
Research Update 
Many of the questions that make

counselors uncomfortable are scien-
tific in nature. Some of these topics
cause confusion because information
appears to change over time. For
example, a recent study of the HIV
risks of oral sex, which attracted sig-
nificant attention in the media, sug-
gested that these risks may be higher
than previously thought. But this con-
clusion is largely due to an incorrect
interpretation of the findings. 

Other topics seem to counter
what people intuitively think is log-
ical. For example, it seems to make
sense that HIV can be transmitted
through casual contact because so
many other infections are transmit-
ted in this way, but, in fact, HIV
does not survive well outside the
body. Similarly, it seems logical that
a low viral load would lead to
decreased risk of HIV transmission.
While preliminary research seems to
support this hypothesis, too many
questions remain unanswered and

more research needs to evaluate this
phenomenon before it is established
as fact. Some people have trouble
conceptualizing that the insertive
partner during unprotected anal sex
can be at risk for HIV, but indeed,
this is the case, although the risk is
lower than for the receptive partner. 

Finally, some topics relate to con-
fusion about how scientific research
translates into practical interventions.
With all the news about HIV vaccines,
many people believe that a vaccine
will soon be available and that there
is no need to worry about infection.
However, it is most likely that an effec-
tive vaccine will not be available for
many years, and even then, the
process of distributing it will be com-
plex. This issue of PERSPECTIVES
answers the frequently asked ques-
tions related to these topics.

W hat are the HIV risks of oral
sex?

Most research indicates that oral
sex with an HIV-positive male
insertive partner has the capacity to
infect the receptive partner but that

it is significantly safer than other
forms of penetrative sex. However,
there are no definitive studies of oral
HIV transmission because it is diffi-
cult to find HIV-positive people
whose only risk behavior was oral
sex. According to a recent report, there
have been only 39 case reports of what
appears to be oral HIV transmission
in major urban centers throughout
North America and Europe.1

Preliminary data from a 2000 San
Francisco study of men who have sex
with men found that 6.6 percent of
122 HIV-positive participants prob-
ably became infected through oral
sex.2 However, it is incorrect to inter-
pret these results as meaning that 6.6
percent of all HIV infections occur as
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a result of oral sex or that the HIV
risk for oral sex is higher than pre-
viously thought. Although the study
indicates that some risk for oral trans-
mission of HIV exists, it does not
attempt to estimate the level of risk
because it does not take into account
the frequency of oral sex. This is
important because as long as some
risk exists, even if it is low, and a large
number of people frequently engage
in oral sex, it is likely that some infec-
tions will occur as a result of this
behavior. In other words, multiple
episodes of engaging in a low-risk
behavior add up to a higher total risk
in the long run. 

Research suggests that in response
to perceived HIV risks, the frequency
of oral sex has increased, particularly
among men who have sex with men,
while higher risk activities such as
unprotected anal sex have decreased.3

Another San Francisco study of
anonymous HIV testing site clients
who engaged only in receptive oral
sex during the prior six months found
no recently acquired HIV infections.
Of 243 participants, who were
screened from more than 10,000
clients, 98 percent engaged in oral
sex without condoms, and 35 percent
were exposed to ejaculate in the
mouth. Of the 28 percent who per-
formed receptive oral sex on known
HIV-positive partners, 81 percent did
not use condoms, and 39 percent
reported swallowing ejaculate.4

An Australian study of more than
700 men who have sex with men
found no risk of HIV infection
through unprotected oral sex. Among
participants who had casual sex part-
ners, 95 percent engaged in unpro-
tected oral sex, and 26 percent of par-

ticipants engaged in receptive oral
sex with ejaculation. The researchers
acknowledged that HIV transmis-
sion is possible under certain cir-
cumstances, such as recent dental
work or sores in the mouth.5

A Canadian study of more than
850 men who have sex with men also
found no cases of HIV transmission
through oral sex. Of the 725 HIV-neg-
ative participants who engaged in
receptive oral sex in the prior year,
96 percent did not use condoms.6

The presence of mouth trauma,
gum disease, recent oral surgery, or
lesions in the mouth may provide a
route of entry for HIV, thereby increas-
ing the risk of infection through oral
sex for receptive partners. While good
oral hygiene may reduce risk, floss-
ing or brushing shortly before or after
oral sex may increase risk, especially
if gums bleed. Oral sex with an HIV-
positive woman is considered to be
a higher risk during menstruation
because of the presence of blood.1

A risk reduction strategy for oral
sex is to avoid ejaculation in the
mouth, because an increased volume
of infected fluid theoretically results
in greater exposure to HIV. Although
this practice may reduce risk for HIV,
it may not effectively reduce the like-
lihood of infection with other sexu-
ally transmitted diseases (STDs) dur-
ing unprotected oral sex. STDs such
as gonorrhea, chlamydia, hepatitis A
and B, syphilis, herpes, and human
papilloma virus (HPV), which causes
genital warts, can all be transmitted
through oral sex. The presence of
some STDs other than HIV may also
increase the risk for HIV transmission.1

How does the HIV risk of unpro-
tected insertive anal sex com-
pare with the risk of unprotect-
ed receptive anal sex?

During unprotected anal sex, the
receptive partner is at a higher risk
for HIV infection than the insertive
partner, largely because the lining of
the rectum is thin and susceptible
to tearing, providing access for HIV
carried in semen to enter the blood-

stream. The insertive partner, how-
ever, is still at risk for infection.7

An early study of HIV transmis-
sion among men who have sex with
men in San Francisco found a signif-
icantly higher rate of HIV infection
among men who had engaged only
in receptive anal sex (45 percent) than
among those who had only insertive
anal intercourse (27 percent).8

More recently, a 1999 study of men
who have sex with men found that
the per-contact HIV risk of unpro-
tected receptive anal sex with an HIV-
positive partner or a partner of
unknown HIV serostatus was 0.27
percent, while the per-contact HIV
risk of unprotected insertive anal sex
with an HIV-positive partner or a
partner of unknown serostatus was
0.06 percent.9 Another 1999 study
estimated that the risk for infection
is more than twice as high for unpro-
tected receptive anal sex than it is for
unprotected insertive anal sex.10

The HIV risk for insertive anal sex
may increase in the presence of other
factors. STD infection, tearing or bleed-
ing in the rectum, and dilation of blood
vessels caused by certain substances,
such as poppers, can increase the risk
for HIV transmission to the insertive
partner. In addition, having sex with
multiple partners of unknown serosta-
tus can increase HIV risk for both
receptive and insertive anal sex.8

What is the relationship
between viral load and the risk
of HIV transmission?

There has been limited research
on the effects of viral load on the
risk of HIV transmission. Viral load
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is the concentration of HIV in the
blood, expressed as copies per milli-
liter, and is widely used as an indi-
cator of HIV disease progression. 

Two studies conducted in Africa
concluded that as viral levels increase,
the probability for heterosexual vagi-
nal transmission increases. But little
is known, and evidence is inconclu-
sive, regarding other modes of trans-
mission such as anal sex, oral sex,
and injection drug use. In addition
to viral load, HIV transmission
involves a complex interplay between
behavioral and biological factors such
as age, presence of STDs or genital
ulcers, circumcision, level of CD4+
cell counts, and frequency and type
of sexual behavior.11

A study of viral load conducted in
Zambia among 317 heterosexual
“serodiscordant” couples—consist-
ing of one HIV-positive partner and
one HIV-negative partner—found
that transmission was more likely to
occur as viral levels increased. The
relationship between viral load and
transmission was much stronger for
female-to-male transmission than for
male-to-female transmission. Women
with viral loads of more than 100,000
were also more than seven times
more likely to transmit the virus to
male partners than women with viral
loads of less than 10,000, whereas for
men there was a two-fold increase.
At viral levels of less than 10,000, 
9 percent of women versus 24 per-
cent of men transmitted the virus.12

A Uganda study of 415 couples
found no significant difference
between female-to-male transmis-
sion and male-to-female transmis-
sion but supported the general find-
ing that increased viral load translates
to increased risk for heterosexual
transmission of HIV. The researchers
concluded that viral load was a bet-
ter predictor of whether transmission
would occur than other factors such
as the presence of STDs or CD4+ cell
count and that transmission more
than doubled for every 10-fold
increase in viral load. At the begin-
ning of the study, 55 percent of male

partners and 45 percent of female
partners were HIV-positive. Among
the 22 percent of participants who
became infected during the course
of the study, the viral load of their
partners was significantly higher than
in the couples in which the HIV-neg-
ative partner did not become infected.
No infections occurred when viral
load was less than 1,500.13

These findings are consistent with
mother-to-child viral load studies, in
which adherence to antiviral med-
ications significantly reduced rates
of perinatal HIV transmission. In a
study of 552 pregnant women with
HIV from eight different locations
across the United States, no cases of
mother-to-child transmission occurred
when viral load was below 1,000.14

With successful treatment, viral
load levels may drop below the lev-
els of detection, which means the
amount of virus in the blood is too
low for a given test to measure. How-
ever, “undetectable viral load” does
not mean that HIV has been eradi-
cated from the body, and, despite the
Uganda data, it is too early to con-
clude that HIV can no longer be trans-
mitted under these conditions. Also,
some studies suggest viral levels in
semen may often be higher than the
viral load in blood, so a low viral load
may not mean reduced infectivity.15

Importantly, the studies above
dealt only with heterosexual trans-
mission, which accounts for the
majority of the world’s new infec-
tions, mostly in developing countries.
In addition, the participants in these
studies had viral loads that were nat-
urally low, that is, not suppressed or
reduced by antiviral medication,
which may also affect the amount of
HIV in semen and other fluids. More
research is necessary to determine
the relationship between viral load
and infectivity.

H ow long does HIV survive outside
the body?

HIV can survive outside the body
only in certain bodily fluids, includ-
ing blood, semen, vaginal secretions,

cerebrospinal fluid (CSF), and breast
milk. It can also survive in saliva and
tears, but the concentration in these
fluids is extremely low, and there are
no reported cases of HIV transmis-
sion involving them.16 The length of
time HIV can survive depends on the
concentration of virus in the fluid and
environmental conditions such as tem-
perature and humidity.17

In laboratory tests, HIV was no
longer detectable after three to five
hours at 133 degrees Fahrenheit, after
11 days at 99 degrees Fahrenheit, and
was barely detectable after 15 days
at room temperature (between 68
degrees and 81 degrees Fahrenheit).
HIV solutions allowed to dry at room
temperature and dissolve again in
distilled water were still infectious
for between three to seven days.18

However, these laboratory experi-
ments used HIV concentrations much
higher than those found in blood or
other bodily fluids. Drying of these
artificially high concentrations
reduces the amount of infectious
virus by 90 percent to 99 percent
within several hours. In addition, the
existence of a small amount of HIV
in a fluid does not mean it can be
transmitted in that fluid.16

HIV is very fragile, and many com-
mon substances—including hot
water, soap, bleach, and alcohol—
will kill it.17 Researchers agree that
HIV does not survive well outside
the body, making the possibility of
environmental transmission remote.
In fact, there are no documented cases
of a person becoming infected with
HIV due to contact with an environ-
mental surface, and because HIV is
unable to reproduce outside the body,
except under laboratory conditions,
it does not spread or maintain infec-
tiousness outside the body.16

W hat is the state of HIV vaccine
research and development?

Research suggests that developing
an HIV vaccine is possible, but no
effective vaccine has been approved
for public use. To receive approval, a
vaccine candidate must complete three
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phases of trials: Phase I trials involve
less than a hundred participants to
evaluate safety; Phase II trials are pre-
liminary efficacy studies that gener-
ate additional safety data and help
establish immunization schedules;
and Phase III trials are the final assess-
ment of efficacy involving thousands
of high-risk participants.19 Robert
Gallo, co-discoverer of HIV, recently
said that he expects it will be at least
five more years before a successful
vaccine becomes available.20

There are two kinds of vaccines:
prophylactic vaccines prevent infec-
tion, and therapeutic vaccines treat
or cure those already infected. Pro-
phylactic vaccines train the immune
system to recognize a foreign agent
so that if infection occurs, the body
is capable of containing the virus.
Most HIV vaccines currently being
studied are prophylactic vaccines that
introduce HIV proteins into the
immune system to help it curtail HIV
replication. These proteins are inca-
pable of causing HIV disease because
they contain no viral DNA.21,22

The exact type of immune

response desired for an HIV vaccine
to work best remains unknown. Early
research focused on developing anti-
bodies to fight against the virus in
the bloodstream, outside of the cells
that HIV invade, but researchers now
believe that the most effective vac-
cine will elicit responses both in the
bloodstream and within cells. The
antibody response protects against
initial infection, while the cellular
response confers long-term immu-
nity. So far, experimental vaccines in
clinical testing have been unable to
spur both types of protection.22

In 1998, AIDSVAX, a prophylac-
tic vaccine manufactured by VaxGen,
became the first vaccine candidate to
progress to Phase III trials and is still
the only vaccine to enter this phase.23

Another vaccine, ALVAC, is currently
in Phase II trials. Early studies exam-
ining immune response indicate that
a combination of both AIDSVAX and
ALVAC may be the most effective way
to stimulate an immune response.24

It is unlikely that this vaccine, or
perhaps any HIV vaccine, will be 100
percent effective. The first polio vac-

cine was only 60 percent effective,
but as low as 30 percent efficacy may
have a major impact due to “herd
immunity,” that is, decreased infec-
tion rates as more people become vac-
cinated and transmission decreases.26

Widespread news of advanced
vaccine research appears to have
given some people false hope that a
vaccine will soon be available. As a
result, some people may be less wor-
ried about HIV.27 Even after the first
vaccine becomes available, research
suggests that it will have low to mod-
erate efficacy, be fairly expensive,
require multiple doses, and be lim-
ited in quantity. In addition, many of
the people who are at highest risk for
HIV tend to have limited access to
health care and, therefore, may not
receive the vaccine.29

Factors such as fear and lack of
identification with a defined risk
group may deter people from being
vaccinated. In one study, 30 percent
of respondents were uncertain about
or opposed to receiving vaccination.
Paradoxically, the lower level of effi-
cacy a vaccine demonstrates, the less

It is important for HIV test coun-
selors to be familiar with HIV-relat-
ed medical concepts, but they are
not required to have expert scientific
knowledge. Counselors who are not
licensed medical providers are pro-
hibited by law from dispensing
medical advice.

A counselor’s main responsibili-
ties are to provide risk assessment
and risk reduction services, and to
help clients who test HIV-positive to
adjust to their diagnoses and obtain
further assistance. Technical infor-
mation may contribute to these goals,
but it is often better to use a coun-
seling session’s limited time to make
sure clients understand general con-
cepts of HIV risk, transmission, and
prevention than to dwell on statistics
and other technical details.

Presenting Information

Available information about HIV
is sometimes ambiguous, vague, or
inconsistent, and counselors may
have difficulty knowing the best way
to present such information to their
clients. For example, the New York
State Department of Health redefined
the window period of infection as
between one month and three
months, but after a recent review, the
California Office of AIDS maintains
its definition as three months for most
clients and six months for a small per-
centage of clients. 

It is important for counselors to
present information clearly, com-
pletely, and in a neutral way. A coun-
selor might add, “As our knowledge
of HIV increases, the information we
have may change. Some people

would rather wait until new infor-
mation becomes widely accepted as
fact before they accept it themselves.
Others feel comfortable integrating
new information more quickly, as
long as it is backed by good science.” 

Another topic with inconsistent
information is oral sex. Most research
suggests that oral sex is a relatively
ineffective route for HIV transmis-
sion, but it is difficult for researchers
to accurately assess this risk. After
presenting this information in a neu-
tral way, help clients examine what
they think and feel about their risks
related to oral sex. Counselors might
also discuss other considerations such
as sexually transmitted disease (STD)
infection as an HIV risk co-factor. The
counselor might say, “Overall, the
risk for HIV infection through oral



sex seems very low, but there is a risk.
However, other STDs are more eas-
ily transmitted through oral sex, and
STD infection may increase your risk
for HIV through oral sex.”

There will be times when coun-
selors do not know the answers to
technical questions. When this hap-
pens, it is important for counselors
to admit this and refer clients to other
resources, for example, to the Cen-
ters for Disease Control and Preven-
tion (CDC) or Project Inform. 

Providing information is an impor-
tant aspect of risk reduction coun-
seling. In fact, clients in the pre-
contemplation stage of behavior
change often require education about
HIV and other STD transmission
before they will change their behav-
iors. This information helps them
understand their personal vulnera-
bility to infection. Although these
clients may not be motivated to
reduce their risks after leaving a ses-
sion, the counseling interchange may
cause them to think about their risks,
which signifies a progression from
the pre-contemplation stage of the
behavior change continuum to the
contemplation stage.

Applying Information

To assess a client’s knowledge of
HIV, start with an open-ended ques-
tion or statement such as, “Tell me
what you know about how HIV is
transmitted.” Based on the response,
fill in gaps and correct misinforma-

tion, keeping the discussion conver-
sational so the client is less likely to
feel that he or she is being lectured.
Then help the client to apply the
information about transmission to his
or her own circumstances by follow-
ing up with another open-ended
question, such as, “How does this
information apply to your HIV risk?”

This is the point at which clients
may express denial about their own
risk. For many people, denial is a nat-
ural process when faced with behav-
ior change. People often value the
behaviors that place them at risk
for HIV, and the prospect of chang-
ing these behaviors presents too
many internal conflicts for them to
readily accept new information that
can intensify these conflicts. As a
result, clients may continue engag-
ing in risky behaviors while they
struggle with the information that
these behaviors may lead to a life-
threatening disease. Reinforcing
the prevention message, however,
eventually leads many clients to
accept the message. Once they
acknowledge their vulnerability to
infection, clients move on to the next
stage of behavior change.

Information empowers some
people to feel a sense of control over
their HIV risks by giving them
choices and helping them under-
stand how changing their behaviors
can reduce their risks to acceptable
levels. For example, knowing that
oral sex is an ineffective route for
HIV transmission, sexually active
clients may decide to engage in oral
sex more frequently instead of high-
er risk activities such as unprotect-
ed anal sex. Similarly, gay men who
know that insertive anal sex is less
risky than receptive anal sex may
adjust their behavior accordingly to
reduce their risks. 

It is important for counselors to
support clients who have imple-
mented behavior changes while
expanding their knowledge of HIV
risk issues. For example, a counselor
might say, “You’ve managed to
greatly reduce your HIV risks by

avoiding receptive anal sex, by hav-
ing more oral sex instead, and by hav-
ing unprotected insertive anal sex
only under certain circumstances.
That is quite an accomplishment,
especially given what you told me
about the intimacy and meaning anal
sex holds for you. While you are here,
I want to make sure you understand
that although you’ve greatly reduced
your risk, some risk still remains.
What is your understanding of your
risk with unprotected anal sex?” 

When discussing the risk of unpro-
tected insertive anal sex, clients may
ask for specific information about
their actual chances for HIV infec-
tion. A counselor may acknowledge
that this is a reasonable request but
that he or she does not know the sta-
tistics. The statistics, in fact, are less
important than the broader concept
that although the risk for HIV infec-
tion through unprotected insertive
anal sex is lower than for unprotected
receptive anal sex, it is still signifi-
cant. It is also useful to discuss infor-
mation about other STDs and the
increased likelihood of HIV infection
in the presence of STD infection. As
part of this discussion, provide clients
with referrals for STD screening.
Explore with clients the circum-
stances under which they would feel
safer engaging in unprotected
insertive anal sex, for instance, with
a steady sex partner who tests sero-
negative for HIV and other STDs.
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A Counselor’s Perspective
“I like being able to refer

clients to resources that
can provide answers to

their questions about med-
ical or technical aspects of

HIV. This allows me to
spend more time focusing

on assessing and reducing
my clients’ risks.”

A Counselor’s Perspective
“Sometimes I have trouble
understanding complicated

concepts. It is a relief to
know that I don’t need to
know the specifics about

every topic and that a
general understanding

is acceptable.”



Client Anxiety

Facing the possibility of HIV
infection provokes great anxiety for
many clients, and the process of
testing for HIV antibodies often
magnifies the client’s perception of
risk. In an attempt to manage anxi-
ety, a client may fixate on informa-
tion that is often technical in nature
and ask an inordinate number of
questions about it, rather than focus
on relevant HIV risks. Whether or
not counselors know the answers to
the questions, these discussions
often do little to help satisfy the
anxious client because they do not
and often cannot address the under-
lying anxiety. 

Adding to the counselor ’s chal-
lenge may be the knowledge that the
anxious client’s risk is minimal and
out of proportion to his or her level
of worry. For example, a client may
seem to be overly concerned about
an incident in which a male partner
placed the tip of his penis against the
client’s anus. Even though the act
may be without penetration or ejac-
ulation, the client may seem obsessed
about theoretical possibilities for
infection. “Is there HIV in pre-cum?
If HIV stayed on the outside of my
anus but didn’t get inside of me, what
is my risk? What is my risk if I had
a hemorrhoid? If the virus is on the
outside of my anus how long before

it dies in the air? Can I be infected if
the pre-cum somehow got pushed
inside me?” 

A counselor ’s best efforts for a
rational discussion may end up with
the client asking more questions
about risk as each answer generates
greater anxiety. For the counselor, the
session may feel tedious or exas-
perating, especially if there are other
clients waiting to be seen. 

When working with such overly
anxious clients, it is important for
counselors to validate client anxiety
about testing and to try to address
the underlying anxiety that gener-
ates the questions. Sometimes this
anxiety is not about HIV but about

6 PERSPECTIVES: FREQUENTLY ASKED QUESTIONS

References
1. Hawkins DA, Jeffries DJ, Challacombe SJ,
et al. Review of the evidence on risk of HIV
transmission associated with oral sex. Report
of a Working Group of the UK Chief Medical
Officers’ Expert Advisory Groups on AIDS. June
12, 2000: http://www.doh.gov.uk/eaga.

2. Dillon B, Hecht FM, Swanson M, et al.
Primary HIV infections associated with oral
transmission. Program presentation at the 7th
Conference on Retroviruses and Opportunis-
tic Infections. San Francisco, February 1, 2000.

3. Primary HIV infection associated with oral
transmission. Division of HIV/AIDS Prevention,
Centers for Disease Control and Prevention (CDC).
December 2, 2001: http://www.cdc.gov/hiv/
pubs/facts/oralsexqu.htm.

4. Page-Shafer K, Osmond D, Balls J, et al.
Risk of HIV infection attributable to oral sex
among MSM and in the MSM population:
The HIV Oral Transmission (HOT) Study.
2002. Abstract under review. 

5. Nicholson M. Oral sex risk—Australians
found no risk. AIDSmap. May 16, 2000:
h t t p : / / w w w. a i d s m a p . c o m / n e w s /
newsdisplay2.asp?newsId=250.

6. Martindale S. Vanguard findings contra-
dict American study on oral sex and HIV. The
Vanguardian. March 2000: http://www.
c a h r c o n f . h i v n e t . u b c . c a / v a n g u a r d /
NEWSLETTERS/NL3/NL3oralsex.html.

7. Osmond H. Sexual Transmission of HIV.
HIV InSite. June 1998: http://hivinsite.ucsf.edu/
InSite.jsp?doc=kb-07-02-01&page=kb-07.

8. Winkelstein W, Lyman D, Padian N, et al.
Sexual practices and risk of infection by the
human immunodeficiency virus. The San Fran-
cisco Men's Health Study. Journal of the Ameri-
can Medical Association. 1987; 257(3): 321–325.

9. Vittinghoff E, Douglas J, Judson F, et al.
Per-contact risk of human immunodeficiency
virus transmission between male sexual part-
ners. American Journal of Epidemiology. 1999;
150(3): 306–311.

10. Bell DC, Trevino RA. Modeling HIV risk.
Journal of Acquired Immune Deficiency Syndromes.
1999; 22(3): 280–287.

11. Gray RH, Wawer MJ, Brookmeyer R, et al.
Probability of HIV-1 transmission per coital act
in monogamous, heterosexual, HIV-1-discor-
dant couples in Rakai, Uganda. The Lancet. 2001;
357(9263): 1149–1153.

12. Fideli US, Allen SA, Musonda R, et al. Viro-
logic and immunologic determinants of het-
erosexual transmission of human immunode-
ficiency virus type 1 in Africa. AIDS Research
and Human Retroviruses. 2001; 17(10): 901–910.

13. Quinn TC, Wawer MJ, Sewankambo N, et
al. Viral load and heterosexual transmission
of human immunodeficiency virus type 1.
The New England Journal of Medicine. 2000;
342(13): 921–929.

14. Garcia PM, Kalish LA, Pitt J, et al. Mater-
nal levels of plasma HIV type-1 RNA and the
risk of perinatal transmission. The New England
Journal of Medicine. 1999; 341(6): 394–402.

15. Kalichman SC, Cage M, Barnett T, et al.
Human immunodeficiency virus in semen and
plasma: Investigation of sexual transmission
risk behavioral correlates. AIDS Research and
Human Retroviruses. 2001; 17(18): 1695–1703.

16. HIV and its transmission. Division of
HIV/AIDS Prevention, Centers for Disease Con-
trol and Prevention (CDC). January  31, 2001:
http://www.cdc.gov/hiv/pubs/facts/
transmission.htm.

17. How HIV is spread. AIDS 101: A Compre-
hensive Guide. August 2001: http://www.
acns.ns.ca/page2.html.

18. McGrath MS. HIV stability and methods
for inactivation. In The AIDS Knowledge Base,
Cohen PT, Sande MA, Volberding PA, eds.
Waltham, Mass.: The Medical Publishing
Group, 1990.

19. Clinical Research on HIV Vaccines, NIAID
Fact Sheet. National Institute of Allergy and Infec-
tious Disease, National Institutes of Health. May
2001: http://www.niaid.nih.gov/factsheets/
clinrsch.htm.

20. HIV vaccine ‘at least’ five years away, virus
co-discoverer says. The Henry J. Kaiser 
Family Foundation. November 6, 2001:
http://www.kaisernetwork.org/daily_reports/
rep_index.cfm?DR_ID=7869.

21. Mascola JR, Nabel GJ. Vaccines for the pre-
vention of HIV-1 disease. Current Opinion in
Immunology. 2001; 13(4): 489-95.

22. Vastag B. HIV vaccine efforts inch forward.
Journal of the American Medical Association. 2001;
286(15): 1826-8.

23. Our vaccine: VaxGen clinical trials. VaxGen.
http://www.vaxgen.com/vaccine/trials.html.

24. HIV Vaccine Development Status Report.
The NIAID Division of AIDS. May 2000:
h t t p : / / w w w. n i a i d . n i h . g o v / d a i d s /
vaccine/whsummarystatus.htm

26. Our vaccine: Determining efficacy.
VaxGen. http://www.vaxgen.com/vaccine/
efficacy.html.

27. Public, less worried about AIDS, sees a
vaccine on horizon. AIDS Policy and Law.
1997; 12(8): 9. 

28. Approaches to the development of broadly
protective HIV vaccines: Challenges posed
by the genetic, biological and antigenic vari-
ability of HIV-1: Report meeting of the WHO-
UNAIDS Vaccine Advisory Committee Geneva,
February 2000. AIDS. 2001; 15(6): W1-W25.

29. Zimet GD, Liau A, Fortenberry VD. Health
beliefs and intention to get immunized for HIV.
Journal of Adolescent Health. 1997; 20(5): 354–359.



life issues that cannot be addressed
in the session. A good response is,
“You seem to be very scared about
this. Do you have anyone you can
discuss this with when you leave
here?” If the client has no one to
talk with about these issues, pro-
vide referrals for telephone hotlines
or mental health services.

Complicated Scenarios

Sometimes the information clients
seek is related to complicated risk
scenarios. For example, a gay male
client with an HIV-positive partner
may ask about the risk of unprotected
sex because his partner’s viral load
is below the level of detection. The
counselor who has only a basic
understanding of viral load may not
be able to satisfy the client’s desire
for accurate scientific information. In
this case, the counselor may say, “I

don’t know the specifics of how low
viral load affects the probability of
HIV transmission. I wonder if you
feel comfortable discussing that ques-
tion with your physician.” If not, pro-
vide a medical referral or a referral
to a relevant research study. 

After providing referrals, steer the
discussion back to the client’s desires
for and feelings about unprotected
sex with his HIV-positive partner.
Explore the client’s understanding
of the risk for infection when having
sex with a partner whose viral load
is “undetectable.” The client and his
partner may incorrectly believe that
this means HIV has been eradicated,
and, therefore, there is no risk for
transmission. Correct this informa-
tion by explaining that when viral
load is below the level of detection,
this actually means that the virus is
still in the blood but at levels too low

to be detected by a given test. Also
explain that the relationship between
viral load below the level of detec-
tion and risk of HIV transmission is
still unclear. To help clarify the con-
fusion that this concept sometimes
causes, it is useful to avoid using the
term “undetectable viral load” in
favor of a phrase such as “viral load
below the level of detection.” 

Discuss with this client what he
considers to be acceptable risk, and
help him to explore any other options
to reduce risk. After learning that
there is, in fact, some risk for infec-
tion even with a low viral load, the
client may decide that having unpro-
tected insertive anal sex with his part-
ner is an acceptable risk but that being
the receptive partner is not. Help the
client clarify what he wants to do,
and support him in his negotiations
with his partner. 
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Counseling Intervention

Praise Tom for testing and acknowledge his anxi-
ety by framing it as a normal reaction for first time
testers. Assess his knowledge of HIV transmission
and prevention, and correct any misinformation. 

Explain that the risks for HIV transmission during
oral sex are very low. If Tom continues to ask for sta-
tistics, the counselor should not hesitate to say that
he or she does not have that information, then pro-
vide him with a referral that might answer his ques-
tion, such as to the Centers for Disease Control and
Prevention (CDC) or to a reputable web site such as
HIV InSite (http://hivinsite.ucsf.edu). 

Use open-ended questions to assess how Tom feels
about his risks. If he persists in asking more technical
questions, acknowledge his anxiety, but also praise him
for keeping his risks low, for example, by saying, “I
know this is hard for you because you seem scared, but
I want to tell you that you’re taking good care of your-

self by engaging in a low-risk behavior and by testing.”
Explain to Tom that although there is a low risk for

HIV infection through oral sex, the risk is more sub-
stantial for other sexually transmitted diseases (STDs),
and that a sore throat the following morning is not a
symptom of an STD; symptoms of an STD would need
more time to develop. Let him know that he may have
irritated some of the tender tissues in the back of his
throat during oral sex and that this a common occur-
rence that usually goes away after a day or two. 

It is also important for the counselor to clarify that he
or she is not a medical provider and cannot diagnose
the red spots on Tom’s body. Suggest that Tom see his
medical provider about the symptoms. If he does not
have access to a medical provider, offer him a referral
to a clinic where he can obtain these services. Also pro-
vide a referral for further psychosocial support such as
individual counseling, a group for men who are com-
ing to terms with their sexuality, or other support groups.

Case Study
Tom is a 22-year-old man who has never before tested for HIV antibodies and is visibly anxious. He recently had oral

sex with a man for the first time, and it occurred in an “anonymous” situation. The morning after, he developed a sore
throat and discovered a small pink blotch on his penis as well as a few red marks on his body, all of which caused him great
anxiety. Tom says he has no gay friends and no viable support system. Prior to this, he had never had sex with a man and
has had limited sexual experience with women. Tom asks many technical questions, including what his statistical risk for
HIV infection is with oral sex. He also asks to show the red spots on his body to the counselor for a diagnosis.



Review Questions

1. What is the risk of becoming
infected with HIV when engaging
in unprotected oral sex? a) 1 per-
cent; b) 6.6 percent; c) 20 percent; 
d) research has found that oral sex
poses a low risk for HIV infection,
but it has not established the
numerical risk.

2. True or False: The presence of
STD infection can increase the risk
for HIV transmission.

3. True or False: There is no risk for
HIV infection for the insertive part-
ner during unprotected anal sex.

4. There have been case reports of
HIV transmission involving which
of the following fluids? a) breast
milk; b) saliva; c) tears; d) water.

5. Which of the following common
substances can kill HIV? a) hot
water; b) bleach; c) alcohol; d) all of
the above.

6. True or False: Undetectable viral
load means that HIV has been erad-
icated from an HIV-positive per-
son’s body and that he or she can
no longer transmit the virus. 

7. True or False: An HIV vaccine
will soon be available, and the
AIDS epidemic will be over.

8. True or False: Although unpro-
tected oral sex poses a low risk for
HIV infection, frequently engaging
in this behavior increases a person’s
cumulative risk over the long term. 

Discussion Questions

1. What are some ways counselors
can familiarize themselves with
current HIV-related information
and concepts?

2. How might counselors help
clients use scientific or other techni-
cal information about HIV to
empower themselves and lower
their risks?

3. How can counselors effectively
work with anxious clients who per-
sist in asking detailed questions
that distract from performing an
adequate risk assessment?

4. What are some ways counselors
can convey information that is
inconsistent or vague without con-
fusing clients?

5. How can counselors help clients
if they do not know the answers to
their clients’ technical questions?

6. What are some good referrals
counselors can provide to clients
who ask difficult questions?

7. How can counselors who strug-
gle with scientific concepts gain a
basic understanding of information
necessary for effectively working
with clients?

Answers

1. d.

2. True.

3. False. During unprotected anal sex, there is
a risk for HIV infection for insertive partners,
but the risk is lower than for receptive partners.

4. a.

5. d.

6. False. Undetectable viral load means that
the concentration of HIV in a person’s blood is
too low to be detected by a given test. Limited
research suggests that infectivity decreases as
viral load decreases, but because this research
examined only heterosexual transmission, very
little is known about other modes of transmis-
sion. Also, the concentration of virus in semen
may be higher than in blood. 

7. False. It will be at least several years before
an effective HIV vaccine will become available
to the public, and even if it does, it is unlikely
to immediately end the epidemic because it will
probably not be 100 percent effective. A num-
ber of psychosocial and other issues may also
impede this outcome.

8. True.
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