
Research Update 
An estimated 82 percent of all

HIV-infected individuals in the
United States use antiviral medica-
tions to treat HIV.1 Antiviral drugs
aim to suppress levels of HIV by
stopping the virus from replicat-
ing, that is, reproducing itself. 

To measure suppression of HIV
levels, clinicians use viral load tests
to quantify the concentration of
HIV circulating in a person’s
bloodstream. Suppressing HIV lev-
els causes an increase in the num-
ber of CD4+ cells, thus improving
immune functioning, slowing clini-
cal progression of HIV disease,
and, in turn, prolonging life.2

Designed to interrupt HIV repli-
cation, antiviral drugs approved by
the Food and Drug Administration
(FDA) fall into one of the following
three drug classes: nucleoside
reverse transcriptase inhibitors, non-
nucleoside reverse transcriptase
inhibitors, and protease inhibitors.
The two kinds of reverse transcrip-
tase inhibitors interfere with an
early stage of the HIV replication

cycle, and protease inhibitors dis-
rupt a later stage.2 Other antiviral
drugs as well as other types of HIV
medications are in development.

To suppress HIV levels more
potently, clinicians prescribe two or
more antiviral drugs, a strategy
known as combination therapy.
Most current antiviral treatment
regimens consist of a combination
of at least three medications. After
triple combination therapy became
commonly used in 1996, it quickly
became the standard of care for
people with HIV disease,3 and the
number of AIDS-related deaths in
the United States began to decline:
there were 37,000 AIDS-related
deaths in 1996; in 1999, the number
of deaths dropped to 10,000.4

Combination therapy uses drugs
that interfere with the HIV repro-
duction cycle at different stages and
minimizes the possibility of drug
resistance. Drug resistance is the
process by which the virus mutates
and becomes less sensitive to specif-
ic medications. Mutated virus then
multiplies and forms new strains
that predominate and may render
drugs less effective or completely

ineffective. HIV can also become
resistant to other drugs in the same
class—a phenomenon known as
cross-resistance—or to a number of
different drugs, causing further
treatment complications. Drug
resistance can occur when people
do not adhere to their dosing regi-
mens, causing lower blood levels of
the drug and less complete suppres-
sion of viral growth. Other reasons
for drug resistance include drug
interactions with non-HIV medica-
tions and the possibility that, for
some people, certain drug combina-
tions may not be as potent as others.3

Epidemiological studies have
found cases of transmission of
drug-resistant HIV. This means that
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A number of promising new drugs and treatment strategies have emerged over the past four years. However, they come

with uncertainties about long-term efficacy and concerns about side effects. This issue of PERSPECTIVES provides an
update on HIV antiviral drugs, new treatment strategies, and related psychosocial challenges.



transmission will lead not only to
HIV infection, but also to pre-exist-
ing resistance to particular HIV
antiviral medications. In one four-
year study of 80 newly infected
people, most of whom were tested
in New York or Los Angeles, 16 per-
cent were infected with a drug-
resistant strain of HIV.5 In a larger,
five-city study, however, only 2 per-
cent of the 141 newly infected par-
ticipants carried a drug-resistant
strain.6 In addition, anecdotal
reports suggest that HIV-infected
individuals may become re-infected
with a drug-resistant strain of HIV.7

Treatment Success and Failure
The long-term success of combi-

nation therapy depends on the con-
tinual suppression of HIV growth.
Treatment regimens are often
defined as successful if they reduce
the levels of a person’s viral load
below the level of detection.2 Some
people misinterpret “undetectable
viral load” to mean that HIV has
been eradicated from the body and
can no longer be transmitted, but it
actually means that the levels of
viral concentration are too low to be
detected by a given test. Depending
on the type of test, viral loads below
the level of detection may range
from less than 40 copies of viral
RNA per milliliter of blood to 500
copies per milliliter.3 Increased viral
load or symptoms of HIV disease
progression often signify an unsuc-
cessful treatment regimen.2 In clini-
cal practice, about half of HIV-
infected people achieve a viral load
count below the level of detection.8

Lack of treatment success in clin-
ical practice can result from inade-
quate drug potency, drug resistance,
or interactions between different
drugs that can lead to severe
adverse side effects or lowered ther-
apeutic efficacy.2 Unsuccessful treat-
ment can also result from poor
adherence to medication. 

Adherence to medication regi-
mens is essential to treatment suc-
cess because suppressing HIV and

inhibiting drug resistance requires a
stable level of medication in the
bloodstream. To achieve a desirable
viral load, people need to maintain
greater than 95 percent medication
adherence, which means that no
more than 5 percent of scheduled
doses can be missed.9 Maintaining
adherence can be difficult because
combination treatment regimens
can involve up to 40 pills and six
specific dosing times per day. Some
pills must be taken with food, while
others require an empty stomach.10

A California study of 170 clients of
university-based clinics found that
70 percent of participants main-
tained greater than 95 percent med-
ication adherence.11

Combination therapy can lead
to short- and long-term adverse
side effects, including vomiting,
nausea, diarrhea, liver disease,
bone density loss, diabetes melli-
tus, and peripheral sensory neu-
ropathy, a nerve disorder that caus-
es pain in the extremities.12

Some people with HIV experi-
ence lipodystrophy, a disturbance
in the way the body produces,
uses, and distributes fat. Although
many researchers believe lipodys-
trophy is a result of antiviral drugs,
its cause remains unknown.
Lipodystrophy can cause fat wast-
ing of the face, arms, legs, or but-
tocks, and fat accumulation in the
abdomen or back of the neck. The
effects of lipodystrophy on physi-
cal appearance can affect self-
esteem and act as a visible indica-
tion that a person is HIV-infected.13

To correct the effects of lipodys-
trophy, some people undergo
surgery to remove fat, switch
antiviral drugs, or stop combina-
tion therapy altogether. A small
study of lipodystrophy found that
short-term treatment with recombi-
nant human growth hormones led
to improved body shape. However,
this treatment is expensive, has its
own side effects, and appears to
correct body shape only during the
timespan of treatment.14

New and Experimental Treatments
Recent research has identified

new HIV medications that do not
belong to any of the three FDA-
approved classes of HIV treatments.
Currently in clinical trials, antiviral
drugs called “fusion inhibitors”
interfere with HIV replication by
preventing the virus from entering
CD4+ cells. A small study found
that injections of the fusion in-
hibitor T-20 given over a 14-day
period resulted in significant viral
load declines in all 16 participants.
Based on these results, T-20 appears
to be as potent as currently avail-
able antiviral drugs in lowering
viral load levels. Fusion inhibitors
reportedly have no significant side
effects and work against common
drug-resistant HIV strains.15

Researchers have also identified
hundreds of potentially effective
“integrase inhibitors,” including
two highly potent compounds
called luffin and saporin. Their
effectiveness, however, has not
been proven in clinical settings.16

Some clinicians now prescribe
hydroxyurea, a ribonucleotide
reductase inhibitor, because of its
reported ability to help nucleoside
analog reverse transcriptase in-
hibitors to impede HIV replication.
In a study of 77 HIV-infected partic-
ipants taking the same two reverse
transcriptase inhibitors, 54 percent
of those given hydroxyurea achieved
viral loads below the level of detec-
tion, compared to only 28 percent of
those given placebo. Advantages of
hydroxyurea include its relatively
simple regimen of two capsules per
day, its low cost, and its low risk of
leading to drug resistance.17 Dis-
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advantages include the risk of
increased toxicity of other HIV drugs
and lowered CD4+ cell counts.18

Another promising experimental
drug is the non-nucleoside reverse
transcriptase inhibitor  calanolide
A, a synthetic version of a com-
pound found in nature. Research
suggests that calanolide A reduces
viral load and works against com-
mon drug-resistant strains of HIV.19

“Immune modulators,” drugs
that stimulate the immune system

itself, also show signs of being
effective. Two of the most promis-
ing immune modulators are inter-
leukin-2 (IL-2) and WF10. Recent
research suggests that adding IL-2
to triple combination treatment reg-
imens improves immune function
by increasing CD4+ cell counts,
especially in people recently infect-
ed with HIV.20 Results of a small
study suggest that WF10 is clinical-
ly safe, enhances immunologic
function, and does not cause seri-
ously harmful side effects.21

To simplify adherence, once-
daily dosing drugs from the three
FDA-approved drug classes have
recently become available, and
researchers continue to study oth-
ers. However, this makes taking
each daily dose more important
and requires precise timing.22

New Treatment Strategies 
Researchers and clinicians have

varied opinions about when to start
antiviral therapy. The approach that

became the most prevalent after the
introduction of triple combination
treatment is often called “hit early,
hit hard.” This strategy dictates ini-
tiating an antiviral regimen that
offers the most potent suppression
of HIV replication as soon as possi-
ble after HIV diagnosis. The theory
behind treating early and aggres-
sively is to minimize the loss of
immune function by quickly and
sharply reducing viral replication.23

An increasingly common strate-
gy, however, is to delay treatment to
reduce the risks of drug resistance
and side effects, which increase
over the duration of treatment. This
strategy recognizes that treatment
cannot make asymptomatic people
feel better, and that side effects may
make them feel worse and eventual-
ly reduce adherence.23 Most experts
agree that symptomatic HIV infec-
tion requires antiviral therapy.2

People who fail to respond to ini-
tial antiviral treatment may attempt

Complementary and alternative medicine encom-
passes a broad range of healing philosophies,
approaches, and therapies that mainstream Western
medicine does not commonly use or study. Most of
these therapies focus on self-healing, and some inte-
grate physical, psychosocial, and spiritual aspects of
disease and wellness.29 A large nationwide study
identified more than 230 complementary and alter-
native therapies being used by HIV-infected indi-
viduals.30 Alternative therapies popular among
HIV-infected people include aerobic and non-aero-
bic exercise, prayer, massage, acupuncture, medita-
tion, visual imagery, breathing exercises, vitamins,
minerals, dietary therapy, and Chinese herbs.29,30

About one-third of HIV-infected people use com-
plementary or alternative medicine, and although
many of them gain a sense of control over their
health, the therapies have shown limited success in
clinical research.29 Alternative treatments are difficult
to quantify, define, or study in a controlled environ-
ment,30 partly because many alternative treatment
providers tailor therapies to individual clients.31

Research suggests that zinc and dehydro-
epiandrosterone (DHEA) have beneficial effects for
people with HIV,32,33 while studies of certain
Chinese herbs and acupuncture found no such cor-
relation.31,34 In addition, it is uncertain if the use of
some alternative medicines in combination with
HIV antiviral treatments is safe. For instance, one
study found that the use of St. John’s wort, an
herbal anti-depressant, decreased levels of the pro-
tease inhibitor indinavir by 57 percent,35 potentially
leading to drug resistance and treatment failure.
Furthermore, adverse effects of alternative medicine
may be mistaken for antiviral side effects.36

There is a general lack of information regarding
the pharmacology, drug interactions, and safety of
these treatments. Moreover, there is a lack of indus-
try-wide quality control for herbal products. For
instance, depending on the manufacturer, the same
kind of product can contain varying quantities of an
active ingredient.36 Finally, success in combining
complementary or alternative therapies has also not
been well-documented.29

Related Issue: Complementary and Alternative Treatment
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“salvage therapy” using a new set
of drugs to which the virus might
be sensitive.2 To help determine an
appropriate salvage therapy regi-
men, clinicians may use genotype
and phenotype tests to assess which
drugs are ineffective for an individ-
ual by detecting the presence of
drug-resistant mutations of HIV in
a blood sample.5

Structured treatment interrup-
tion (STI), sometimes called struc-
tured intermittent therapy (SIT), is a
controlled break from antiviral
treatment under a physician’s
supervision. The theory behind this
recent and controversial strategy is
that interrupting treatment can offer
a break from rigorous schedules
and adverse side effects and, at the
same time, possibly strengthen the
immune response to HIV during
brief rises in viral levels and while

the immune system is in the process
of recovery. A study of 12 long-term
HIV-infected participants found no
harmful events during the STI,
which ranged from about 14 days to
30 days, depending on viral load.
After beginning antiviral treatment
again, four study participants expe-
rienced boosted immune systems.24

Other research, however, has not
supported the efficacy of STI.
Although STI can provide hope and
a break from difficult drug regi-
mens and side effects, there is also
the risk of a rapid increase of viral
load and drug resistance.25

Psychosocial Impacts of Treatments
Because of the widespread effica-

cy of antiviral treatments, some
people no longer perceive HIV to be
a major threat, a belief that may
affect their risk behavior. While

some studies have found no such
effect, most large-scale studies on
this topic have found that beliefs
about the efficacy of new treatments
and about resulting “undetectable”
viral loads affect risk behavior. For
example, a seven-state study con-
ducted between 1998 and 1999
found that 31 percent of the unin-
fected or untested participants were
“less concerned” about becoming
infected and 17 percent were “less
safe” about sex or drug use because
of new HIV treatments.26

As people with HIV live longer
and in better health because of anti-
viral treatments, they are more like-
ly to be sexual. With a growing pool
of increasingly healthy HIV-infected
people, it is important to address
the prevention of HIV transmission
from infected people to the unin-
fected people with whom they may
have risky contact.27

Dramatic improvements in health
lead many HIV-infected people to
reconstruct their life plans. Some
people face “hope-fear dilemmas,”
in which they experience a combi-
nation of optimism and uneasiness
that arises from uncertainties about
antiviral medications. People who
initiate an antiviral treatment regi-
men must balance their hopes for
improved health and investments
in future plans with fears about
potential side effects and the possi-
bility that the treatment will fail.28

Some people for whom treat-
ment has not been effective blame
themselves for treatment failure
while feeling defeated, forgotten,
and isolated.  Although combina-
tion treatment is expensive—rang-
ing from $10,000 to $15,000 annual-
ly—publically funded programs
such as California’s AIDS Drug
Assistance Program (ADAP) help
eligible citizens pay for treatments.
People who benefit from antiviral
treatments may face decisions about
returning to work that must be bal-
anced with the risk of losing gov-
ernment sponsored health and dis-
ability benefits.28
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Commercially Available HIV Antiviral Drugs
Generic Name Abbreviation Brand Name

Nucleoside Reverse Transcriptase Inhibitors
zidovudine ZDV or AZT Retrovir
didanosine ddI Videx
zalcitabine ddC Hivid
stavudine d4T Zerit
lamivudine 3TC Epivir
zidovudine + lamivudine ZDV + 3TC Combivir
abacavir sulfate 1592 Ziagen
adefovir dipivoxil PMEA Preveon 

Protease Inhibitors
saquinavir hard gel Invirase
saquinavir Fortovase
ritonavir Norvir
indinavir Crixivan
nelfinavir Viracept
amprenavir Agenerase
lopinavir + ritonavir Kaletra

Non-Nucleoside Reverse Transcriptase Inhibitors
nevirapine Viramune
delavirdine Rescriptor
efavirenz Sustiva

Sources: Meyer S. Drug Guide 2000. Positively Aware. 2000; 11(1): 30-56.
James JS. Kaletra (ABT-378/r) approved. AIDS Treatment News. 2000; (351): 2-3.



One of the greatest challenges
for HIV test counselors is a result of
one of the greatest gains achieved
by AIDS researchers. In response to
the widespread efficacy of antiviral
treatment, some people consider
HIV risk to be less significant than
it once was, and it is increasingly
common for counselors to report
clients having a more casual atti-
tude about the possibility of HIV
infection. Many young people have
not experienced the ravages of HIV
disease, while many older at-risk
men and women—either out of joy
or exhaustion—no longer consider
AIDS to be a devastating disease. 

For many people, the risk of HIV
infection is no longer a sufficient
reason to change their behaviors,
and the prospect of taking a drug
and continuing life plans uninter-
rupted often appears to be a more
appealing option than facing the
ongoing challenges of reducing risk.
However, while HIV infection is
now manageable for some people
with proper treatment, the regimens
are complex and often have adverse
side effects. It also remains unclear
how long antiviral treatments will
be effective, and there is a growing
number of HIV-infected people for
whom treatments have failed or are
beginning to lose their efficacy. 

Making behavior changes is
often overwhelming and may be

more manageable in increments. By
emphasizing this, counselors can
help clients begin to take their next
steps. If clients perceive risk reduc-
tion to be unnecessary because of
the availability of new treatments, it
is essential for counselors to clarify
misconceptions about treatments. 

HIV is Still a Threat
In light of the benefits of new

treatments, it is important for coun-
selors to help clients recognize that
becoming infected with HIV can
still lead to illness, and that treat-
ments may be ineffective, may
cause severe side effects, and may
necessitate major life-changing
activities. There is still no cure for
HIV and no way to eliminate the
virus from the body once a person
has become infected. The best alter-
native to a cure remains avoiding
infection. Counselors must be able
to present information about HIV
infection and the related disease
process as objectively as possible.

When clients deny the possibili-
ty of becoming infected despite
their risk behaviors, it is important
to address this contradiction. It
may be appropriate to help clients
visualize what an HIV-infected life
may be like, especially with clients
who seem to have unrealistically
positive ideas of what life would
be like under treatment. 

When discussing HIV antiviral
treatment, elements of misinforma-
tion and denial come into play.
Counselors must be able to provide
clear and accessible factual informa-
tion as needed, then guide the con-
versation back to the same kinds of
issues counselors and clients tradi-
tionally discuss. Some clients con-
tradict the best information avail-
able and insist either that they are
exceptions to the rule or that things
are “not that bad any more.”
Respond to such statements by ask-
ing clients to clarify how they see
themselves as exceptional and what

they mean by “not that bad.” 
Contradictions between clients’

desires and actions may become
apparent as clients explain their
reasons for testing, discuss their
risk behaviors, and describe their
understanding of risk information.
Counselors may find it difficult to
address contradictions, partly
because they may consider doing
so to be too confrontational. How-
ever, it is important for counselors
to distinguish between being inap-
propriately confrontational—in
content, tone, and presentation—
and reflecting a client’s contradicto-
ry statements or beliefs in a neutral
and balanced way. Remaining
client-centered and establishing
trust and rapport helps counselors
build relationships that can more
effectively address and anticipate
some of the dilemmas and chal-
lenges clients may have to face. 

When educating clients about
HIV treatments, counselors must
keep in mind their limited role.
Even if a counselor has a great deal
of knowledge about various new
medications and treatment regi-
mens, it is not within the scope of
the HIV test counseling session to
discuss these topics in detail. What
matters most is that counselors
understand the basic facts about
treatment possibilities, for exam-
ple, that various drugs attack the
virus at different stages of replica-
tion. It is best for HIV-positive

A Counselor’s Perspective
“I sometimes get frustrated
by clients who say they’ll
just start taking antivirals if
they get infected. Talking to
my supervisor really helps
me to cope with this.”

Implications for Counseling
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A Counselor’s Perspective
“Ten years ago, I thought
there would be a cure by
now, but there isn’t. Now I
have clients who think that
a cure is around the corner.
But there is no reason to
expect it to happen soon.”



clients to discuss information
about specific treatments with
HIV-knowledgeable health care
providers. With clients who test
negative, concentrate as much as
possible on the fallacy that HIV is
easy to treat, but also refer them to
other resources for further infor-
mation about treatment. 

Counselor Frustration 
As is true for other topics that

arise with clients, it is important
for counselors to understand their
own feelings and beliefs about HIV
treatments. In particular, coun-
selors need to explore their atti-
tudes about the choices HIV-posi-
tive people make about treatment

and the choices of people who put
themselves at risk for HIV because
of hopes raised by new treatments. 

Because HIV is a preventable dis-
ease, it is understandable that coun-
selors may sometimes feel frustrat-
ed. Human behavior, however, is
more complex than simple educa-
tional messages sometimes suggest.
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In the face of HIV treatment “mira-
cles” and the profound desire to
engage in behaviors that are either
pleasurable, addictive, or both,
some clients resist acknowledging
the risk HIV poses to them and
their sex or needle-using partners. 

Frustration may be difficult to
avoid for counselors who are
aware of the consequences of HIV
infection, especially when clients
appear unable or unwilling to
change their risk behaviors. It is

important to remember, however,
that each appropriate intervention
can contribute to a client’s progress
in the continuum of behavior
change. Emotions may cause some
counselors to lose sight of the fact
that it is ultimately the client’s
responsibility to make change. An
HIV test counselor’s effort is part
of a much larger decision-making
process in a client’s life. It can be
helpful for counselors to explore
their feelings, beliefs, and values

about these matters with peers and
clinical supervisors. 

Counselors may find it especial-
ly disturbing that HIV treatments
are sometimes not effective or that
there is still no cure, and it is
important for them to explore and
express these feelings. This can be
especially significant for seasoned
counselors who have witnessed
many promising and often disap-
pointing treatments become avail-
able over the years. 

Support Jared for seeking counseling and testing,
and ask him why he chose to do so at this time.
Assess his knowledge of HIV, and explore what leads
him to say that AIDS is no longer a big deal and that
only older gay men get HIV. Explain to Jared that
HIV infects people of all genders, ages, and sexual
orientations, and that one of the fastest growing seg-
ments of the HIV-infected population is young peo-
ple. Make sure he understands the facts about HIV
transmission and its relationship to risk behavior.

Jared may need basic information to clear up any
misconceptions he may have about “new treat-
ments.” Explain that currently available drug treat-
ments have had some success, but they do not work
for everyone, their effects may be debilitating and
cause serious side effects, and they may only delay
illness rather than prevent it from ever occurring. If
Jared has questions about HIV treatments, present
both the positive and the negative aspects. Be sure he
understands that there is no cure and that there is
unlikely to be one in the near future. 

If this information moves Jared to a new under-
standing and willingness to examine his own HIV
risk, follow his lead. For example, if Jared states that
this information is new to him and that it “changes
things” for him, ask him how it changes things and,
by listening and being attentive, try to determine if
he is now serious about considering change. 

If Jared tries to explain that the facts are not rele-
vant to his situation, it may be useful to draw on
Jared’s emotions. Trying to elicit an emotional

response does not mean using pressure or scare tac-
tics; a more effective approach is to address emo-
tional factors instead of the risk information he does
not accept as valid. For example, tell Jared about
past clients who were similar to him—in age,
lifestyle, or other aspects—and who tested positive
for HIV antibodies. Counselors who have not per-
sonally worked with such clients can quote other
sources for similar scenarios. The goal of this
approach is to make HIV real for Jared with specific
examples. If he responds to this intervention,
explore its meaning to him. 

Gently but clearly address any contradictions that
may arise between Jared’s responses to the facts
about HIV treatments and his concerns about HIV
infection as expressed in his decision to test for anti-
bodies. For example, state, “It seems that you’re con-
cerned about HIV risk, and you understand the limi-
tations of treatments, but you seem reluctant to con-
sider your own risk and what you might need to do
to avoid infection. What do you think about this?”

Remember that following the client’s lead means
accurately assessing Jared’s stage within the continu-
um of behavior change, deciding on interventions
that are appropriate for that stage of change, making
those interventions, and reassessing Jared’s stage of
behavior change based on his response. Keep in
mind that even if he does not appear to have pro-
gressed to the next stage during the counseling ses-
sion, his progression along the continuum may occur
in the future based on this counseling session.

Case Study
Jared is a 19-year-old bisexual man who lives in a small city. Jared says that within his circle of friends, sexual rela-

tionships are “open,” and he has several male and female partners with whom he regularly has sex. Jared says that he
and his friends do not use condoms because the women are on birth control pills and the men are all “clean and young.”
He also says, “AIDS is no big deal anymore. It’s an old gay guy’s disease.” 
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Review Questions
1. True or False: Combination
therapy is an effective HIV treat-
ment because it eradicates the
virus from the body.

2. True or False: Drug resistance
refers to the phenomenon by
which a drug loses its effectiveness
because of a mutation, that is, a
change in the structure of HIV. 

3. Combination therapy has
resulted in which of the following
effects? a) a decrease in AIDS-relat-
ed deaths; b) short- and long-term
adverse effects; c) decreased inci-
dence of opportunistic illnesses; 
d) all of the above. 

4. True or False: An HIV-positive
person who has achieved “unde-
tectable viral load” no longer has
the virus in his or her body.    

5. Which of the following classes
of antiviral drugs have received
approval from the Food and Drug
Administration (FDA)? a) nucleo-
side reverse transcriptase inhibitors;
b) non-nucleoside reverse transcrip-
tase inhibitors; c) protease in-
hibitors; d) all of the above.

6. “Salvage therapy” refers to
which of the following? a) using a
new set of antiviral drugs to treat
HIV-infected individuals for whom
initial treatment was not effective;
b) prescribing a random combina-
tion of drugs; c) resorting to a treat-
ment regimen because of its low
cost; d) none of the above.  

7. True or False: There have been
reports of transmission of drug-
resistant HIV among newly infect-
ed individuals. 

8. Structured treatment interrup-
tion can have which of the follow-
ing effects? a) boosting of the
immune system; b) rapid increase
of viral load; c) development of
drug resistance; d) all of the above. 

Discussion Questions
1. How can counselors correct
misconceptions clients may have
about HIV treatments while
remaining neutral, objective, and
client centered?

2. How can test counselors stay
abreast of the latest developments
and trends related to HIV treat-
ments and care?

3. How can counselors maintain a
current file of appropriate referrals
related to HIV treatments while
keeping in mind the different
needs of clients depending on their
test results?

4. How can counselors respond to
clients who state that they no
longer feel threatened by HIV
because of new treatments? 

5. How can counselors cope with
their own frustrations about antivi-
ral treatments and the related psy-
chosocial impacts on clients?

Answers
1. False. Combination therapy combats HIV
by suppression of viral replication and, conse-
quently, slows disease progression. It cannot
eradicate HIV from the body.

2. True.

3. d.

4. False. “Undetectable viral load” means
that HIV is still present in the blood but that
its concentration is too low to be detected by a
given viral load test. 

5. d.

6. a.

7. True.

8. d.

Test Yourself 
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DID YOU KNOW?
FREE searchable archive
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