
Research Update
The term “sexual relapse”

describes a person’s return to unpro-
tected sexual practices after a period
of consistent safer sex behavior. 

For many people, relapse occurs
as part of the process of behavior
change. Some people may experi-
ence alternating periods or
episodes of engaging in unprotect-
ed sex with periods of engaging in
safer sex. The degrees of risk may
also increase over time. For exam-
ple, episodes of unprotected anal
sex without ejaculation can progress
to unprotected anal sex with ejacu-
lation. Just as a return to unprotect-
ed sex can be a gradual one, a
return back to safer forms of sex
may also happen gradually.

The first years of the HIV epi-
demic saw dramatic rates of behav-
ior change—particularly among
gay men—and, consequently,
many researchers were optimistic
about future efforts to limit sexual
transmission of HIV infection. A

comprehensive review of studies
on changes in sexual behavior
found that rates of unprotected
anal sex decreased dramatically by
1987.1 In San Francisco alone, HIV
infection rates decreased from a
peak level of more than 3,000 diag-
nosed cases in 1992 to 850 in 1997.2

A five-year study conducted
between 1988 and 1993 found fear
of AIDS to be the main reason
many gay men started to practice
safer sex, reduced the number of
partners with whom they had sex,
and decreased their substance use,
which can influence decisions to
engage in unsafe sex.3

Although these results appeared
promising, there is now a growing
trend in which people who previ-
ously implemented HIV-risk reduc-
tion behaviors return to unsafe sex.
In some cases, such a relapse
appears to arise from a conscious
decision; in other cases, unprotect-
ed sex occurs as a result of a “slip,”
or spontaneous decision.

Unsafe Sex and “Barebacking”
Recent studies suggest that the

popularity of unsafe sex, especially
unprotected anal sex, is increasing
among gay men. Some gay men
have recently begun referring to
unprotected anal sex by such glam-
orized terms as “barebacking,”
“going raw,” or “skin-on-skin.”
These originally referred to a pre-
meditated act between two part-
ners of the same HIV status who
did not consider themselves to be
at risk for initial infection. The
terms have since evolved into the
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RETURNING TO UNPROTECTED SEX
Since the emergence of the AIDS epidemic and the introduction of the concept of “unsafe sex,” many people responded to

the threat of infection by changing their sexual behaviors to reduce their risks. Recent data, however, indicate a trend toward
returning to unprotected sex by people who had previously practiced safer sex. This issue of PERSPECTIVES discusses some
of the potential factors influencing this trend. The Implications for Counseling section presents strategies for assessing and
responding to the possibility of a client returning to unprotected  sex.



more mainstream realm of “casu-
al” sex within the gay community
without reference to either part-
ner’s HIV infection status.4

According to a study evaluating
the effectiveness of HIV prevention
efforts in San Francisco, between
1994 and 1996 there was a 25 per-
cent increase in the number of men
who had unprotected anal sex with
at least two partners, an 84 percent
increase in the number of rectal gon-
orrhea cases in men over the age of
14, and a 6 percent decrease in the
number of men who reported con-
sistent condom use during anal sex.5

In San Francisco, the number of
rectal gonorrhea cases in men
increased from 51 during the first
six months of 1997 to 80 in the first
six months of 1998.6 In San Diego
County, the number of rectal
gonorrhea cases in men doubled

from seven during the first nine
months of 1997 to 14 during the
first nine months of 1998.7 Rectal
gonorrhea cases are an indicator of
unprotected anal sex among gay
and bisexual men.

Another study found that the
number of gay men in San Francisco
between the ages of 18 and 29 who
had engaged in unprotected anal
sex during the previous year
increased from 37 percent in 1993 to
50 percent in 1996. Twenty-two per-
cent of the men surveyed in 1996
reported having had unprotected
anal sex with a partner of different
or unknown HIV status. These men
also reported having more male sex
partners, more sex in bathhouses
and sex clubs, and more sex under
the influence of alcohol. Finally, they
were more likely to perceive unpro-
tected anal sex as “inevitable.”8

Reasons for engaging in or
returning to unprotected sex are
unique to each individual and can
result from a combination of fac-
tors. Awareness of treatment
advances, accumulated stress, and
relationship dynamics are just a
few of the commonly cited factors
influencing sexual relapse.

Implications of New Treatments
One factor that may have

prompted increases in unprotected
sex is the circulation of information
about medical advances, including
protease inhibitors, combination
drug therapies, and post-exposure
prevention (PEP), an experimental
program that provides a regimen
of antiviral therapy for people who
have recently been exposed to HIV. 

A 1998 survey of gay and bisexu-
al men found that 10 percent
believed AIDS to be very nearly

HIV counseling and testing may support people
in adhering to their safer sex goals whether or not
they are infected, but the effectiveness of this
process as a tool in HIV prevention can vary.21 A
negative HIV test result may inspire a client to
adopt safer behavior or serve as justification for
continued high-risk activity.22

Gay and bisexual men in one study viewed test-
ing as a social norm and a part of regular health
maintenance. Researchers have found that people
who test regularly—defined as those who have test-
ed three or more times and who test every six
months—have more positive attitudes towards the
HIV testing process and have higher rates of con-
dom use when engaging in anal sex than others.23 A
year-long study found that 31 percent of all HIV
tests in San Francisco were taken by people who
had previously tested negative for HIV antibodies
three or more times. The majority of these repeat
negative testers were gay men, bisexual men, and
injection drug users.24 Across California, most peo-
ple who receive positive test results have previously
tested negative at least once.

According to a Los Angeles study of heterosexual
men and women, HIV counseling and testing tends
to increase concern about HIV infection and subse-

quent discussion of HIV risk factors with partners.
Eight weeks after testing, 40 percent of participants
also reported that, during this time, they had avoid-
ed unprotected vaginal and anal sex or knew their
partner’s HIV status. In comparison, only 20 percent
of the control group reported this behavior
change.22 Anecdotal reports suggest that HIV test-
ing in rural areas can expose clients to prevention
messages that may otherwise be inaccessible.

Although these studies suggest positive correla-
tions between testing and behavior modification,
the available research remains largely inconclusive.
A 1996 review of studies concluded that HIV coun-
seling and testing has the ability to motivate behav-
ior change, but that it does not necessarily work
with all clients or in all settings. The review includ-
ed studies of four risk groups: men who have sex
with men, injection drug users and other substance
users, women and heterosexual couples, and mixed
populations. The only pattern to emerge from all 35
studies was that clients who receive a positive test
result are more likely to adopt risk-reducing sexual
practices than clients who receive a negative result.
About half of the studies yielded evidence support-
ing the ability of HIV counseling and testing to
motivate behavior modification.25
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cured, 13 percent believed HIV to be
a less serious threat than it had been
in the past, and 20 percent said they
would stop practicing safer sex alto-
gether if a cure was found.9

Another study suggested that
recent treatment advances affect
the sexual decision making of
some uninfected gay and bisexual
men who had reported at least one
episode of “high-risk” sex in the
previous six months. Because of
treatment advances, 17 percent of
subjects reported being somewhat
less concerned about HIV infec-
tion, 9 percent were willing to take
more risks when having sex, and
11 percent had already taken a
chance of getting infected during
sex. During their most recent
unprotected anal sex encounter, 20
percent of participants reported
thinking that new therapies make
HIV “manageable,” and 19 percent
planned to take treatments to pre-
vent HIV infection.10

A Northern California study of
32 heterosexual, “serodiscordant”
couples—in which one partner is
infected and the other is uninfect-
ed—found that, because of new
HIV therapies, 25 percent of infect-
ed partners believed that they were
less likely to infect their partners,
19 percent were less concerned
about infecting their partners, and
9 percent reported that they “took
more chances” related to engaging
in unprotected sex. The effect of
treatment advances was even
greater on the behaviors and per-
ceptions of uninfected partners: 35

percent of participants whose part-
ners were currently on antiviral
therapy had taken chances of
becoming infected during sex, 28
percent were less concerned about
becoming infected, and 35 percent
believed they were less likely to
become infected by their partners.
The researchers speculated that
new treatment advances may pro-
vide additional rationale for engag-
ing in unprotected sex.11

In a study of gay men in
London, 36 percent reported being
less worried about HIV infection
since the introduction of new treat-
ments. Of these men, 34 percent
reported engaging in unprotected
anal sex in the previous three
months,  compared to 21 percent of
men who did not share this view.12

The research on the impact of
new treatments, however, is in-
conclusive. One study found that,
for HIV-infected people, the poten-
tial for drug-resistance and aware-
ness that undetectable viral loads
can still be infectious appear to
have increased condom use.13

Stress
For some people, unprotected

sex may serve as a way to relieve
stress and tension. A study of HIV-
infected people identified prob-

lems with partners, family, friends,
and personal finances to be their
most common sources of stress and
found a direct correlation between
perceived stress and engaging in
risky sexual behavior.14

The stress and depression that
often results from being diagnosed
with HIV, as well as from the diag-
nosis or loss of a partner, friend, or
family member, may also lead to
risk behavior. A review of gay men
who have repeatedly lost friends,
family, or partners to AIDS identi-
fied a loss of hope as a common
response. Overwhelmed by grief,
many feel that becoming HIV
infected is only a matter of time and
that future planning is futile. As a
result, unprotected sex and other
self-destructive behaviors often
become coping mechanisms.15

Relationship Dynamics
Research suggests that relation-

ship dynamics play an essential
role in determining the probability
of sexual relapse. One study found
that 58 percent of incidents under
which gay men relapsed occurred
with a partner the subject did not
know and would not contact again,
and 26 percent involved unprotect-
ed anal sex. Participants cited neg-
ative emotional states and tempta-

New HIV Treatments and Changing Perceptions
Among Gay and Bisexual Men9

20 percent 
would stop practicing safer sex altogether

if a cure was found
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Researchers have found
that gay and bisexual

men who test regularly
have higher rates of

condom use when
engaging in anal sex.

10 percent 
agree with the statement,

“AIDS is now 
very nearly cured”

13 percent 
believe HIV to be

a less serious threat 
than it had been in the past



tions or urges as the most signifi-
cant influential factors in determin-
ing their relapse.16

Though data suggest that
relapse often occurs spontaneously,
for instance as a “quick fix” for a
bad mood or to fulfill sexual
desire, such risk-taking is not
exclusive to the realm of casual
sex. Studies have found a signifi-
cant risk of unprotected sex in
long-term relationships.17

A qualitative study of 15 male
couples found that safer sex was
common at the beginning of rela-
tionships, but as trust increased
among partners, sexual precau-
tions often seemed unnecessary
and even inappropriate. Partic-
ipants also noted that condoms
interfered with intimacy. Sero-

discordant couples expressed a
particular need to avoid the topic
of condoms because it reminded
them of their fears of the future—
especially of illness and death.
Unprotected sex was also common
among serodiscordant couples in
which the uninfected partner con-
sistently tested negative for HIV
antibodies. These test results often
provided justification for contin-
ued risk-taking. Long-term part-
ners who are familiar with one
another may engage in unprotect-
ed sex because they believe they
are immune from infection.17

The couples in this study also
addressed factors that helped them
maintain their safer sex goals. In
general, participants reported that
practicing safer sex eventually had
become a “natural” part of the rela-
tionship. In addition, couples noted
the importance of creativity and of
continually seeking new and safe
ways to sexually express them-
selves. They also discussed the need
to educate themselves about HIV
infection to overcome fears and
fully enjoy sex with each other.17

Preventing Relapse
Most research on the prevention

of sexual relapse focuses on coun-
seling, especially in group settings

where people can discuss their
behaviors, gain additional knowl-
edge about HIV transmission and
safer sex practices, and work on
integrating this knowledge into
their daily lives.18

Success with counseling inter-
ventions appears to occur in pro-
grams that address an individual’s
long-term needs. Research sug-
gests that the longer the interven-
tion continues, or the more contact
people have with counseling
groups and counselors, the more
successful the results tend to be.18

One study of 318 gay and bisex-
ual African American men found
that an intervention consisting of
three counseling sessions was more
successful in curbing unprotected
anal sex than a single session. After
one year, the frequency of unpro-
tected anal sex had decreased from
45 percent to 20 percent for the
group that participated in the
three-session intervention, while
rates for the group participating in
the single-session intervention
decreased from 47 percent to 38
percent.17 Several studies have
shown that counseling programs
can reduce high-risk activity, but
that behavior change maintenance
becomes more difficult over time.19

Research also suggests that
ongoing contact with counselors
and with other people infected or
affected by HIV can keep people
aware of their risks and subse-
quently lead to long-term mainte-
nance of behavior change.20

Participating in a 10-year
California study of serodiscordant
heterosexual and bisexual couples
that provided access to continuous
support, information, condoms,
and counseling, appeared to have
beneficial effects on the subjects.
Many of the couples reported that
participating in research projects,
belonging to a group, and sharing
their experiences with other cou-
ples reinforced their decisions to
practice safe sex.20
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When counseling about risk
behaviors, it is important to deter-
mine whether clients who have
engaged in unprotected sex have
been doing so for an extended peri-
od, if they have ever engaged in
safer sex, and if they have returned
to unprotected sex after a period of
consistently practicing safer sex.
These distinctions can aid in begin-
ning an exploration of the possible
reasons a client has chosen to
engage in unsafe sex and the extent
to which this has been a conscious
process. The counselor can then
determine the most useful preven-
tion intervention. 

For clients who currently engage
in protected sex, evaluate the
degree to which they are at risk for
returning to unsafe sex behaviors.
Help such clients identify which
situations might put them in jeop-
ardy of engaging in unprotected
sex. By anticipating potential prob-
lem areas and identifying re-
sources, counselors can work with
clients to bolster their determina-
tion and behavioral options.

Counselors can ask a client who

talks about returning to unprotect-
ed sex to further discuss potential
reasons for doing so, assumptions
about what it will be like, and per-
ceived drawbacks, if any. With
these clients and with clients who
are currently engaging in unpro-
tected sex, acknowledge the com-
plexity of personal desires and the
many factors that affect an individ-
ual’s decision-making process.

Distinguish between a client who
reports giving little conscious
thought to an episode of unsafe sex
and someone for whom it was a pre-
meditated decision. Reasons for and
responses to each may be different.
For instance, with a client who says
that an unsafe incident “just hap-
pened beyond my control,” assess
the context in which it occurred and
the client’s related thoughts and
feelings. With a client who has con-
sciously decided to return to unpro-
tected sex, explore the reasons for
this decision and other potentially
influential factors.

Reasons for Sexual Relapse
There are many interrelated rea-

sons a person might choose to
return to unprotected sex. A con-
scious decision might be a result of
hopes for what the client perceives
to be greater intimacy than what he
or she might experience by having
protected sex. A client might make
such a decision in response to a
new or a long-term relationship, or
because of the belief that, if infect-
ed, he or she will be able to effec-
tively “manage” HIV with the lat-
est drug therapies.

Some clients relapse because
they believe they must engage in
unprotected sex in order to stay in
an existing relationship or to enter
a new one. Others may have
adopted safer practices anticipat-
ing that a cure for HIV would have
been found by now. These people
may have reached their limit of
how long they are willing to prac-

tice safer sex. A return to unsafe
behavior may also be rooted in a
sense of hopelessness, for example,
when a client believes that HIV
infection is inevitable.

After assessing whether or not
the client has made a conscious
decision to return to unprotected
sex, assess the client’s knowledge
of risk behaviors and comprehen-
sion of his or her risks. Clarify any
misconceptions and determine if
the client is experiencing denial
about his or her risks. 

Help the client remember and
articulate what may have inspired
him or her to engage in safer sex in
the past. Clients may be able to
reflect upon their original reasons
for making a commitment and use
this as a foundation for under-
standing what, if anything, is dif-
ferent now. For example, if a client
who has changed behavior to
avoid HIV but now feels infection
is unavoidable, ask what leads to
this belief. The answer will provide
a better context for understanding
the issues related to the client’s
decision to return to unprotected
sex. If a client says he or she recent-
ly returned to a risk behavior after
hearing a report stating that the

5PERSPECTIVES: RETURNING TO UNPROTECTED SEX

A Counselor’s Perspective
“Clients often downplay 
a single episode of 
unprotected sex as 
something that will never
happen again. I explore
this further and often find
that clients are concerned
that they will engage in
unprotected sex again 
or that they have not 
considered how to prevent
future occurrences.”

A Counselor’s Perspective
“I used to have little patience
for clients who had broken
their commitment to prac-
tice safer sex. But after I
began listening to clients’
reasons and feelings, I’m
now able to have empathy
for them and work more
effectively in helping them
regain their commitment.”

Implications for Counseling



behavior is no longer considered
risky, determine if the information
in the report is accurate, if the
client is misinterpreting it, or if the
client is simply choosing one of
several responses to an unclear risk
issue. Also ask if anything has
changed that has led the client to
be more willing now than previ-
ously to risk becoming infected.
Learn what knowledge, attitudes,
and beliefs might be influencing a
conscious decision to return to
risky behavior.

Spontaneous Decisions
An unconscious decision to

return to unprotected sex may sug-
gest that the client believes the
behavior is out of his or her con-
trol. Asking such a client to look at

ways to make a change, for
instance to take control, will have
little relevance. Assess if the client
feels dependent on a partner ’s
decision making and learn about
any underlying issues that may
contribute to this perception. Such
issues may include low self-
esteem, lack of assertiveness, or
fear of abandonment.

When clients mention global
issues over which they can have no
control as reasons for returning to
unsafe sex, help them consider
more specific, personal issues. For
example, a male client who is con-
sidering a return to unprotected
sex after engaging in safer sex for
several years might say, “We
shouldn’t have to keep being safe

after all these years.” Respond by
helping him explore what he
means when he says “we” and
“shouldn’t have to.” If the client is
talking about a community, such as
the gay male community or the
injection drug using community,
help him make “I” statements to
explore his feelings directly. If he
cannot engage in such a self-explo-
ration, discuss possible reasons for
this inability and perhaps provide
a referral for additional counseling
to help the client focus on himself.

Assess clients’ sense of self-con-
trol in order to make subsequent
interventions and to determine
realistic client goals. Be aware that
clients who have little impulse con-
trol or who have addictive or com-
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pulsive behavior patterns will like-
ly need services beyond the scope
of the test counseling session. HIV
counselors can help clients identify
such problems and provide refer-
rals for outside resources. For
example, if a female client says she
has been engaging in unprotected
sex in recent months after having
engaged in safer sex consistently
for the past 10 years, the counselor
can help her consider what has led
to this shift. The counselor can then
link her to a referral source that can
provide a more thorough and spe-
cific assessment and intervention.

Whether clients have engaged in
unsafe sex with or without con-
scious thought, counselors can
work with them to establish
achievable goals for behavior
change. This can help clients gain a
sense of control over their behav-

iors. The process of goal setting
itself can help clients recognize
what goals mean in their lives and
assess the extent to which goals are
achievable. If, for example, a client
sees that he or she has a history of
setting unattainable goals, the
counselor can learn the reason for
this. Perhaps the client believes he
or she “should” set goals but has
always felt a lack of ability to
achieve them.

Counselor Issues
When working with clients who

return to unsafe sex, counselors
may feel pressure to ensure that
these clients make a commitment
to practice safer sex.

Counselors may blame them-
selves for  a client’s potential or
actual return to unsafe sex. They
may also consider the counseling

process or the HIV prevention sys-
tem to be a failure. This may be
especially likely to occur if the
client is someone with whom the
counselor has worked previously. 

The counselor must not assume
responsibility for occurrences
beyond his or her control. Doing so
may interfere with the counselor’s
ability to work effectively with
clients. Counselors must accept that
circumstances that affect behaviors
and decisions to engage in safer or
unsafe sex are an integral part of
the process of behavior change.

Counseling about returning to
unsafe sex may be particularly
frustrating, and counselors may
lose patience with clients’ long-
term struggles. Remember that
behavior change counseling is a
delicate, long-term process unique
to each stage and client.

Determine if Jolene’s understanding of safer sex
is accurate and which specific practices she has
used. Ask her how many times in the last two years
she has engaged in unprotected sex. This will pro-
vide a better sense of how entrenched the risk
behavior is and which stage of behavior change
Jolene is in. 

If her risk behaviors have occurred in the
previous six months, it may be useful to consider
her in the “action” stage of behavior change; if her
return to risky behavior has been consistent for
more than six months, she is probably in the “main-
tenance” stage of change. Similarly, assess Jolene’s
stage of behavior change regarding practicing safer
practices again. Is she thinking about it? Is she
ready for action?

The counselor may want to make a list with
Jolene, orally or on paper, of what initially led her to
adopt safer sex practices, as well as other reasons she
might now consider to be relevant. Acknowledge
Jolene’s feelings about it being “harder to find part-

ners” and explore with her how and where she meets
potential partners. It may be that helping Jolene to
broaden her sense of options will open her mind to
the possibility of returning to safer sex practices.

Explore what has led Jolene to feel that she is not
“as attractive as she once was.” Is this a shift in self-
perception? Has she been getting feedback from
others about this? Assess the root of this idea, and
acknowledge its inherent difficulties.

Evaluate Jolene’s sense of her ability to control
whether she engages in protected or unprotected
sex and whether she believes that unsafe behaviors
have occurred consciously or spontaneously. Learn
what, if anything, motivates her to engage in both
protected or unprotected sex. If Jolene’s actions are
repetitive and she perceives her behavior as being
out of her control or as something that “just hap-
pens,” a counseling referral to a provider familiar
with compulsive sexual behavior or related impulse
control issues may be appropriate.

Case Study
Jolene is a 25-year-old heterosexual woman who consistently engaged in protected sex as a teenager and into her

early twenties, but in the last two years she has found protected sex to be “more of a bother.” She says that as she gets
older, it is harder to find partners because men are married and she does not see herself as being as attractive as she once
was. She worries that insisting on safer sex is going to drive away potential partners.
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Review Questions
1. True or False: An increase in
rectal gonorrhea rates can be an
indicator of an increase in unpro-
tected anal sex among gay and
bisexual men.

2. True or False: The term “bare-
backing” refers to unprotected sex
of any kind between two HIV-
uninfected people.

3. True or False: People in a long-
term monogamous relationships
are not at risk for sexual relapse.

4. Which of the following are
methods for maintaining safer sex
goals? a) being creative in consid-
ering alternatives to unsafe sex; 
b) participating in group discus-
sions focused on sexuality and HIV
infection; c) learning about HIV
infection and related risks; d) all of
the above.

5. True or False: Research indi-
cates that faith in new HIV treat-
ments is the overriding reason peo-
ple engage in unprotected sex.

6. Which of the following may
contribute to relapse behavior? 
a) grief and stress; b) pressure from
a partner; c) getting caught up 

in the excitement of a sexual
encounter; d) all of the above.

7. True or False: Returning to
unprotected sex can occur sponta-
neously or as the result of a con-
scious decision.

8. True or False: According to
available research, a person who
completes a relapse prevention
intervention will maintain goals to
consistently engage in safer forms
of sex over the long term.

Discussion Questions
1. How can counselors respond to
clients who state that they have 
little concern for becoming infected
with HIV and, therefore, feel it is
relatively safe to engage in unpro-
tected sex?

2. How can counselors respond
when clients who engage in unpro-
tected sex have little understand-
ing of their actions?

3. How can counselors assess if a
person might be susceptible to
returning to patterns of unprotect-
ed sex and then develop strategies
to prevent such a return?

4. How might research about peo-
ple returning to unprotected sex be

applied to counseling clients who
have returned to other unsafe
behaviors, such as unsafe injection
drug using practices?

5. Because follow-up services can
be important in helping people
make or sustain behavior change,
how can counselors help clients to
pursue and access referrals?

6. How can counselors respond to
weariness, frustration, or other
reactions to clients who report that
they have returned to engaging in
unprotected sex?

Answers to Test Yourself
1. True.

2. False. Barebacking refers to unprotected
anal sex between two men of any HIV status.

3. False. Sexual relapse can occur in monoga-
mous or non-monogamous relationships.

4. d.

5. False. Although new medical developments
appear to influence some people’s perceptions
of HIV risk, there is no evidence that this is
the overriding cause for a large-scale return to
unprotected sex.

6. d.

7. True.

8. False. Counseling may help people main-
tain safer sex goals, but many interventions
have not been successful in helping people
adhere to their goals over the long term. 

Test Yourself 
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