sure does not necessarily lead to riskier
sex. One interpretation of these findings is
that, because disclosure is a relatively gen-
eral communication and does not focus
specifically on the target behavior of risk
reduction, disclosure alone may be insuffi-
cient to ensure the use of protection. This
is consistent with the finding that the com-
bination of HIV status disclosure and a dis-
cussion of risk reduction is more likely to
lead to risk reduction behaviors than either
action alone.2,3 An alternate explanation is
that individuals frequently utilize “unin-
formed protection” (non-disclosure with
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protected sex) and “informed exposure”
(disclosure with risky sex).3

Of course, the lack of a consistent asso-
ciation between disclosure and safer sex
in all populations and contexts does not
mean that disclosure is irrelevant to the
practice of risk reduction. Instead, this
conclusion suggests that disclosure is not
easily defined and that the relation bet-
ween disclosure and safer sex is more
complex than the few initial studies have
been able to decipher. 

Encouraging Disclosure: Who, When, and How
How can service providers best intervene

to help their HIV-positive clients disclose
their serostatus and facilitate discussions of
sexual risk reduction? No published work
has provided empirical support for a “best
practices” approach. However, some guide-
lines can be deduced from the literature.

Research suggests that certain subgroups

of individuals living with HIV are both less
likely to disclose and more likely to engage
in sex that can lead to HIV transmission.
These subgroups include young people,
people who have recently tested HIV-posi-
tive, people who are of lower socioeco-
nomic status, or people who have had past
experiences with partners who were HIV-
positive, who injected drugs, or with whom
they had unprotected anal sex.2

Since disclosure is often a continuous,
dynamic process rather than a one-time
event, prevention providers should con-
sider raising the topic of disclosure with
HIV-positive clients early and often. Some
research indicates that the more often
providers talk to a client about disclosure,
the more likely the client is to disclose.4

Discussions should focus on deciding when
and how to disclose, to whom to disclose,
and the importance of coupling disclosure
with discussions of risk reduction. Over
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The foundation of the scientific
method is observation. Over time
and repeated experimentation,
observations cohere into theories,
and theories evolve into strategies
and policies. Sometimes, in the
absence of research, a combination
of theory and common sense pre-
cede observation and determine
policy. Especially during a crisis.

Early in the epidemic, with little
HIV-related data, prevention plan-
ners embraced serostatus disclo-
sure as a fundamental step in the
risk reduction process. This was
not foolish; for many years, disclo-
sure of other sexually transmitted
diseases had been an accepted
disease control tactic, and this 
approach met the common-sense
test. It seemed reasonable to as-
sume that disclosure would con-
tribute to safer sexual activity. Two
decades later, however, a review of
the published literature on the top-
ic suggests a more complex story. 

In general, most scholarly arti-
cles include a brief review of the
research as an introduction to a
discussion of the authors’ study
and findings. These mini-reviews
accomplish the goal of putting

the study in context. But the arti-
cles, themselves, rarely offer a
comprehensive analysis of the
research on a topic, including a
synthesis of the study’s findings
into this analysis. Instead, it is
up to the reader to do the hard
work of evaluating and compar-
ing every study on a topic and
deciding what it all means.

There is an alternative: the genre
of research literature review. The
authors of these reviews survey an
entire topic, seeking to understand
the value of each study and each
finding, how all of these findings
cohere and, once cohered, what
they suggest about the topic. 

David Pantalone, Mary Plum-
mer, and Jane Simoni present in
this issue of FOCUS a wonderful
example of the value of a litera-
ture review. They report that
while there may be many reasons
to encourage serostatus disclo-
sure, the literature reveals incon-
sistencies in study methodology
and findings that suggest that dis-
closure, in and of itself, may not
lead to risk reduction. Instead,
they suggest that risk reduction
may require specific discussions

about, well . . . risk reduction.
This is a process that disclosure
can facilitate but which disclo-
sure, alone, may not accomplish.

Nicolas Sheon employs another
less common method of examina-
tion: the analysis of narratives
drawn from ethnographic research.
Sheon’s article—which documents
narratives about a specific inci-
dent of unprotected anal sex—
uncovers another aspect of the
disclosure puzzle: ambivalence
among HIV-negative men about
both seroconversion and serosta-
tus disclosure. His findings sug-
gest that the reticence to engage
in discussions about disclosure
among HIV-negative men may
undermine attempts by HIV-posi-
tive men to address both serosta-
tus and risk reduction. 

Both articles suggest issues for
future research and specific coun-
seling approaches to respond to
these concerns today. No one would
suggest that 20 years of prevention
emphasizing disclosure has been a
waste. But now that research has
uncovered the complexity of the
disclosure dynamic, we are obliged
to reflect these findings in our pre-
vention messages: disclosure may
be important but insufficient by
itself to ensure risk reduction, and
risk reduction may be achieved
without disclosure. 

Editorial: The Evolution of Knowledge
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time, discussions may focus on potential
changes in the client’s attitudes toward and
experiences with disclosure and the com-
munication of sexual risk limits, that is, his
or her preferences regarding specific trans-
mission-related behaviors.

An early step in the intervention process
should be an assessment of the client’s
unique barriers to disclosure. There are
significant disincentives to revealing one’s
HIV-positive diagnosis, potentially includ-
ing rejection, abandonment, discrimina-
tion, and physical or sexual violence. Also,
divulging HIV-positive status may expose
other stigmatized behaviors such as injec-
tion drug use or same-sex sexual behavior.
Individuals who are already disempowered
because of their race or class may be partic-
ularly reluctant to risk these adverse conse-
quences. Following assessment, providers
and clients can work to address these barri-
ers and move towards the goals of routine
disclosure and consistent risk reduction. 

Practitioners should encourage clients to
make explicit statements about their HIV-
positive status and about their sexual risk
limits. Explicit communication minimizes
misunderstandings that arise when people
use indirect means such as assuming that
any partner who does not ask about sero-
status must also be HIV-positive; leaving
HIV-related medications within a partner’s
view;2 or inferring that a partner’s prefer-
ence for a sexual position such as a “top” or
“bottom” indicates tacit disclosure of sero-
status.5 Further, providers should emphasize
the need for clients to initiate discussions of
HIV status with their partners rather than
relying on partners to bring up the topic.6

As stated previously, it may be useful for
clinicians to explain that disclosure alone
often is not enough to ensure risk reduction
goals are met. Counselors may suggest that
clients pair an explicit HIV status disclosure
with a forthright discussion of sexual risk
limits. Likewise, while explicit disclosure
and discussion of risk limits are always
preferable, it may be helpful for providers
to discuss ways that clients can achieve risk
reduction goals without disclosure in some
situations, for example, by avoiding, alto-
gether, activities with an unacceptably high
likelihood of transmitting HIV. 

Considering Contextual Factors 
Providers should address contextual vari-

ables that may affect the likelihood of a
disclosure conversation occurring. Among
these variables are the venue in which sex
occurs, the power dynamics of the dyad
and, most importantly, the relationship sta-
tus and HIV status of the client’s partner.

The setting in which sex occurs may affect
disclosure. Some venues such as bathhouses
or sex clubs have distinct cultural mores
proscribing either disclosure, condom use,
or both.6 Even outside of these venues, with
some partners—especially those with whom
a client has a history of unprotected sex—
disclosure may not seem feasible. 

Clients may wish to disclose but feel reluc-
tant to transgress strong situational norms. In
response, clinicians might focus on a client’s
acceptance of the norms as immutable. Alter-
nately, they can explore the client’s percep-
tions of the consequences of breaking norms
and, when appropriate, highlight the conse-
quences as less aversive than initially feared.
Further, counselors might encourage harm
reduction—for example, seeking sex in other
venues or with other partners—and encour-
age experimentation with disclosure in “suc-
cessive approximations,” that is, progressing
over time from disclosing in less threatening
to more threatening situations.

Status-related power imbalances in a
dyad—related to sex, race, class, age, or per-
ceived level of attractiveness—may influence
both the willingness to disclose and the abil-
ity to ensure condom use. Clinicians should
normalize the feelings of unfairness and vali-
date the added difficulty of disclosing when
an individual already feels disadvantaged
within a relationship. Providers may also
encourage planning for disclosure to occur
outside of the sexual arena. Counselors might
offer to directly assist in the disclosure pro-
cess by having the partner join the client’s
session. For all clients, clinicians may assist
clients in making contingency plans if the
disclosure conversation does not go well.

Finally, it is essential to consider both the
individual’s relationship to the partner and
the partner’s HIV status. Clearly, disclosing to
steady partners or spouses is different from
disclosing to casual or anonymous partners,
and disclosure strategies may differ based
on a partner’s perceived or actual HIV status.
In addition, strategies used and motivations
for disclosure will vary based on these vari-
ables. For clients with HIV-positive partners,
clinicians may focus on personal benefits 
to the client such as protecting themselves
from HIV superinfection or other sexually
transmitted diseases.7 For clients with HIV-
negative partners, clinicians may focus on
the needs of the partner, the client’s feelings
of responsibility for the partner’s health, and
the locality’s laws governing any legal obliga-
tions to disclose or to protect.6

Motivational Enhancement Therapy 
In the absence of any empirically sup-

ported disclosure interventions, motiva-
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tional interviewing, more recently called
motivational enhancement therapy (MET),8

provides some promising strategies. This
flexible, individualized, non-judgmental
intervention is preferable to moralistic
approaches that are unlikely to be effec-
tive motivators for many clients.

The first crucial aspect of motivational
enhancement therapy is assessment, which,
in the context of disclosure, includes a
focus on the client’s attitudes, behaviors,
and goals regarding disclosure and sexual
risk limits. The assessment process should
result in identifying the unique barriers and
contextual factors that are likely to impede
the client’s disclosure or increase HIV trans-
mission-related behaviors. Addressing these
barriers in the service of the client’s goals
should remain central in the intervention
efforts that follow.

Conversation about the issues raised
during assessment can gently examine any
client ambivalence about disclosure. Essen-
tial to this process is considering the pros
and cons of disclosure and highlighting the
discrepancies between the client’s actual
behaviors and his or her goals or values.
Throughout these conversations, the coun-
selor should emphasize the client’s demon-
strated abilities and strengths. To avoid
engendering defensiveness, this approach
“rolls with resistance”: rather than challeng-
ing a client’s argumentative comments, the
counselor encourages his or her expression
through questioning, and by clarifying, ela-
borating, or exaggerating the client’s posi-
tion. During this process, the counselor
may offer new perspectives but avoids
imposing them, and encourages the client
to generate potential solutions to his or her
disclosure challenges.8

For example, imagine a hypothetical
client “Michael,” a 40-year-old gay White
man diagnosed with HIV two years earlier.
Michael reports inconsistent condom use
for anal sex with casual partners. He states

that he never discloses his HIV status to
partners unless he is explicitly asked,
asserting, “Everyone needs to take care of
themselves. People know how HIV is
spread. I’m no one’s caretaker.”

In response, the therapist might first em-
pathize with how difficult it is to disclose
one’s HIV-positive status and affirm the tenet
that people are, indeed, responsible for their
own actions. The therapist might reflect that
Michael uses condoms in some situations
and discloses when asked, yet, in some con-
texts, both of these actions seem less impor-
tant: when Michael has partners who do not
ask about his serostatus, he does not dis-
close. The therapist might ask Michael to
talk about how these situations differ and
how any differences relate to his decision 
to use or not to use condoms. Through 
this process, the therapist makes explicit
Michael’s previously unstated decision rules
and creates a framework through which
Michael can examine these rules in the
context of his risk reduction goals.

The therapist highlights any areas of
ambivalence Michael expresses, no matter
how small. The process examines behaviors
that are not in line with Michael’s current
goals by exploring their pros and cons. Fur-
ther, Michael and the therapist may establish
a hierarchy of homework assignments that
move towards his disclosure and risk reduc-
tion goals and may role-play both a variety
of disclosure tactics and the confrontation
of potential disclosure roadblocks.

Conclusions
Although the literature on serostatus

disclosure and risk reduction is mixed, 
providers may consider four tactics. They
should couple disclosure with a discussion
of sexual risk limits, broach the topic of dis-
closure early and often, emphasize the need
for explicit disclosure, and tailor interven-
tions to the contextual factors and character-
istics of each client and the client’s partners.
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In San Francisco, before the HIV antibody
test became available in 1985, HIV preven-
tion messages focused on the
injunction to assume that all
partners are potentially HIV-
positive and, in response, to
use a condom every time.
After 1985 came the addi-
tional injunction to test regu-
larly and disclose one’s sero-
status to one’s partners. 

The high prevalence of HIV
among gay men and the un-
easy coexistence of these 
two contradictory prevention
messages have contributed
to a growing ambivalence
about seroconversion and
disclosure. To better under-
stand how HIV risk and
disclosure practices have
evolved in light of these con-
flicting prevention messages
and advances in treatment,
researchers in San Francisco
interviewed 150 gay men in 2000.1

Gay Men’s Views on Disclosure 
The in-depth interviews pivoted around

a detailed narrative of a specific incident
of unprotected anal sex. The narratives
revealed important differences between
HIV-positive and HIV-negative men’s views
on disclosure practices. 

HIV-positive men described disclosure as
a duty. Disclosing up front to their partners,
whom they assumed were also HIV-positive,
gave these men permission to engage in
barebacking. The apparent willingness to

disclose was somewhat counterintuitive
given the research literature’s emphasis on
the stigma encountered by HIV-positive peo-
ple in disclosing their status.

By contrast, HIV-negative men saw little
advantage in disclosing to casual partners.
Like the HIV-positive men, HIV-negative men
assumed their partners were seropositive.
In justifying their reticence to disclose, 

HIV-negative
men alluded 
to strong com-
munity norms
against HIV dis-
closure to both
casual partners
and boyfriends.

For example,
one HIV-nega-
tive respondent
described dis-
closure as “just
something I
don’t think
about anymore.
It’s just so com-
mon here for
people to not
really talk
about. Even in
the context of a
serious relation-

ship, it just never really comes up. I mean 
I had hoped he [my boyfriend] would have
shared it with me, but I just never found the
right time to bring it up as a subject without
it laying some kind of uncomfortable pall on
the whole scene. I just learned to believe that
anybody that says they’re negative might be
lying anyway so to me it doesn’t really make
a lot of difference.” This quotation illustrates
the ambivalence created by the two conflict-
ing prevention messages described earlier:
while the respondent wishes his partners to
disclose, he asserts they cannot be trusted 
to reveal their true status. 
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Ambivalence about Disclosure
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Ambivalence surrounding HIV-negative
status was reflected in respondents’ fatal-
istic statements about seroconversion. As
one HIV-positive man stated: “I think some
people feel like it would be just easier to
get the virus now and get it out of the way
than to always have it in the back of your
mind.” This points to a crucial difference
between HIV-negative and HIV-positive
status. HIV-negative status is inherently
unstable because it can become positive,
while HIV-positive status provides a stable
identity. HIV-negative status is always sub-
ject to doubt due to both the antibody win-
dow period and partners’ dishonesty or
denial about their status. 

HIV-positive and HIV-negative respon-
dents attributed their own risk behavior to
trends in the community such as bareback-
ing, treatment optimism, and safer-sex
fatigue. Many respondents described bare-
backing as a calculated risk. According to
one HIV-negative respondent: “I know I’m
playing Russian Roulette, but I feel the
odds are in my favor [as] a top. I was just
tested a month ago, but it was negative so
I’m sure that’s—But again, I do really risky
things sometimes and I’m still coming up
negative, so again—I think people are being
a lot more unsafe now than they were 10
years ago. People are living longer, so peo-
ple are kind of going ‘Okay, if I do get it, I’ll
kind of be alive until they figure something
out.’ That’s not my philosophy, but I think
that’s a lot of people’s philosophy. I mean, 
I remember there was a time when I was
walking to get an HIV result and I just
thought, ‘Oh, God, just let me have it. I’m
so sick of this worry, and I’m so sick of
being excluded.’ Because everyone I knew
was positive.”

Ambivalence around seroconversion was
also expressed in HIV-negative men’s envy
of HIV-positive men for their membership in
a more “authentic” gay culture. For example,
one HIV-negative man who had “come out”
in his thirties, expressed a need to make up
for lost time in building his “gay resumé.”
He said, “There aren’t a lot of prerequisites
that you have to prove that you’ve done
before you’ll be accepted, but on the other
hand, I’ve often felt that I don’t quite belong
here. I wasn’t in San Francisco in the ‘70s or
‘80s. I don’t have a lot of the experiences a
gay man my age is supposed to have had
and that has sometimes felt uncomfortable
to me. Like I wasn’t quite a real gay man. I
didn’t have a very good gay resumé. Some-
times I’ve even wondered if that wasn’t one
of the reasons a lot of my friends were HIV
positive. I wanted some of their experience
to rub off on me or something.” 

Ambivalent statements such as these
reflect the conflict between the desire to
practice safer sex on the one hand and the
desire to belong, to perceive oneself as an
authentic member of the gay community. 

Using Ambivalence to Work with Clients
Clients often have conflicted feelings

about their risk practices. The prevention
counselor’s role is to help clients explore
both positive and negative feelings about
unprotected sex. Assessing all past risks
since the last HIV test often places clients
on the defensive and discourages a deeper,
more candid discussion.2,3 Eliciting a de-
tailed narrative or story about a particular
risk incident with an anonymous or casual
partner can help generate ambivalent state-
ments that can offer an entry into a deeper
discussion of the situational factors that
lead to HIV-related risk behaviors.4

Ambivalent statements, however, can 
be double-edged. By definition, ambiva-
lent people can argue both sides of an
issue. Challenging clients from one side—
by emphasizing the risks they are taking—
often leads clients to argue from the other
point of view and may actually produce
resistance to change.5,6 

Conclusion
The San Francisco study’s narratives

invoked a macho, barebacking ethos that
discourages disclosure in order to avoid
“ruining the mood.” In the absence of a
verbal disclosure, respondents ascribed
serostatus based on faulty assumptions
about their partners’ unprotected behavior.
A partner willing to “bottom” was assumed
to already be positive or willing to become
infected, while a “top” was assumed to be
negative because he would not knowingly
infect others. Eliciting narratives about a
specific risky encounter can enable pro-
viders and clients to explore the links
among such assumptions, ambivalence
about seroconversion, and disclosure.
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or to Editor, FOCUS, UCSF AIDS Health
Project, Box 0884, San Francisco, CA
94143-0884.
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Patterns of Serostatus Disclosure 
Ciccarone DH, Kanouse DE, Collins RL, et al. Sex
without disclosure of positive HIV serostatus in a U.S.
probability sample of persons receiving medical care
for HIV infection. American Journal of Public Health.
2003; 93(6): 949–954. (University of California, San
Francisco.)

HIV-positive men
who identified as
gay or bisexual
were more likely to
report sex without
disclosure of HIV
status than HIV-pos-
itive men who iden-
tified as heterosex-
ual or HIV-positive
women, according
to a national study.

Researchers
recruited a national
probability sample
of 1,421 HIV-posi-
tive patients from
medical clinics in
the United States.
Participants had to
be at least 18 years
old and HIV-posi-
tive, and they had
to have had at least
one medical
appointment during the first two months
of 1996. Researchers conducted interviews
in 1998 on sexual behavior in the prior six
months, partners’ HIV status, condom use,
and HIV status disclosure to partners. 

The sample was 51 percent White, 32
percent African American, and 13 percent
Hispanic. Forty-seven percent of partici-
pants were under age 40, and 42 percent
had an AIDS diagnosis. Researchers con-
ducted analyses on three main groups:
men who identified as gay or bisexual (43
percent); men who identified as heterosex-
ual (21 percent); and women (36 percent).

Gay and bisexual men were significantly
more likely than women or heterosexual
men to report having any oral, vaginal, or
anal sex without disclosure; 42 percent of
gay and bisexual men reported such be-
haviors, compared with 19 percent of het-
erosexual men and 17 percent of women.
Additionally, 16 percent of gay and bisex-
ual men reported unprotected anal or
vaginal sex without disclosure, compared
to 5 percent of heterosexual men and 7
percent of women. 

It is notable, however, that only 3.4 per-
cent of gay and bisexual men reported
unprotected anal insertive sex to ejacula-
tion without disclosure. Furthermore,
across all three groups, most participants
—63 percent—who reported any sex with-
out disclosure also reported only having
unprotected oral sex or protected anal or
vaginal sex, activities that are less likely 
to transmit HIV than unprotected anal or
vaginal sex. This suggests that people with

HIV who do not dis-
close often use other
forms of risk reduction
in lieu of disclosure. 

Among gay and bi-
sexual men, 83 percent
of the partnerships in-
volving sex without
disclosure were non-
exclusive partnerships.
The comparable figure
was 48 percent for
heterosexual men and
52 percent for women.
This discrepancy may
relate to the higher
rates of HIV within the
gay community and
subsequent public
health messages urging
gay and bisexual men
to assume that every
partner is HIV-positive,
potentially reducing
the need and the per-

ception of the need to disclose serostatus
within casual partnerships. 

Safer Sex Negotiation and Disclosure
Semple SJ, Patterson TL, and Grant I. The sexual
negotiation behavior of HIV-positive gay and bisex-
ual men. Journal of Consulting and Clinical Psychol-
ogy. 2000; 68(5): 934–937. (University of Califor-
nia, San Diego; and Veterans Affairs Medical Center,
San Diego.)

A cross-sectional study of HIV-positive
gay and bisexual men found that shorter
length of time since diagnosis was corre-
lated to more frequent use of sexual nego-
tiation strategies.

Researchers recruited 256 HIV-positive
gay and bisexual men who reported hav-
ing had unprotected vaginal, oral, or anal
sex with HIV-negative partners or partners
with unknown status within the prior four
months. The majority of participants were
White, and the average age was 37 years.
A questionnaire elicited negotiation fre-
quency based on three items that rated
“how often participants tried to talk their
partners into practicing safer sex.”

Recent Reports

There are five steps
for negotiation:
Know what you 

want. Know what 
you will compromise.

Know as much as
possible about your

partner. Have a
backup plan.

Rehearse.
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“High-frequency negotiators” had been
HIV-positive for an average of approxi-
mately two years less than low-frequency
negotiators. High-frequency negotiators
also scored significantly lower on alcohol
use and on depressive symptoms, com-
pared to low-frequency negotiators. Finally,
high-frequency negotiators scored signifi-
cantly higher than low-frequency negotia-
tors on self-efficacy and outcome expectan-
cies in relation to condom use, negotiation,
and disclosure.

There are five recommended steps for
sexual negotiation. Be prepared (that is,
know what you want). Know what you are
willing to compromise. Know as much as
you can about your partner. Have a backup
plan. Rehearse sexual negotiations. 

Consequences of HIV Status Disclosure
Parsons JT, VanOra J, Missildine W, et al. Positive
and negative consequences of HIV disclosure
among seropositive injection drug users. AIDS
Education and Prevention. 2004; 16(5): 459–475.
(City University of New York; U.S. Centers for
Disease Control and Prevention; and University 
of California, San Francisco.) 

More than half of HIV-positive injection
drug users were influenced by fear of rejec-
tion when considering whether to disclose
serostatus to sexual partners, according to
a multi-site study on positive and negative
consequences of HIV status disclosure.

Researchers recruited a total of 158 HIV-
positive injection drug users in San Fran-
cisco and New York City. Participants had 
to be at least 18 years old and had to report
having injected drugs and having had sex in
the prior year. The sample was 51 percent
male, 61 percent African American, 22 per-
cent White, and 13 percent Latino. The aver-
age age among participants was 41.5 years.
Researchers conducted open-ended qualita-
tive interviews addressing sexual practices,
drug use, access to health care, adherence
to treatment, mental health, and HIV status
disclosure.

Of the 52 participants who reported sex
with casual partners, 61 percent expressed
a fear of rejection on both a personal level
and a sexual level by their partners. In ad-
dition, participants cited threats to per-
sonal well-being and, among sex-working
participants, a potential loss of income or
drugs, as additional negative conse-
quences of disclosure.

Of the 99 participants who reported
having a primary sexual partner, 60 per-
cent disclosed their HIV status prior to
having sex with that partner. Of the
remaining 39 participants who did not
disclose prior to sex with their primary

partners, 89 percent said that they later
felt that the negative consequences they
imagined would result from initial disclo-
sure would not have been as severe as the
actual consequences they experienced as
a result of failing to disclose.

Participants in both groups described
the rewards of disclosure as: increased
social support and intimacy with partners,
reaffirmation of a sense of self, and the
opportunity to share personal experiences
and feelings with sexual partners. 

Researchers also examined the role of
responsibility associated with disclosure.
Of the 24 participants who reported con-
sistent disclosure to casual sex partners,
62 percent said they reveal their status 
as a result of a strong sense of personal
responsibility. Five of these participants
reported feeling a strong responsibility 
to disclose to their partners because of the
experiences they had had with prior sexual
partners who did not disclose to them. Al-
though more women than men in this
study consistently disclosed their status,
all five of these participants were men.

Twenty-two percent of the participants
who reported sex with casual partners
explained that they disclose their HIV-pos-
itive status in order to relieve themselves
of the responsibility of ensuring safer sex-
ual activity. Another 12 percent, however,
said they insist on safer sex in order to 
rid themselves of the responsibility of 
disclosure. 

Next Issue
Methamphetamine use among men

who have sex with men has exploded
in urban centers and is implicated as
a driver in new seroconversions. In the
July issue of FOCUS, Kristina Jones,
MD, Assistant Professor of Psychiatry
at Weill Cornell Medical College in New
York, reviews the literature on the psy-
chological and physiological effects of
methamphetamine, in particular, focus-
ing on methamphetamine-related psy-
chotic features and their effects on HIV
treatment  and HIV prevention.

Also in the July issue, Steven
Shoptaw, PhD, a clinical psycholo-
gist with Friends Research Institute and
the UCLA Integrated Substance Program,
discusses treatment for metham-
phetamine addiction, including inno-
vative approaches such as contingency
management.
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