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Module 1: What Is HIV Test Counseling? 

Why Is It Important? 
 

 

 

 

Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 2 of 11 
Introduction 

 

Now that you know how to get around, let’s get started! 

 

This course is an introduction to HIV test counseling.  

 

We’ll show you what HIV test counselors do, and prepare you to participate and 

be successful in the Basic HIV Counselor Skills Training. 

 

In the course of this online training, we will meet several HIV test counselors and 

their clients, and watch what happens in actual test counseling sessions.  

 

 
Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 3 of 11 
What Is HIV Test Counseling? 

 

Most clients come into HIV test sites to find out if they are infected with the virus that 

causes AIDS. We run that test for them, but HIV test counseling includes other elements 

too: 

 

We need to make sure that each client understands how HIV is transmitted, how HIV 

transmission can be prevented, and what the HIV test results mean.  

 

Also—and this might be most important—we hope to have a conversation with clients 

that encourages them to think about HIV prevention in their lives: what they’ve tried 

before, what works, what doesn’t, and what they might consider doing in the future.   
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Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 4 of 11 
What's the Big Deal? 

 

Most other medical tests don’t come with counseling. Why do we counsel 

people who come for an HIV test? The answer lies in the history of HIV and 

AIDS.  

 

As you may know, HIV is a fairly new disease. In 1981, doctors in New York 

and Los Angeles suddenly realized that otherwise healthy gay men were 

developing severe immune system problems, including rare types of 

pneumonia and a skin cancer called Kaposi’s sarcoma. These men, many of them young, 

became desperately ill and died within weeks or months. No one knew what was causing 

the illness. 

 

The earliest cases of the disease were nearly all diagnosed among gay men, so it was 

originally called gay-related immunodeficiency disease (GRID). Before long, injection 

drug users, people with hemophilia, and others were identified as having the new immune 

system disease as well, and its name was changed to acquired immune deficiency 

syndrome (AIDS). 

 

In the beginning, no one knew what caused AIDS or how it was transmitted. There was a 

lot of panic and terrible prejudice against gay men and others who were infected. 

 

Ask yourself: Can you name 3 important elements of an HIV test counseling 

session?  

If not, reread the last few screens.  
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Screen 5 of 11 
Scientists Discover HIV—the Virus that Causes AIDS 

 

Three years later, in 1984, scientists in France and the United States 

discovered that AIDS is caused by a virus. They named it the human 

immunodeficiency virus (HIV). 

 

Soon after, a blood test was developed to detect HIV infection, and 

we learned how the virus is transmitted from one person to another. 

(We’ll review transmission in Module 5). 

 

Ask yourself: Is AIDS caused by a bacterial infection or a virus?  

If you’re not sure, reread the last few screens.  
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Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 6 of 11 
HIV Invades CD4+ Cells 

 

HIV is a virus that invades CD4+ cells, which are a critical part of our immune system. 

Once inside a CD4+ cell, the virus uses the cell to create more virus. In the process HIV 

destroys the original cell. 

 

 

 

As more and more immune system cells are destroyed, the body has a harder time 

fighting off both HIV and other illnesses. Illnesses that would not affect people with 

healthy immune systems take this opportunity to establish themselves. They are called 

opportunistic infections and conditions. Pneumocystis carinii pneumonia is an example of 

an opportunistic infection. 
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Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 7 of 11 
AIDS 

 

Most people don’t develop immune system problems until many years after they are 

infected with HIV. Even though they don’t have symptoms, they can infect others with 

HIV. 

 

When a person with HIV contracts one of the specific AIDS-related opportunistic 

infections or when their CD4+ cell count falls below 200, a doctor diagnoses AIDS. 

 

Today, medications often can delay or prevent the progression of HIV to AIDS. With 

proper medical care, many people with HIV are living long and productive lives. 

 

AHP has compiled more information on HIV and AIDS in a PDF that you can download 

from our Web site:  

 

 

Frequently Asked Questions in HIV Counseling and Testing 

 

 

 

 

Ask yourself: When does a doctor diagnose AIDS?  

If you’re not sure, reread the last few screens. 
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Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 8 of 11 
Information Isn’t Enough to Stop the Spread of HIV 

 

Once it was clear how HIV was and was not transmitted, there was a huge 

sigh of relief among medical workers, AIDS activists, and in the 

communities most affected by the disease. All people needed to do, it seemed, 

was use condoms and stop sharing needles, and the epidemic would halt.  

 

But changing sexual and social behavior is very, very difficult. Many of the communities 

most at risk for HIV transmission have long histories of oppression and discrimination 

that make self-care especially challenging. And when the HIV test was first available, 

there weren’t any of the successful treatments for HIV and AIDS-related complications 

that exist now. Deciding to test for HIV status was often a difficult choice to make. 

 

In response, AIDS activists and health care workers created an approach 

to HIV test counseling that combined the medical test with supportive, 

nonjudgmental counseling about HIV transmission and prevention, as 

well as about the test itself.  

 
 
 
 
 

 
 
Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 9 of 11 
What HIV Test Counselors Do 

 

HIV test counselors try to have a nonjudgmental conversation with 

clients that clarifies the facts about HIV and engages clients in talking 

about sex and drug use. By focusing on clients' thoughts and feelings, 

counselors help them think about what they’ve done in the past and might 

want to do in the future to prevent HIV. 

 

This online course offers the information that forms the foundation for 

the face-to-face Basic HIV Counselor Skills Training you will be 

attending soon. Both trainings build on 25 years of experience talking 

with people about stopping the transmission of HIV. 

 

For more information on the difference between health-related 

counseling and health education, see this PDF on AHP’s Web site: 

Comparing Health Education with Client-Centered Counseling  
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Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 10 of 11 
Who Is Most at Risk in California? 

 

• 76 percent of those who are HIV-positive are men who have sex with men 

(MSM)  

• 28 percent are between 20 and 29 years old; 68 percent are under 40  

•  20 percent are African American (7 percent of Californians are African      

American)  

• 28 percent are Latino (36 percent of Californians are Latino)  

• Women are the fastest growing demographic for HIV 

 

 

As you can see, which communities are most affected by HIV is closely tied 

to the social inequalities in our society: people of color, immigrants, women, 

gay men, and youth are at highest risk. The reasons are enormously complex. Here are a 

few examples: 

 

• Unequal access to health care limits the likelihood that people will seek care. This 

includes lack of medical insurance, distance to clinics, atmosphere of clinics, and 

attitudes of clinic staff and health professionals.  

 

• Medication trials and studies that focus on the “general population” often do not 

include adequate representation of these communities and populations.   

 

• Language and attitudes can make people feel judged, unwelcome, and reluctant to 

seek out preventive health care. Terms that label people rather than opening up a 

discussion about behavior include: “inmates,” “ex-cons,” “prostitutes,” and “on 

the down-low.”  

 

• Current laws result in long prison sentences for drug use and disproportionate 

sentences for crack use vs. cocaine use. Incarceration for nonviolent crimes 

affects not only the incarcerated person but also children, extended family, and 

community. 

 

Of course, HIV test counseling, no matter how skillful, cannot solve 

these problems. But being sensitive to the context of your clients’ 

lives, listening empathetically to their experiences, and being aware 

of the ways we all tend to label or stereotype people can make a big 

difference. Every site and community is unique, so one thing you will 

want to do as you prepare to become an HIV test counselor is learn as 

much as you can about the people in the community you will be 

serving who are most likely to be at risk for contracting HIV.  

 

Ask yourself: What are two links between HIV and 

social inequalities?  

If you’re not sure, reread this screen. 
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Module 1: What Is HIV Test Counseling? Why Is It Important?  
Screen 11 of 11 
Module Conclusion 

 

We want to be sure that you have the knowledge and skills to be an 

excellent HIV test counselor. This online course will give you the 

background to make good use of the face-to-face Basic Counselor Skills 

Training. 

 

In the following modules, we will look at what happens in an HIV 

test counseling session. We want to give you a basic 

understanding of the structure and goals of a session, HIV tests 

and results, the principles of test counseling, and HIV 

transmission and prevention. You will meet some counselors and 

see them in action. 

 

We have a lot to do, so let’s get started!  
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Module 2: Informed Consent  

 

 

 
Module 2: Informed Consent, Screen 2 of 15 
Introduction 

 

In this training, we will watch and discuss sections of several counseling sessions. Our 

imaginary sites use rapid HIV testing, which means that a lab result is available the 

same day, often in 20 to 40 minutes. You’ll learn more about rapid testing in later 

modules and in the live training. 

 

Your site might use conventional testing. In conventional testing, the sample 

collected from the client is sent to a lab and the client returns for results a week or 

two later. Your site supervisor will explain how to adapt your counseling to the two-

session process. 

 

Let me introduce our first counselor, Sylvia, and her client, David. 
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Module 2: Informed Consent, Screen 3 of 15 
The Client Assessment Questionnaire 

 

While David waits to talk to Sylvia, he fills out a short form: the Client 

Assessment Questionnaire, often called the CAQ. The CAQ helps 

Sylvia assess David’s level of risk. At many sites, clients who are at low 

risk of contracting HIV don’t receive counseling services. They are 

tested and receive a pamphlet or watch a video while they await the 

results. 

 

At some sites, particularly in big cities, the preliminary screening is 

done on a PDA, a handheld computer, and the counselor does not see 

the client's responses. 

 

Every site is different, so ask your supervisor what happens at your site. 

 

 

 

 

 

Ask yourself: What is the purpose of the CAQ or other preliminary 

screening tool?  

If you’re not sure, reread the last few screens. 
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Module 2: Informed Consent, Screen 4 of 15 
Informed Consent 

 

The first few minutes of the counseling session might be the most important. This is your 

chance to make sure that your client feels comfortable and respected. Basically, the goals 

for the first few minutes are: 

 

• Establish rapport 

• Find out what brought the client 

in 

• Explain the counseling and 

testing process 

• Ask for questions 

• Get informed consent from the 

client 

 

Informed consent means that the client 

understands what is going to happen 

and agrees to the procedure.  

 

Let’s see how Sylvia goes about it. 
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Module 2: Informed Consent, Screen 5 of 15 
Sylvia Starts the Test Counseling Session 

 

Sylvia: Hello. My name is Sylvia. I’ll be your 

test counselor today. 

 

David: Hi.  

 

Sylvia: I want to quickly check in with you and 

ask what brought you to our site today. 

 

David: I came to get an HIV test. I haven’t been 

tested in a while and thought it would be a good idea.  

 

Sylvia: Welcome. We can definitely help you out with that today. You mentioned that 

you haven’t tested in a while. Is that right? 

 

David: It was about two years ago. I went to a clinic near my old apartment. They did 

that quick test with the oral swab. 

 

Sylvia: And what were the results of that test? 

 

David: It was negative. 

 

Module 2: Informed Consent, Screen 6 of 15 
Sylvia Reviews the Rapid Test 

 

Sylvia: OK, I would like to take a minute to talk about what we offer at our site. Is that 

all right? 

 

David: Sure. 

 

Sylvia: Your last test was a rapid test, which is the kind of HIV test we offer here. What 

do you remember about that test? 

 

David: I remember that I got my test results that day, which was what I wanted.  

 

Sylvia: You’re right. The test takes 20 to 40 minutes to develop. The whole process takes 

about an hour. Do you have enough time for that today? 

 

David: Yeah, no problem.  

 

Sylvia: Great. While the test is developing, we’ll be 

able to talk about some of the concerns you might 

have about HIV. Before you leave today we will have 

your result. Does that sound OK? 

 

David: Yup. 
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Module 2: Informed Consent, Screen 7 of 15 

A Preliminary Positive Result Needs Confirmation 

 

Sylvia: There are a couple of options for how we collect the test sample. You can do an 

oral swab, or you can go with the finger stick, where we take a small drop of blood from 

your finger. Do you have a preference for one over the other? 

 

David: I want to do the same one I did last time. I’ll go with the oral one.  

 

Sylvia: OK. The test has two possible results. The first is a negative test result. That 

means that there are no HIV antibodies detected in the sample. 

 

The other test result is preliminary positive. This means that HIV antibodies were very 

likely detected and, very likely, the person is infected with HIV. When someone tests 

preliminary positive, we need a second sample to send to the lab to confirm it as a 

positive result. Would that be OK with you? 

 

David: I thought this test was really accurate. Why does someone need to give a second 

sample if it’s so reliable? 

 

Sylvia: Great question. This is a screening test. Although it is highly accurate, the 

standard of care for all types of screening tests in the United States is to confirm them 

with a second sample. No test is 100 percent, and we want to be certain. Does that make 

sense? 

 

David: Yeah, sure. 
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Module 2: Informed Consent, Screen 8 of 15 

Anonymous vs. Confidential Testing  

 

 

Sylvia: When you tested 

last, do you remember if 

you tested anonymously or 

confidentially? 

 

David: I don’t remember. 

I’m not sure what the 

difference is. 

 

Sylvia: At our site, a client 

can test either way.  

 

In an anonymous test, we 

don’t collect any 

identifying information. We use a code instead of your name. No one except you can 

connect your test result with who you are. 

 

In a confidential test, we ask for your name, address, and other contact information. If 

you choose the confidential test, we can provide a written result. Some people want that. 

We can’t do that with the anonymous test. Also, if a confidential test is HIV-positive, we 

forward the result to the health department along with the person’s name. The health 

department’s database is very secure and used only to keep track of HIV statistics. 

 

David: Why does the health department need my name? 

 

Sylvia: Let’s imagine that someone tested positive at a hospital last year and then came 

here tomorrow and tested positive again. Without a name, those two results look like two 

different people. Reporting positive results by name is the simplest way to know how 

many people actually have HIV so we can direct funding and programs where they are 

needed the most. 

 

David: That makes sense, I guess. I have a new boyfriend and I’d like to show him my 

results, so I think I’ll go with confidential. 
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Module 2: Informed Consent, Screen 9 of 15 

David Gives Informed Consent 

 

 

Sylvia: Let me see: I’m hearing that you want the rapid test, you would like to give an 

oral sample, and you want to test confidentially, not anonymously. Is that right? 

 

David: Yup. That’s it. 

 

Sylvia: OK. Since you chose the confidential test, I’m going to ask you to fill in the 

information here and sign the consent form.  

 

When you sign the consent form, you give us permission to do the rapid test and agree 

that you understand three things I explained: 

 

• The difference between anonymous and confidential testing. 

• The accuracy of the results: They are highly accurate but not 100 percent. 

• The process today: You will get your results, and if the test comes back 

preliminary positive, you agree to give another sample that we can send to the lab 

for confirmatory testing. 

 

Do you have questions about any of that? 

 

David: I’m good.  

 

 

Ask yourself: What is the difference between anonymous and 

confidential testing? If you’re not sure, reread the last few screens. 
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Module 2: Informed Consent, Screen 10 of 15 

Sylvia Introduces the Counseling Information Form 

 

 

Sylvia: OK, I just have two more things to mention. I’m not sure if you remember this 

Counseling Information Form from the last time you tested. We use it to identify trends 

in the epidemic.  

 

David: I remember that form. The guy asked me a 

bunch of questions from it.  

 

Sylvia: I will just set it down next to me and 

maybe refer to it close to the end of our session. 

Also, here’s a brochure from the people who make 

the rapid test. You don’t have to look at it now, but 

I want to make sure you have it. Do you have any 

questions before we head to the lab? 

 

David: No, I’m ready. 

 

 

 

 

 

 

Module 2: Informed Consent, Screen 11 of 15 
Let’s Debrief 

 

 

 

Sylvia tried to create an atmosphere in which David would feel comfortable 

sharing information about his life and thinking about changes he might 

want to make.  

 

What specific things did you notice Sylvia doing to make David feel 

welcome, listened to, and respected? 
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Module 2: Informed Consent, Screen 12 of 15 
Building Rapport 

 

How many of these elements of building rapport did 

you notice? 

 

Sylvia: 

 

• Introduced herself and welcomed David to 

the test counseling session.  

 

• Explained exactly what was going to happen. 

  

 

• Asked David about any previous experience 

testing.  

 

• Asked David for previous knowledge.  

 

• Asked David for permission before sharing 

new information  and avoided lecturing.  

 

• Checked for understanding and questions.  

 

• Was calm, friendly, and professional. 
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Module 2: Informed Consent, Screen 13 of 15 
The Rapid Test 
 

 

David had already done a rapid test, so he didn’t have many 

questions about it. But you probably want to know more. Here 

are some basic facts about the OraQuick ADVANCE Rapid 

HIV-1/HIV-2 Antibody Test: 

 

1. The test is performed on either an oral sample collected by swabbing along the gums or 

a blood sample, usually from a finger stick.  

2. The rapid test takes between 20 and 40 minutes to develop a result.  

3. The test looks for the antibodies that the body creates to fight HIV infection. 
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Module 2: Informed Consent, Screen 14 of 15 
Rapid Test Results 

 

There are three possible rapid test results: 

 

A preliminary positive test result means that the test very 

likely detected HIV antibodies. The individual is very likely 

infected with HIV. Preliminary positive results must be 

confirmed. At most sites, this means the client submits a 

second sample and returns after seven to 14 days to receive 

the results of the confirmatory test. If the confirmatory test is 

also positive, it is considered a positive result and the client is 

HIV-positive. 

 

A negative test result means that no antibodies to HIV were detected in the sample. The 

person is either not infected with HIV, or the person is infected but has not yet produced 

enough HIV antibodies to show up on the test. The process to produce antibodies takes 

anywhere from two weeks to six months, and many HIV-positive people have detectable 

antibodies by the end of three months. This time lag is known as the “window period.” 

We will discuss it in Module 3. 

 

An invalid test result is very rare. If it occurs, the test must be redone with a new sample. 

 

At the face-to-face Basic Skills Training, you will learn the rapid test procedure, be 

evaluated on your ability to conduct the test, and, if you pass the evaluation, be certified 

to administer, read, and record the test. 

 

Read this PDF to learn more about the OraQuick ADVANCE Rapid HIV-1/HIV-2 

Antibody Test.  

 

 

Ask yourself: What are the three possible results from a rapid antibody 

test? If you’re not sure, reread this screen. 
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Module 2: Informed Consent, Screen 15 of 15 

Let’s Review Informed Consent 

 

 

Just to review, here’s what you need to do with your client before 

you collect the sample. We call this the Informed Consent part of the 

session: 

 

• Establish rapport.  

 

• Explain what will happen during the session and when 

the client will receive test results. For rapid tests, 

make sure the client knows that a preliminary 

positive result requires a confirmatory test.  

 

• Explain any choices the client has: rapid vs. 

conventional, anonymous vs. confidential, oral 

sample vs. blood sample. Where there is only one 

of these options, explain the option.   

 

• Check for questions and concerns.  

 

• Have client give informed consent to the test (a spoken 

consent for anonymous testing, a signed consent for 

confidential). 

 

That’s it! You have completed the first part of the HIV test session. In Module 3, we’ll 

talk about what happens when the client returns from the lab. 

 

For more information about Informed Consent 
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Module 3: Introduction to Risk Assessment  

 
 

 
Module 3: Introduction to Risk Assessment, Screen 2 of 12 

What Is Risk Assessment? 

 

When the client returns from the lab, we begin the main portion of the 

counseling session. It is called the Risk Assessment because that is when we 

gather information to help the client begin to identify activities in their lives 

that could result in HIV transmission. At most sites, it's also the time 

when we collect data for the Client Information Form. 

 

The term “risk assessment,” however, doesn’t tell the whole story. It 

sounds like a checklist, and the process works best, really, if we have a 

conversation. Our job is to offer a safe place for our clients to 

consider the issues in their lives that put them at risk for HIV 

transmission.  

 

If you can get into a good conversation with your clients, they will feel 

comfortable sharing and thinking aloud about possible changes in their 

lives, and you will get most of the information you need without even 

looking at the form. 
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Module 3: Introduction to Risk Assessment, Screen 3 of 12 
Goals of the Risk Assessment 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

There are many things we need to accomplish in the risk assessment. At the same time, 

we want to stay focused on the client’s concerns. 

 

Does this sound like a tall order? How are we going to have anything like a conversation 

that accomplishes all this? 
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Module 3: Introduction to Risk Assessment, Screen 4 of 12 

The General Principles of HIV Test Counseling 

 

It’s easier than you might think. There are six principles that lay the foundation for 

having a productive, supportive conversation with clients:  

 

• Client-Centered Counseling 

• Context 

• Support All Positive Changes 

• Individualized Session 

• Information Alone Does Not Change Behavior  

• Neutral Stance  

• Limited Role 

 

Let’s take a look at these principles one by one. 
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Module 3: Introduction to Risk Assessment, Screen 5 of 12 
Counselors Define Client-Centered Counseling 

 

We asked some participants in a training like this one for definitions of client-centered 

counseling. Here is what they said: 

 

 

\ 
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Module 3: Introduction to Risk Assessment, Screen 6 of 12 
Client-Centered Counseling Ideas  

 

All of those ideas are part of client-centered counseling. You can think of client-

centered counseling in terms of two big ideas: 

 

1. Express unconditional positive regard for the client: 

Demonstrate your respect for the client’s feelings and concerns. 

You might have very different ideas and feelings yourself, but 

you will be most effective if clients feel you are on their side, 

trying to see the situation from their perspective.  

 

2. Frame the session in the clients’ terms: Work within the 

“frame” of your clients’ concerns and experiences, not your own. 

For example, start with why they came in for testing, not with the 

first question on the CIF. 

 

Ask yourself: What is client-centered counseling?  

If you’re not sure, reread the last few screens. 
 

Module 3: Introduction to Risk Assessment, Screen 7 of 12 
Context 

 

 

Risk factors do not happen independently; they 

are influenced by the context of our lives. 

Context sets the scene for the choices we make, 

including those that can affect our risk for HIV. 

Our life context might include such factors as 

our sexual partners, families, jobs, and 

communities, as well as the impact of racism, 

sexism, homophobia, poverty, and other forms 

of oppression. 

 

 

 

 

To explore context, use open-ended questions, and 

listen carefully to what clients tell you about their lives 

and how the risk for HIV transmission fits into this 

larger picture. 
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Module 3: Introduction to Risk Assessment, Screen 8 of 12 
Individualized Session 

 

 

Because client-centered counseling occurs within the framework of the client’s concerns, 

each session will be different. Even though there are many things you need to cover by 

the end of the session, how that happens can vary widely. For example, some clients test 

regularly and know all about the window period, while others have never heard the term. 

Some clients are used to talking about sex with a counselor, while for others, this is a 

huge challenge. 

For new counselors especially, it is tempting to use the 

CIF to structure the session. The most effective 

counseling sessions, however, are based in an 

individualized conversation—not a preset checklist—

that follows the client’s lead and explores client 

concerns. 

 

 

 

 
Module 3: Introduction to Risk Assessment, Screen 9 of 12 
Information Alone Does Not Change Behavior 

 

If a counselor tells a client who smokes, “Smoking causes cancer,” that person is 

probably not going to stop smoking as a result. The information might change the client’s 

feelings but, alone, it will not change the client’s behavior. The client may feel more 

inclined to avoid the counselor than to avoid cigarettes. 

 

Similarly, telling a client, “Unless you use a condom, you are putting yourself at risk for 

HIV,” will probably not be enough to get that client to decide to practice safer sex. 

 

Remember context: We all have reasons for what we do, including the things that put us 

at risk for HIV or other health hazards. We and our clients are most likely to change 

when we feel supported in thinking about the changes we want to make ourselves, not 

when we feel lectured or judged by others. 
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Module 3: Introduction to Risk Assessment, Screen 10 of 12 
Neutral Stance 
 

Remember when we talked about unconditional positive regard as one of the key ideas of 

client-centered counseling? Neutral stance is related to unconditional positive regard. 

Neutral stance means being supportive and 

nonjudgmental—showing respect for the client’s 

perspective without agreeing or disagreeing. 

It doesn’t help to argue or lecture about a client’s 

behavior or ideas, even if they seem misguided or 

dangerous. But we also don’t want to cheerlead for a 

specific change they are considering. Neutral stance 

means leaving space for clients to work out how they 

feel and what they want to do for themselves. 

Remember, the client—not the counselor—ultimately decides on which changes to make 

and how to make them. As much as it may be tempting to corral a client toward an 

understanding or decision, behavior change simply does not work that way. A neutral 

stance says that you trust the counseling session to offer the client the information and 

support to make the best decisions. 

Module 3: Introduction to Risk Assessment, Screen 11 of 12 
Limited Role 

 

 

Sometimes HIV risk is only one of many serious problems in a client’s life. At some sites, 

many clients face overwhelming survival issues. As caring people, it’s hard for 

counselors not to want to help.  

 

HIV test counselors, however, have a limited role: Our job is to assess risk for HIV 

transmission and guide clients toward changes that will lower that risk. 

 

As you will see in a later 

module, giving referrals for 

additional services is part of 

the HIV test counseling 

session. Your site supervisor 

will help you become familiar 

with the referrals for other 

services in your area.  
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Module 3: Introduction to Risk Assessment, Screen 12 of 12 
Conclusion 

 

In this module, we defined the Risk Assessment portion of the counseling session, and 

discussed the Six General Principles of HIV Test Counseling. 

 

In the next module, we’ll watch a Risk Assessment and see those principles in action.  

 

 

Ask yourself: What are the six General Principles of HIV test 

counseling?  

If you’re not sure, reread the last few 

screens. 
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Module 4: Risk Assessment Session 

 

 

 
Module 4: Risk Assessment Session, Screen 2 of 10 
Introduction 

 

Now that you know the General Principles, let’s watch an actual session. 

 

 

First, I’d like to introduce Paolo. Paolo is an HIV test counselor who 

works in a mobile test site, a van that parks outside gay bars, public 

cruising areas, and homeless encampments. 

 

 

Paolo’s client is Greg. Paolo and Greg have already completed the 

Informed Consent section of the counseling session. Paolo also 

collected a finger stick blood sample from Greg and started the rapid 

test developing. Now the pair are back in the van’s 

counseling area with time to talk. 
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Module 4: Risk Assessment Session, Screen 3 of 10 
Paolo Begins the Risk Assessment 

 

 

Paolo: So, now we have about 20 minutes to talk while 

the test is developing. You mentioned when you first 

came in that you were worried. Tell me a little about that. 

 

 

Greg: I know about HIV. I’ve tested a lot before. But 

I still don’t use a condom a lot of the time. It’s kind of stupid. 

 

Paolo: Tell me what’s going on. 

 

Greg: I just think to myself, “Why did I do that?” 

 

Paolo: You’re not sure why this is happening. 

 

Greg: Right. I know better—I want to use condoms, but I don’t—

and that’s about it.  

 

 

 
Module 4: Risk Assessment Session, Screen 4 of 10 
Everyone Knows Greg Is Gay 

 

Paolo: That must be frustrating. I wonder if there’s a specific time when this happened 

recently.  

 

Greg: A month ago. I met this guy at a party. It was sort of obvious that he wanted to go 

home with me. 

 

Paolo: Uh huh. 

 

Greg: I was flattered. But you know something? By the time we got to my place, I 

already knew I wasn’t gonna use a condom with him. 

 

Paolo: You knew beforehand. 

 

Greg: That’s right. I knew I wasn’t going to. 

 

Paolo: How did you know that? 

 

Greg: It’s embarrassing. I feel like people see me and assume things. When people meet 

me, they see this big queen. They instantly know I’m gay.  

 

Paolo: And you don’t like that.  
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Module 4: Risk Assessment Session, Screen 5 of 10 
Greg Starts to Explain 

 

Greg: Well, I do and I don’t. It means I don’t have to come out to anyone, 

ever. It’s because I’m kind of effeminate. I mean, I’m fine with the way I 

am. I’ve done a lot of work to accept myself. But— 

 

I don’t know. 

 

[Paulo pauses before speaking.] 

 

Paolo: I think you’re saying this has something to do with sex, too. 

 

Greg: [Sighs] Yeah. 

 

Paolo: And this guy from a month 

ago? You said you knew you weren’t 

going to use a condom with him. 

 

Greg: I knew this guy would think that he was 

going to top me. Guys just look at me and think that.  

 

Paolo: They assume that you’re only a bottom. 

   

 Module 4: Risk Assessment Session, Screen 6 of 10 

Paolo Listens Carefully 

 

Greg: Yeah. I knew this guy—Joe—was expecting that he’d top me. I know I’m not all 

that masculine. Guys take one look at me and think, “Oh, he’s a bottom.” Even my 

friends joke about it. But the truth is that I like both. I’m not just one thing. 

 

Paolo: That must be frustrating. 

 

 

Greg: I hate it. Then I feel like I have to prove a point. If 

a guy treats me that way, I have to switch things 

around and end up on top.  

 

 

Paolo: Like you have something to prove. 

 

 

Greg: Exactly. And then it’s harder to, uh, keep it up.  
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Module 4: Risk Assessment Session, Screen 7 of 10 
Greg Feels Trapped  

 

Paolo: I think I understand, but can you explain what you mean? 

 

Greg: I can’t stay hard if I’m concentrating on proving something. I get nervous. 

 
Paolo: I see now. 

 

Greg: I get nervous and then I can’t stay hard. And I worry that a condom will make 

it worse, so I don’t use one. 

 

Paolo: That’s why you didn’t use a condom with Joe.  

 

Greg: Yeah.  

 

Paolo: Earlier, you said you weren’t sure why there are times you don’t use condoms. 

Then you voiced a really compelling reason: You think guys see you as only a bottom. 

You don’t want to be labeled, so you end up topping without a condom to prove that 

you’re not just a bottom.  

 

Greg: I hate that the most, feeling like I have to prove a point. It feels so stupid. 

 

Paolo: This is really bothering you. 

 
Module 4: Risk Assessment Session, Screen 8 of 10 

Paolo Expresses Unconditional Positive Regard 

 

Greg: Yeah, but you know, it’s not always that way. I almost always use a 

condom when I’m on the bottom or when it’s someone who knows me and 

knows what I like. It’s weird. I end up not using condoms with guys I 

don’t know that well, just to show them. And I don’t end up liking the sex 

that much.  

 

 

Paolo: This is complicated. And you’re trying really hard to work it out. I 

wonder— 

 

Maybe it’s upsetting because you wish there were 

another way to deal with this “prove a point” thing.  

 

Greg: I do. 

 

Paolo: This is important to you. What have you thought about doing, if 

anything? 
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Module 4: Risk Assessment Session, Screen 9 of 10 
The Session So Far 

 

Paolo started the session by asking Greg about his immediate concerns. Then, using 

open-ended questions and a supportive, nonjudgmental manner, Paolo learned quite a bit 

about the context of Greg’s risk for HIV transmission.  

 

Now Paolo needs to figure out how to guide the session forward from this point. If we 

could see his thoughts, they might look like this: 

 

 
 
Module 4: Risk Assessment Session, Screen 10 of 10 
Conclusion 
 

 

What do you think about Paolo’s approach to the rest of the session? Do 

you have additional questions or another idea about how to proceed? 

 

There is more than one way to have an effective counseling 

session. The key is to stay rooted in the General Principles: 

client-centered counseling, context, individualized session, 

information alone does not change behavior, neutral stance, and limited 

role. 

 

Although counselor approaches may vary, we all need a firm 

grounding in HIV transmission and prevention. We’ll cover this topic 

in the next module. Then we’ll rejoin Paolo and Greg’s session. 
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Module 5: HIV Transmission and Prevention  

 

Module 5: HIV Transmission and Prevention, Screen 2 of 18 

The Five Body Fluids that Can Transmit HIV 

 

This module explores the basics of how HIV passes from person 

to person. We’ll focus on sexual transmission and prevention. In 

Module 6 we’ll look more at drugs and injection drug use. 

 

Let’s start with the five body fluids that can transmit HIV: 

• Blood 

• Semen 

• Precum (pre-ejaculate) 

• Vaginal Fluid 

• Breast Milk (for infants) 

Other body fluids (tears, saliva, sweat, sputum, nasal secretions, 

urine, and feces) do not transmit HIV. Sharing food or drink, hugging and kissing, 

sharing a classroom or work environment—the U.S. National Institutes of Health and the 

U.S. Centers for Disease Control and Prevention have found that none of these are ways 

that people contract the virus. 

 

Module 5: HIV Transmission and Prevention, Screen 3 of 18 
HIV Transmission and Prevention 

 

For HIV to pass from one person to another, one of the five fluids containing 

HIV has to enter the bloodstream of an uninfected person. HIV can’t survive 

long outside the human body, and human skin is excellent at protecting against 

infection.  

 

HIV can only get into the body when the skin is torn or compromised in some 

way, or when HIV passes through mucous membranes (for example, the wet, 

soft skin in the rectum and vagina). 

 

There are four ways, called modes of transmission, that HIV can enter the body: 

• During unprotected anal and vaginal intercourse sex, and possibly, under very 

specific conditions, oral sex  

• While sharing injection equipment, most often needles   

• During pregnancy, birth, or breastfeeding, from mother to fetus or newborn  

• Through contact with blood during health care or other occupational exposure 

Ask yourself: What are the five fluids that can transmit HIV? If you’re 

not sure, reread the last few screens. 
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Module 5: HIV Transmission and Prevention, Screen 4 of 18 
Continuum of Risk  

 

As you can see in this illustration, different activities pose different risks for HIV. If you 

look at the continuum, anal or vaginal intercourse with someone who has the virus risks 

infection much more than, say, oral sex. 

 

 

 

When you’re counseling, you might use the concept of a continuum of risk to help clients 

think of small, incremental steps to reduce the chance of infection. For example, if a 

client is not going to use a condom, substituting oral sex for anal intercourse is a step that 

dramatically reduces the client’s chance of contracting or transmitting the virus.  

 

Let’s look at two specific examples of options for reducing the risk of HIV infection. 

 

 

 

 

Ask yourself: Can you name three activities that are high risk for HIV 

transmission? 

 

If you’re not sure, reread the last few screens. 
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Module 5: HIV Transmission and Prevention, 5 of 18 
What Are Bill’s Risks for Transmitting HIV? 

 

This is Bill. Bill is in his 30s and identifies as a gay man. He is testing today because he 

has been having sex with men he meets online. He signs on in the afternoons and makes 

dates to meet some of these men at the local bathhouse. Here’s how Bill explains his 

situation to the counselor: 

 

 

 

What are some risk reduction options for Bill? 
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Module 5: HIV Transmission and Prevention, Screen 6 of 18 
Risk Reduction Options for Bill  

 

It’s not going to work to tell Bill how dangerous unprotected sex is. Instead, the 

counselor could ask Bill if he is interested in talking about options to reduce the chances 

of transmitting HIV, and if he has any ideas for options that might work for him. Here is 

some framework for thinking about options: 

 

Bill is not necessarily opposed to using condoms. Since he arranges his encounters online, 

one thing he could do is tell guys he’s chatting with online which sexual activities he 

likes—but only with a condom—and which activities won’t require condoms. Those men 

who are not interested in using condoms at all will probably just pass on meeting up with 

him. 

 

Another thing Bill could do is try to 

“serosort”: only have sex with men of 

the same HIV status. He could post his 

HIV status on the forum and say he is 

only interested in having sex with other 

negative men. Or, he could choose to 

only have anal sex with men who state 

they are negative, but have oral sex 

and/or mutual masturbation with men 

of any status. 

 

Bill could also reduce his risk of HIV 

transmission by increasing the amount 

of lube he uses with his partners. Or he 

could reduce the amount of anal sex, 

both insertive and receptive, and 

increase oral and other kinds of sex.  
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Module 5: HIV Transmission and Prevention, Screen 7 of 18 
What Are Linda’s Risks for HIV Transmission? 

 

Let’s look at one more example. Linda is a woman in her mid-40s. She has been married 

for 15 years. Her husband does not know that she is testing. They both stopped using 

crystal about three years ago. Let’s see what Linda has to say: 

 

 

 

 

 

 

What can Linda do to reduce the risk of transmission of HIV? 
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Module 5: HIV Transmission and Prevention, Screen 8 of 18 

Risk Reduction Options for Linda 

 

Linda does not want to tell her husband about her drug use, her STD, or her sexual 

relationship with Brad, so she won’t tell her husband to wear a condom. Brad 

doesn’t want to use a condom when he has sex with Linda because he can’t 

maintain an erection. It seems clear that condoms are not an option right now. 

What options to reduce risk might work for Linda? 

 

Once she and Brad no longer have gonorrhea, Linda could increase the 

amount of oral sex and decrease the amount of intercourse in both 

relationships. (Oral sex decreases the risk of HIV transmission, but 

gonorrhea can be transmitted orally. If another STD is present, the risk 

for HIV transmission is also higher.) 

 

With Brad, she could suggest starting with intercourse and finishing 

with oral sex or a hand job. While precum (pre-ejaculate) can 

transmit HIV, it is less risky than cum (ejaculate). She could also try a 

Reality (female) condom with Brad. She can wear this condom when 

they have intercourse to protect herself from HIV and other STDs. 

 

Linda could also use lots of lube with both partners. A water-based 

lubricant will decrease the amount of friction during sex and reduce 

the chances of HIV transmission. 

 

 

 

 

 

 

 

 

 

 

 

Ask yourself: Other than using condoms, what are a few ways people 

can reduce their risk for HIV? If you’re not sure, reread the last few 

screens.  
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Module 5: HIV Transmission and Prevention, Screen 9 of 18 
Comfort Asking About Sex 

 

Some of us come from families and environments in which sex is discussed openly and 

neutrally. But many of us—and many of our clients—come from backgrounds in which 

these conversations are taboo.  

 

Silence surrounding sex often hides what people are actually doing and, consequently, it 

hides whether we understand their HIV risk from sex. Whether it’s our own discomfort 

with the topic or a client’s discomfort, silence can lead to assumptions about what people 

do and how they can prevent HIV while doing it. 

 

People might think Terri is 

bisexual. But it would be a 

mistake to jump to that 

conclusion, just as it would be 

a mistake to assume we 

already know what her HIV 

risk is. There are a lot of 

possibilities here: 

 

• Maybe Terri identifies 

as a lesbian, and only 

has sex with men to 

pay her bills. She 

always uses condoms 

for oral, vaginal, and 

anal sex with men 

because she doesn’t 

want to bring anything home to her partner. Her partner accepts Terri’s HIV risk 

from sex work as minimal, so they don’t use protection with one another.  

 

• Maybe Terri limits her sex with men to being a professional dominatrix, 

occasionally masturbating men but never coming in direct contact with precum or 

semen. She doesn’t like labels, so she doesn’t identify as lesbian, bisexual, or 

heterosexual. She and her partner inject heroin together, which helps her cope 

with her work.  

 

• Maybe Terri identifies as bisexual. She always uses condoms for vaginal and anal 

sex with her male clients. Terri’s partner is HIV-positive, but they don’t use 

protection for oral sex and use separate sex toys for each another. Terri had a 

condom break recently with one of her male clients. 

 

There could be a lot more to Terri’s sex life than we might assume at first glance. The 

more context we hear, however, the easier it is to let go of our assumptions and see 

what’s really going on for Terri. 
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Module 5: HIV Transmission and Prevention, Screen 10 of 18 
Don’t Make Assumptions 

 

As you can see, we can’t assume much looking through a narrow window into 

someone’s sexual behavior. The main thing to remember is that we need to keep 

our own assumptions in check, otherwise we risk making it more difficult for 

clients to tell us what they’re doing.  

 

We don’t have to know everything there is to know about sex in order to do HIV 

counseling. We do, however, need to know some of the basic approaches people 

use to prevent contracting the virus.  

 

Module 5: HIV Transmission and Prevention, Screen 11 of 18 
Basic Ways to Prevent HIV During Sex 

 

People can prevent HIV infection during sex by not taking blood, semen, pre-ejaculate, or 

vaginal secretions into the mouth, vagina, or anus. Condoms nearly eliminate the risk of 

HIV transmission during anal and vaginal intercourse. However, not all clients you’ll see 

will be ready, willing, or able to use condoms or to use them 100 percent of the time. 

 

If someone isn’t going to use a condom, here are some other options that might lessen the 

chance of infection during sex: 

Ask yourself: Why is it important not to make assumptions about clients’ sex lives?  

If you’re not sure, reread the last few screens. 
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Module 5: HIV Transmission and Prevention, Screen 12 of 18 
We Return to Paolo and Greg 

 

Now let’s rejoin Paolo and Greg. As you may remember, Paolo had just summarized the 

discussion so far, and reflected back to Greg that he seemed to want to do something 

about his need to “prove a point” by topping without a condom.  

 

What have you thought  

about doing, if anything?  
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Module 5: HIV Transmission and Prevention, Screen 13 of 18 
Paolo Suggests a Referral 

 

Greg: I’ve been thinking—maybe I should talk to someone, like a therapist. 

 

Paolo: That’s often helpful in a situation like this. Before you go, I can 

give you referrals to a couple of therapists.  

 

Greg: Thanks. 

 

Paolo: We still have some time before the result is ready. Would 

you be OK with us focusing on prevention a little more specifically?  

 

Greg: What do you mean? 

 

Paolo: To start, there’s a question I wanted to ask you: Does drinking or 

other drugs play a role in whether or not you use condoms? 

 

Greg: No, not really. 

 

 

 
Module 5: HIV Transmission and Prevention, Screen 14 of 18 
Paolo Asks Greg About Realistic Options 

 

Paolo: OK. It’s helpful to get a picture of everything that’s 

happening.  

 

I know you’re interested in talking with a therapist. In the 

meantime, though, if you find yourself in a situation similar to the 

one that happened last month, what do you think you might do? 

 

 

Greg: I guess I could try to use a condom. 

 

Paolo: You mentioned that you use them when you bottom. 

 

Greg: I didn’t tell you everything before. If I don’t use a condom as a top, 

guys just assume I’m into raw sex as a bottom, too. So, sometimes it goes 

both ways. I know, I know. I should just use condoms—or not have sex at all. 

 

Paolo: Sometimes you don’t feel you can use a condom and, at the same 

time, you want to protect your health. 
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Module 5: HIV Transmission and Prevention, Screen 15 of 18 
Paolo Helps Greg Explore His Feelings 

 

Greg: That’s true. Well, there is one thing I already do. 

I don’t let guys come inside me. 

 

Paolo: That does lower the risk of HIV transmission. 

It’s just that you seem to be so worried about HIV. 

Even though that reduces the chances, I wonder if you 

feel it’s enough for you. 

 

Greg: I’m not sure. Sometimes it feels too difficult to 

change. And, honestly, when everything goes OK, I 

like the feeling of raw sex. But it’s sort of a death wish, 

isn’t it? That’s why I’m thinking about seeing that 

therapist.  

 

Paolo: You think there’s something more to this than 

just pleasure. 

 

Greg: Definitely. 

 

Paolo: I’m going to take a stab at summing up what you’re saying, because I want to 

make sure I really get what’s going on. Sometimes you use condoms, sometimes you 

don’t. The times you don’t are a mix of the “proving a point” thing and “it feels better.” 

Either way, though, you feel that something needs to change. You’re thinking about 

seeing a therapist, and you already make sure guys don’t come inside you when you 

bottom. You’re not sure what else you might do. 

 

Greg: I’ve been thinking about switching to more oral sex. I could do that for a while. 

 

Paolo: Switching to oral sex would decrease the chance of 

transmitting HIV a lot. 

 

Greg: Because oral sex isn’t such a big deal for HIV, 

right? 

 

Paolo: There’s still a small risk with oral sex, but it’s way 

below bottoming or topping raw. 
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Module 5: HIV Transmission and Prevention, Screen 16 of 18 
Paolo Offers a Couple of Risk Reduction Options 

 

Greg: I could try that. 

 

Paolo: That would be much safer. I have a couple of 

other ideas, if you’re interested. 

 

Greg: What are they? 

 

Paolo: Using more lube can reduce tearing, in either 

your rectum or the other guy’s.  

 

Greg: OK. So more lube. 

 

Paolo: Right. And getting checked out for other infections—like 

gonorrhea, chlamydia, and syphilis—would also help. Those diseases 

often don’t show symptoms, but they make it easier to become infected 

with HIV. And they are treatable. 

 

Module 5: HIV Transmission and Prevention, Screen 17 of 18 
Paolo Summarizes Greg’s Options 

 

Greg: I haven’t been checked out for other stuff in a while. 

 

Paolo: OK, I’ll give you a phone number and a Web site if you need one. 

 

Greg: Yeah, please. Aren’t my results ready yet? 

 

Paolo: I bet they are.  

 

Before I go look, let me just quickly review: I’m going to give you a 

referral to a couple of therapists and a referral for STD testing. In the 

meantime, you are already doing some important things to prevent HIV 

transmission: You don’t let partners come in you when they’re not wearing 

condoms and you sometimes use condoms when you bottom. Now you’re thinking about 

trying more oral sex instead of anal sex and using more lube if you do have anal sex 

without a condom. Is that right?  

 

Greg: Yup.  

 

Paolo: OK. Do you have any other questions before I go check on your 

results? 

 

Greg: No, I just want to know. 

 

Paolo: OK. I’ll be a few minutes. 
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Module 5: HIV Transmission and Prevention, Screen 18 of 18 
Conclusion 

 

 

 

Paolo used open-ended questions and reflections to guide Greg 

through a discussion about his feelings about his sexual activities 

and changes he might want to make to prevent HIV transmission.  

 

Paolo elicited safer sex ideas from Greg, and offered 

additional options only after Greg had put several 

options on the table.  

 

How do you think that session went? Do you think 

Greg will put any of his new options for safer sex 

into practice? 
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Module 6: HIV, Drugs, and Injection Drug Use 

 

 
 
Module 6: HIV, Drugs, and Injection Drug Use, Screen 2 of 14 
Introduction 

 

Greg’s risk for HIV transmission isn’t related to drinking or drugs, but often 

alcohol and drug use are important factors to consider. It isn’t just a question of 

injection drug use. For many people, drinking or using drugs influences sex in 

ways that elevate the risk for HIV transmission. So it’s important to talk to 

every client about substance use. 

 

In this module, however, we will be focusing on the basics of injection drug use.  

 

 
Module 6: HIV, Drugs, and Injection Drug Use, Screen 3 of 14 
The Territory of Drug Use 

 

To be effective as an HIV test counselor, you have to feel comfortable discussing 

injection drug use with clients. Some of us already have lots of experience doing that. But 

for others, this is new territory. 

 

The focus of this module is on harm reduction and how it can prevent the spread of HIV. 

Charles is a counselor who speaks eloquently about this challenge. 

 
“I didn’t realize it, but my attitude 
used to be: “I’m not comfortable 
talking about drugs, so you need to 
stop using them. I want our 
discussion to focus on things I’m 
comfortable talking about.” Once I 
realized that was my attitude, I was 
more willing to go out of my 
comfort zone. I started to have 
equal enthusiasm for counseling 
about drug behavior as sexual 
behavior.” 
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Module 6: HIV, Drugs, and Injection Drug Use, Screen 4 of 14 
What Is Harm Reduction? 

 

Here’s how the Harm Reduction Coalition defines harm reduction: 

 

• Harm reduction is any effort to reduce drug-related harm 

to an individual, their family, or their community. 

 

In other words, harm reduction aims to reduce the harmful consequences 

of drug use without necessarily reducing someone’s drug use.  

 

Many people use substances to cope with a variety of personal and interpersonal stressors. 

Harm reduction interventions meet people who use drugs “where they’re at” and 

encourage these folks to make any positive change.  

 

Although the concept of harm reduction was developed by substance users and their 

counselors, the principles are applicable to many other kinds of activities. For example, 

Greg and Paolo’s discussion of switching to more oral sex and less anal sex could be seen 

as an example of harm reduction. 

 

Module 6: HIV, Drugs, and Injection Drug Use, Screen 5 of 14 
Developing Harm Reduction Approaches 

 

Here are some suggestions, adapted from the Harm 

Reduction Coalition and Training Institute, for working 

with clients on harm reduction: 

 

• Maintain a policy of respect for all clients: 

Recognize and set aside judgments about 

drugs, drug use, and drug users.  

 

• Focus on a client’s strengths and abilities.  

 

• Support all positive changes.  

 

• Don’t assume that all the problems in the life of someone who uses drugs are 

related to drug use. Let people identify and set their own priorities.  

 

• When asked, provide accurate and honest information about the possible 

harms of drug use, both in general and specifically in terms of the client’s life. 

 

 

 

Ask yourself: Can you name three examples of harm reduction?  

If you’re not sure, reread the last few screens. 
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Module 6: HIV, Drugs, and Injection Drug Use, Screen 6 of 14 
Basics of Injection Drug Use 

 

 

As part of the discussion of harm reduction options, we 

want to review the basics of injection drug use and ideas 

for harm reduction. The activity on the following screens 

lets you go as fast or slow as you want, depending on your 

level of knowledge. Feel free to go at your own pace. Or 

skip around if you already know some of the information.  

 

Keep in mind that your clients may do things differently. It is always important to ask 

your clients how they inject and then individualize the session to their specific situation 

and needs. 

 

 
 
 
Module 6: HIV, Drugs, and Injection Drug Use, Screen 7 of 14 
Injection Safety: Steer Your Own Course 

 

When you click on any of the boxes below, you will see a “card” with information about 

that aspect of injection drug use. When you click on the grey card, the card will flip over 

to show harm reduction steps that reduce the risk of HIV (and hepatitis C transmission).  
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Module 6: HIV, Drugs, and Injection Drug Use, Screen 8 of 14 
When Both Sex and Drugs Are Risk Factors 

 

That was a lot of information, wasn’t it? Don’t worry. The most important 

aspect is feeling comfortable with harm reduction as an approach. 

 

Now that we’ve explored some facts and ideas about injection drug use, 

let’s look at how injection-related risks might come up in a counseling 

session. 

 

We’re going to pop in for part of a session with Ingrid and Laurie. Ingrid is a 

counselor at a drop-in health clinic that serves many injection drug users.  
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Module 6: HIV, Drugs, and Injection Drug Use, Screen 9 of 14 
Ingrid Asks Laurie What She Knows About HIV Transmission 

 

Ingrid: Laurie, I don’t want to tell you things you know. So would you tell me what you 

already know about how HIV is transmitted from person to person? 

 

Laurie: The basics—like you get it from sex and from sharing needles, right? 

 

Ingrid: That’s right. Can I add a little, to make sure we’re on the same page? 

 

Laurie: Sure. 

 

Ingrid: HIV is transmitted through five fluids: blood, cum, precum—the stuff 

that comes out before cum, vaginal secretions, and breast milk. If you get any 

of those fluids into your body from someone who has HIV, you could 

get HIV yourself. 

 

Laurie: That’s what I thought. 

 

Ingrid: OK. So knowing that, how might you have come into contact with the 

virus? 

 

Laurie: Well, if I got it, it’d be from sex. 

 

Ingrid: What kind of sex? 
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Module 6: HIV, Drugs, and Injection Drug Use, Screen 10 of 14 

Ingrid Asks Laurie to Explain 

 

Laurie: Well, I have sex with my boyfriend. Sometimes I also have sex with guys 

to get money. I don’t really like it, but it pays the bills, if you know what I mean. 

 

Ingrid: Tell me about that. 

 

Laurie: Well, dope is expensive. When me and my boyfriend are desperate, I’ll 

give a hand job or a blow job for 20 bucks. But I don’t let them go inside me. I only 

do that with my boyfriend. 

 

Ingrid: So you don’t let guys go inside your vagina or ass, if I understand you right.  

 

Laurie: That’s right.  

 

Ingrid: How do you and your boyfriend feel about condoms? 

 

Laurie: He’s not into using condoms. But I tell him not to come inside me and 

usually he doesn’t. 

 

Ingrid: Not coming inside does lower the risk for HIV. Not as much as condoms, though. 

Has your boyfriend been tested for HIV? 

 

Module 6: HIV, Drugs, and Injection Drug Use, Screen 11 of 14 
Ingrid Uses Open-Ended Questions 

 

 

Laurie: He tested last week because they were giving out vouchers. He tested negative, 

so that was a relief. 

 

Ingrid: You mentioned earlier that you and your boyfriend use dope. 

Can you tell me about that? What do you use and how do you use it? 

That kind of thing. 

 

Laurie: Different stuff, but I guess what you’re asking 

about is heroin. We shoot up, but mostly it’s just him and 

me.  

 

Ingrid: Tell me more about that. 

 

Laurie: I got into it about a year ago when I met him. He fixes me first, then 

shoots up afterward. 

 

Ingrid: Using the same syringe? 
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Module 6: HIV, Drugs, and Injection Drug Use, 
Screen 12 of 14 
Ingrid Asks for Clarification 

 

Laurie: Sometimes. We don’t do that if we can get to a needle 

exchange, but since we travel, it’s hard to get to a good exchange. 

 

Ingrid: Are there other people, too? 

 

Laurie: Basically just him. I mean we’ve shot 

up with other people sometimes, but he and I 

keep our stuff together. We don’t share. 

 

Ingrid: Meaning you don’t share needles, 

cookers, cottons, or anything else except with 

your boyfriend? 

 

Laurie: I guess sometimes when we've been high—but not usually. 

 

Ask yourself: What is a harm reduction step Laurie 

could take to reduce her HIV risk?  

If you’re not sure, reread screens 7–12. 
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Module 6: HIV, Drugs, and Injection Drug Use, Screen 13 of 14 

Ingrid Considers What She Has Learned 

 

Ingrid has learned a lot about Laurie. She knows that some of Laurie’s activities put her 

at high risk for HIV transmission. She has also learned that Laurie is doing some 

important things to protect herself. 

 

Let’s sneak a look at what Ingrid is thinking right now: 
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Module 6: HIV, Drugs, and Injection Drug Use, Screen 14 of 14 
Conclusion 

 

Ingrid has some great ideas for options that would reduce Laurie’s 

risks—everything from more lube during intercourse to urging Laurie 

to learn how to inject herself to brainstorming ways to increase 

Laurie’s use of the needle exchange.  

 

But Ingrid knows that making one suggestion after another 

probably won’t work. She’s tried that before. Clients usually say, 

“Yes, but …” and then explain why that option won’t work for 

them. Both Ingrid and her client end up feeling frustrated. Ingrid 

knows that lecturing Laurie or trying to scare her won’t work 

either. 

 

What will work?  

 

In the next module, we’re going to explore the Stages of Change. 

Understanding those stages will help Ingrid have a supportive and 

effective discussion with Laurie about changes she might want to 

make. 
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Module 7: The Stages of Change and Risk 

Reduction Steps  

 

 
Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 2 of 11 
Introduction 

 

Have you ever tried to stop smoking, lose weight, get more 

exercise, or stop nagging your children? If you have ever tried to 

make a major change in your behavior, you know how hard it is.  

 

You probably went through several stages, starting with not 

wanting to change at all. Maybe later you considered the pros 

and cons of changing for a long time. Perhaps you had a few 

unsuccessful attempts before you succeeded in making a 

change, or maybe you’re still thinking about whether you want 

to try. 

 

That’s totally normal. Two researchers, James Prochaska and 

Carlo DiClemente, discovered that there is a series of Stages of 

Change that almost everyone goes through when faced with 

changing an ingrained behavior. 

 

As HIV test counselors, understanding the Stages of Change 

can be important. The more we adapt our discussion with a 

client to the client’s stage, the more likely we are to be 

effective. Let’s look at those stages. 
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 3 of 11 
The Stages of Change 

 

According to Prochaska and DiClemente, there are five stages of change: 

 

• Precontemplation 

 

• Contemplation 

 

• Preparation (Ready for Action) 

 

• Action 

 

• Maintenance 

 

On the following screens, we’ll look at each stage one at a time. 
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 4 of 11 
Precontemplation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prochaska and DiClemente’s research classified people as precontemplative if they had 

no serious intention to change the problem behavior. People in this stage are often 

unaware of the problems presented by their behavior--they are not having difficulty in 

finding solutions, but instead in seeing that a problem exists in the first place. People in 

the precontemplation stage often seek social services or HIV counseling because of 

external pressures, for example, from family members, the courts, and employers. 
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 5 of 11 
Contemplation 

 

During the contemplation stage, a person recognizes that a problem exists and is seriously 

thinking about changing a behavior, but has not yet committed him or herself to taking 

action. Prochaska and DiClemente’s research classified people as contemplative if they 

indicated they were seriously considering changing their behavior within the next six 

months.         

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 In one of Prochaska and DiClemente’s studies of smokers, the most common outcome 

among 200 contemplators was no progression to the next stage of change over the two 

years of the study. The contemplation stage can last for long periods of time. The person 

in this stage knows where he or she wants to go but is not ready to do what is necessary 

to get there. Contemplators spend considerable effort weighing the pros and cons of the 

problem and its solutions. The hallmark of this stage is the serious consideration of 

change without adequate motivation to endure the effort of change and sustain the loss 

that change requires.      
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 6 of 11 
Preparation 

 

During the preparation stage, a person brings together the intention to change and the 

preliminary behavioral efforts to make the change. Prochaska and DiClemente’s research 

classified people as preparing if they intended to take action within the next month or had 

unsuccessfully taken action in the past year. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Preparation might include, for example, someone who wants to stop smoking and has 

actually cut back the number of cigarettes he or she smokes each day. It might also 

include someone who had quit completely smoking for two months, relapsed and started 

smoking again, and intends to quit again within a month.  
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 7 of 11 
Action 

 

During the action stage, a person makes adaptations in order to change his or her attitudes, 

behaviors, or environment. Prochaska and DiClemente’s research classified people in the 

acting stage if they had successfully altered their behavior for a period ranging from one 

day to six months. The researchers defined “success” using criteria such as complete 

abstinence from smoking or drug use. The action stage demands considerable time and 

energy and is notable for overt and visible changes in behavior.  

 

While action can be a dramatic and rewarding stage, merely acting is not the same as 

successfully achieving and maintaining behavior change. In addition, people in the action 

stage are particularly susceptible to relapse to an earlier stage: for example, an individual 

may give up heroin use completely for three months and then use again; or someone may 

have been consistent about using a condom for every act of anal intercourse for a month 

and then may slip and have unsafe sex. 

 

 
 
 
Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 8 of 11 
Maintenance 

 

During the maintenance stage, a person’s efforts focus on sustaining a 

change in behavior, preventing relapse to the behavior, and 

consolidating the gains of the action stage. Prochaska and 

DiClemente’s research classified people as “maintaining” if they 

had successfully sustained their behavior change for six months 

or longer.  

 

Maintenance was once considered static, as represented by the 

statement, “Once you’re there, you’ve arrived.” It is now 

viewed as the continuation of change, rather than its absence, 

as represented by the statement, “Once you’re there, there is still 

plenty of work to do.” Relapse to an earlier stage is always 

possible.  
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 9 of 11 
Matching Interventions to Stages 

 

The following table illustrates the kinds of interventions that may be most effective for 

clients in each stage of behavior change. To find more information on the stages of 

change, including examples of interventions and information on eliciting self-

motivational statements, go to the following article: Harm Reduction and Motivational 

Interviewing 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ask yourself: Why won’t suggesting a risk reduction option help a 
client who is contemplative? If you’re not sure, reread the last 
few screens. 
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 10 of 11 
Precontemplative and Contemplative— 

Practice Exercise 

 

While it is important to be familiar with each of the stages of change, research has 

shown that 85 percent of people who come in to test at California state-funded HIV 

test sites are in either the pre-contemplative or the contemplative stage. Sometimes it 

can be difficult to tell the difference between these two stages, but it is important to 

understand the difference, since the interventions will be very different for each stage. 

 

Read the statements below in the left column, then click and drag the statement to the 

column you feel is the appropriate state of change. If you dragged the statement to the 

correct column, then you'll get the thumbs up. If incorrect, you'll get a thumbs down. 

Either way, you will see the correct answer on the far right with the reason why it is 

either precontemplative or contemplative. 

 

Don’t worry: there are no grades for this game. I just want you to feel comfortable with 

understanding the differences between the two stages. 
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Module 7: The Stages of Change and Risk Reduction Steps,  
Screen 11 of 11 

 

Conclusion 

 

How does what we learned about the Stages of Change relate to 

Laurie and Ingrid? Laurie is doing at least two things that put her 

at risk for HIV transmission: She’s having unprotected 

intercourse with her boyfriend, who is in the window period; and 

she’s sharing needles and works with him and sometimes 

other people, too, when they can’t get to the needle 

exchange.  

 

Ingrid needs to use open-ended questions to find out 

how Laurie feels about changing either of these 

situations. If Laurie is precontemplative, it won’t do 

any good for Ingrid to offer lots of good options, 

because Laurie won’t be interested in changing. 

 

If Laurie is contemplative, helping her think about the 

pros and cons of changing—in a nonjudgmental way—

could be supportive and effective. 

 

If Laurie is in the preparation stage, then Ingrid might try 

to find out if Laurie has ideas for how she could change 

and whether Laurie is interested in more options. 

 

In the next module, we’ll see more of Ingrid and Laurie’s 

counseling session.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 91 

Module 8: Preparation for Test Results 
 

 

 

 

 

Module 8: Preparation for Test Results , Screen 2 of 9 
Introduction 

 

We have watched Ingrid do some effective counseling: 

 

• Ingrid helped Laurie feel safe enough to share experiences that put her at risk for 

HIV transmission. 

  

• Ingrid explored the context of Laurie’s HIV transmission risk as well as specific 

activities. 

 

While we were learning about the Stages of Change, Ingrid used open-ended questions 

and her understanding of the Stages of Change to help Laurie think about changes she 

might want to make to prevent HIV transmission.  

 

Laurie decided she is ready to have a conversation with her boyfriend about using 

condoms. On the other hand, she is not sure she wants to change anything 

about how she and her boyfriend use heroin. She’s going to think about 

that more. 

 

Before she goes to retrieve Laurie’s test results, Ingrid needs to make 

sure that Laurie understands what the results will mean. That includes 

explaining: 

 

• The window period. 

• The meaning of a negative test result. 

• The meaning of a preliminary positive test result. 

 

Let’s watch her do that in the next few screens. 
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Module 8: Preparation for Test Results , Screen 3 of 9 

 
Ingrid Summarizes Laurie’s Talk About Change 

 

Ingrid: Laurie, I want to review what I heard. Please tell me if I missed 

anything. You are already doing important things to protect yourself from 

HIV: When you have sex for money, you don’t have intercourse, just blow 

jobs and hand jobs. Your boyfriend doesn’t like condoms, but you try to 

get him to withdraw before he comes. In terms of shooting up, you and 

your boyfriend get clean works at the needle exchange when you can, and 

he injects you first. You don’t share needles or works with people besides 

him. 

 

Now you’re thinking you might want to do even more. You want to talk 

with your boyfriend about using condoms. And you’re not sure, you need 

to think about it more, but you might be willing to consider changing how 

you shoot up. Is that right? Did I miss anything? 

 

Laurie: That’s right. I don’t want HIV, that’s for sure. But I think I’m 

gonna be negative. My boyfriend tested negative last week, so that must 

mean I don’t have anything either. 

 

Ingrid: It’s more complicated than that. Can I explain what I mean? 

 

 

 

 

 

 

 

 



 

 93 

Module 8: Preparation for Test Results , Screen 
4 of 9 

Ingrid Explains HIV Antibodies 

 

Laurie: OK. 

 

Ingrid: Stop me if I’m saying stuff you already know. 

When HIV infects someone’s body, the body tries to fight it 

off by building antibodies, kind of like soldiers that try to 

fight off HIV.  

 

Laurie: Yeah, I remember hearing something about this. 

 

Ingrid: What do you remember? 

 

Laurie: That those antibodies can’t fight HIV all that well, which is why 

people get sick. 

 

Ingrid: That’s right. The rapid test is looking for these antibodies. It’s 

looking for the body’s reaction to HIV. But it takes a while for the body 

to build up enough antibodies so that they will show up on the test.  

 

 

Ask yourself: What is an antibody?  

If you’re not sure, reread the last few screens. 
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Module 8: Preparation for Test Results , Screen 5 of 9 

HIV Antibodies and the Window Period 

 

Ingrid: Here’s something really important: If 

the test finds antibodies, that person very likely 

has HIV.  

 

If the test doesn’t find antibodies, it means 

either that person doesn’t have HIV or that it 

just hasn’t been long enough since the person 

got infected for those antibodies to have 

accumulated enough to show up. 

 

Laurie: Wait a second. Does that mean my 

boyfriend could have HIV even though he 

tested negative? 

 

Ingrid: That’s true.  

 

Laurie: Really? 

 

Ingrid: That’s the important part: Just because 

he tested negative last week doesn’t mean he 

doesn’t have HIV. Or that you don’t. This is a 

lot to hear. How do you feel about this? 

 

Laurie: Like I need to call my boyfriend right now. If 

this test can’t find the antibodies, then what’s the 

point? 

 

Ingrid: The test is actually really good at finding 

antibodies. If someone has HIV, then the antibodies 

will eventually show up on a test. They may show up 

as early as two weeks after someone gets infected, but 

people often take longer to develop detectable 

antibodies. Many people with HIV show the 

antibodies at the end of three months. The longest it 

would take is six months. 

 

Laurie: I think I follow you, but I’m not sure. 

 

 

 

 

 

 

 

 



 

 95 

Module 8: Preparation for Test Results , Screen 6 of 9 

The Window Period 

 

Ingrid: Let’s use this diagram. Sometimes it helps me 

understand something better if I see it. When was the last 

time you got someone else’s blood, cum, precum, or 

vaginal secretions into your body? 

 

Laurie: Uh, we’re talking precum. So last night. 

 

Ingrid: OK. Let’s fill this out. Today is March 4, so that 

would be March 3. 

 

Ingrid: So if by any chance you got HIV last night, then 

the earliest you’d test positive would be in two weeks—

March 17—but it could take as long as three months—

June 3—or even six months—September 3. To be 

absolutely sure about last night, you’d need to retest 

around September 3. 

 

The period of time between when someone gets HIV and when the antibodies show up on 

the test is called the window period. It’s called that because that is the period when the 

window is open for antibodies to develop and accumulate enough to be detected by the 

test. 
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Module 8: Preparation for Test Results ,  
Screen 7 of 9 

Why Test Now? 

 

 

Laurie: Then what’s the point of me testing today?  

 

Ingrid: It does tell you something important. If the test 

comes back negative today, that means that up until six 

months ago, you didn’t get HIV. And since your boyfriend 

tested negative last week, that means that up until six 

months ago, he didn’t have HIV either. 

 

 

Laurie: Yeah, so? 

 

Ingrid: It’s possible that you or he could have HIV but 

still test negative for a few more months. That means 

you could pass HIV on to one another, even after testing 

negative, unless you protect yourselves. 

 

There could be a silver lining to the window period. 

Maybe when you and your boyfriend are talking about 

some of the ideas you mentioned for lowering the chance 

of HIV transmission, you could decide to try them out 

for the six months of the window period. Then, at the 

end of six months, it might help you decide what to do 

next. 

 

Laurie: Yeah, but I can’t see him going for that. 

 

 

 

 

 

 

 

 

 

 

Ask yourself: What’s the earliest antibodies might show up on a test? 

What’s the longest? If you’re not sure, reread the last few screens. 
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Module 8: Preparation for Test Results ,  
Screen 8 of 9 

Review of Negative and Preliminary Positive Results 

 

Ingrid: That’s definitely up to the two of you. Before I go 

get your results, I want to review what I told you about the 

possible results. OK?  

 

Laurie: I already know. Negative means I don’t have HIV, 

at least I don’t have the antibodies showing today. Positive 

means I’ve got it. 

 

Ingrid: That’s basically it. A negative result would mean 

either you don’t have HIV, or you’re in the window period 

and your body hasn’t yet manufactured enough HIV 

antibodies to show up on the test. 

 

A preliminary positive result would mean that you very likely are infected with HIV. To 

be absolutely sure, we would ask for a blood sample to send to the lab and we’d ask you 

to return in a week for final results. 

 

How are you feeling about all this? 

 

Laurie: I get it. I’m pretty much talked out. I just 

want my results. 

 

Ingrid: I understand. (Ingrid glances at CIF form). 

I just need to ask one or two quick questions for 

my paperwork, and then I’ll go get those results for 

you. Would that be OK? 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ask yourself: What does a negative test result mean? What does a 

preliminary positive test result mean?  

If you’re not sure, reread the last few screens. 
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Module 8: Preparation for Test Results ,  
Screen 9 of 9 
Conclusion 

 

When Ingrid looks at the CIF form, she realizes that there are only two or 

three questions that she needs to ask Ingrid directly. Answers to most 

of the questions emerged naturally during their discussion. So Ingrid 

is just about done with the Risk Assessment section of the session.  

 

There are only a few remaining steps: 

 

Ask any remaining questions from the CIF. 

Ask if the client has questions before you retrieve the results. 

 

Tell the client you will be gone a few minutes so the client won’t 

needlessly worry about how long you are gone. 

 

Go retrieve the results. 
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Module 9:  

Disclosing Negative Test Results 

 
Module 9: Disclosing Negative Test Results, Screen 2 of 11 
Introduction 

 

 

In this module, we’ll watch Paolo deliver a negative HIV test result. Think 

of this as a preview of the face-to-face Basic Counselor Skills Training, 

which will include a significant focus on delivering test results. There, you 

will watch an experienced counselor disclose negative and preliminary 

positive test results. You will learn about the components of the 

disclosure sessions and have a chance to practice both negative and 

preliminary positive test disclosures. 

 

Most new HIV test counselors worry about delivering preliminary 

positive results. That is totally normal. We will have a chance to discuss 

this in the Basic Counselor Skills Training. But remember that the 

overwhelming majority of test results you deliver will be HIV-negative. 

A negative disclosure session is an important opportunity to work with your 

client on HIV prevention.  
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Module 9: Disclosing Negative Test Results, Screen 3 of 11 
Goals of HIV-Negative Disclosure Session 

 

Here are the basic elements of a HIV-negative disclosure session: 

 

• Make sure the client is ready to hear the results.  

 

• Share the results.  

 

• Allow the client to react to the results.  

 

• Make sure the client understands the results.  

 

• Support the client in processing thoughts and feelings.  

 

• Review behavior change decisions and plans (if any) from  the 

Risk Assessment.   

 

• Make referrals if needed. 

 

 

Module 9: Disclosing Negative Test Results, Screen 4 of 11 
Paolo Gives Greg His Test Results 

 

Let’s see what that looks like by joining Paolo and Greg as 

Paolo returns to the counseling room with the test result. 

 
Paolo: OK, Greg, let’s match up the numbers: 7-5-3-4-2-1-0. 

They’re the same.  

 

Your result is negative. 
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Module 9: Disclosing Negative Test Results, Screen 5 of 11 
Greg Hears His Test Result 

 

  

 

 

Greg listens to this test result. To see his reaction go to the next screen. 

 

 

 

 

 
 
 
 
Module 9: Disclosing Negative Test Results,  
Screen 6 of 11 
Greg Reacts 

 

 

 

Greg: OK— 

 

Paolo: You look … surprised. 

 

Greg: I am. I expected— 

 

Paolo: —a different result. 

 

Greg: Yeah. I mean, I’m relieved, but it might be easier just 

to know already. 

 

Paolo: [Pauses] 

 

Greg: I still need another 

test in a few months. 

 

Paolo: That’s right. 
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Module 9: Disclosing Negative Test Results, Screen 7 of 11 
Paolo Reflects Greg’s Feelings 

 

Greg: I think it’s going to be positive next time. 

 

Paolo: You sound convinced. 

 

Greg: I’ve been lucky so many times before. I’m worried that my luck is going to run out. 

 

Paolo: It’s a lot to be carrying this feeling that you’re eventually going to get HIV. 

 

Greg: I really don’t want to get it. 

 

Paolo: And it’s complicated. 

 

Greg: Yeah. 

 

Paolo: Can I go out on a limb and suggest 

something? 

 

Greg: Yeah. What is it? 
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Module 9: Disclosing Negative Test Results, Screen 8 of 11 
Paolo Summarizes Greg’s Talk About Change 

 

Paolo: You said some things today that clearly communicate a 

drive for things to be different, to make a change. You’re 

interested in seeing a therapist to work through how you want 

to respond when someone stereotypes you as a bottom. In the 

meantime, you’re thinking about trying more oral and less 

anal sex—and more lube if you do have anal sex without a 

condom. And you mentioned getting checked out for STDs.  

 

Do I have this right? 

 

Greg: Yeah. But now it feels like a lot to tackle. 

 

Paolo: How do you feel about that? 

 

 

Module 9: Disclosing Negative Test Results, Screen 9 of 11 
Paolo Offers Referrals 

 

Greg: Kind of overwhelmed, but when you play it back like you did, it does sound like I 

don’t want to get sick.  

 

Paolo: I was just repeating what you said earlier. It’s your own internal pep talk. 

 

Greg: I guess you’re right. And I do want to talk to a therapist. 

 

Paolo. Here are numbers for two therapists. If neither of these 

works out for any reason, call us back at this number on my card 

and we’ll help you find someone else. And here’s the information 

on STD testing, if that’s something you want. 

 

Do you have any more questions or 

anything you’d like to add? 

 

Greg: No. I’m good. Thanks a lot. 
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Module 9: Disclosing Negative Test Results, Screen 10 of 11 
Paolo and Greg Reflect on the Session 

 

Let’s see how Greg and Paolo are feeling about the session: 

 

 

 

 

Greg: That was okay. It was hard to say that stuff about sex out loud, 

but I feel better now that I did. Paolo was pretty easy to talk to. I’m 

going to call one of those therapists this afternoon before I lose my 

nerve. 

 

 

 

Paolo: It upsets me when clients wish they were 

positive. I have to work hard to stay neutral and let 

them say how they feel. I think I did okay with that 

this time. I should have asked Greg to summarize 

the changes he decided to make before I jumped in. 

I’m going to work on that next time.  

 

 

 

 
 
Module 9: Disclosing Negative Test Results, Screen 11 of 11 
Conclusion 

 

Remember: this was just a first look at a negative disclosure session. You’ll learn 

more during the Basic Counselor Skills Training. As we mentioned in the 

beginning of this module, you will have a chance to watch and practice both 

negative and preliminary positive disclosure sessions. 
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Module 10: Conclusion 

 

 

 
Module 10: Conclusion, Screen 2 of 5 
HIV Test Counselor Basic Training 

 

Thank you for all your hard work. We have covered a lot of material in this online 

pretraining course. By now you are well prepared for the Basic Counselor Skills Training. 

 

 

 

The Basic Counselor Skills Training is an intense, hands-on learning experience. It 

includes opportunities to discuss counseling issues and practice skills. You will watch 

experienced counselors model the Risk Assessment and Disclosure portions of the HIV 

counseling session. You will have opportunities to practice specific sections of the 

counseling session and to get feedback. You will be trained and certified to administer 

and read the OraQuick ADVANCE Rapid HIV-1/HIV-2 Antibody Test. 

 

This online training has given you the background to be a knowledgeable and engaged 

participant in the live training. We hope you feel confident and committed to 

participating actively in that training. It will help you be an effective HIV test counselor. 
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Module 10: Conclusion, Screen 3 of 5 
What We Learned 

 

Before we get to the final Mastery Test, let’s take a look back at the objectives of this 

course. If you’re not sure about any of the topics, use the links to go back and review. 

 

Objectives 

• Explain the rationale and goals of HIV test counseling [Module 1]  

• Describe each of the components of informed consent [Module 2, Screens 4 and 

12]  

• Explain rapid testing [Module 2, Screens 6–7]  

• Explain basic information about the OraQuick test and know where  to find more 

detailed information [Module 2, Screens 13–14]  

• Define the General Principles of HIV test counseling:  

o Client-centered counseling [Module 3, Screen 5–6]  

o Context [Module 3, Screen 7]  

o Individualized sessions [Module 3, Screen 8]  

o Information alone doesn’t change behavior [Module 3, Screen 9]  

o Neutral stance [Module 3, Screen 10]  

o Limited role [Module 3, Screen 11]  

• Explain how HIV is transmitted and how to prevent transmission [Module 5, 

Screens 2–5, 11]  

• Demonstrate a basic understanding of the range of human sexuality and its 

relationship to HIV transmission [Module 5, Screens 6–10]  

• Define harm reduction in relation to HIV transmission [Module 6, Screens 4–5]  

• Demonstrate a basic understanding of injection drug use and its relationship to 

HIV transmission [Module 6, Screen 7]  

• List a variety of harm reduction options [Module 5, Screen 11; 

Module 6, Screen 7]  

• Demonstrate a basic understanding of the Stages of Change and the 

implications for HIV test counseling [Module 7, Screens 3–10]  

• Explain the window period [Module 8, Screen 4–8] | 

• Explain the meaning of negative, preliminary positive, and 

positive HIV test results. [Module 2, Screen 7; Module 2, 

Screen 14; Module 8, Screens 5–9; Module 9, Screen 3] 
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Module 10: Conclusion, Screen 4 of 5 
References and Resources 

 

This is a list of the most important links and images from the Online BCIT. In addition to 

the links here, you’ll find even more information in our Online Resources. Thanks for 

going through the Online BCIT.  

 

See you in the live training, the Basic Counseling Skills Training! 

 

Module 1: What is HIV Test Counseling? Why Is it Important? 

 

4. Frequently Asked Questions in HIV Counseling and Testing   

5. Comparing Health Education with Client-Centered Counseling  

 

 

Module 2: Informed Consent 

 

 The OraQuick ADVANCE Rapid HIV Test  

 Informed Consent 

 

 

Module 5: HIV Transmission and Prevention 

 

 Continuum of Risk for Sexual Transmission of HIV  

 Sexually Transmitted Diseases and HIV link  

 Sexuality CET  

 

 

Module 6: HIV, Drugs, and Injection Drug Use 

 

 Injection Safety: Steer Your Own Course 

 

 

Module 7: The Stages of Change and Risk Reduction Steps 

 

 Stages of Change   

 Matching Interventions to Stages  

 Understanding the Stages of Change  

 Harm Reduction and Motivational Interviewing 
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Module 10: Conclusion, Screen 5 of 5 
Concluding the Training 

 

You have now completed the training and are ready for your Course Mastery Test. This 

test will reflect important information you have learned throughout this training. You 

must score at least 80 percent on this test to be eligible to take the Basic Counselor Skills 

Training. If you do not achieve this score, you will see only the questions you answered 

incorrectly and we will give you the chance to review that information. Then you can 

retake the test. Completing the quiz digitally is highly preferred. But if for some reason 

you cannot do so please email us at ahptrainings@ucsf.edu and we will send you a PDF 

version of the quiz to print. 

 



Contact Us 
 
If you have any questions about anything in the course or the course process, please feel 
free to contact us. Here are a few different contacts to help you with specific types of 
problems. 
 
For general questions contact: 
Stephen Scott 
Training Services Coordinator 
UCSF AIDS Health Project 
415-502-7270 
415-476-7996 (fax)  
E-mail: stephen.scott@ucsf.edu  
 
Agency Info 
Administrative Offices  
UCSF AIDS Health Project 
1855 Folsom St. Suite 670 
San Francisco CA 94103 
415-476-3902 
415-476-7996 (fax) 
 
Web Site: www.ucsf-ahp.org  
Now that you have read all this technical information, we are ready to start the training. 
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