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the Prevention with Positives Initiative was launched, 

evaluating 15 behavioural interventions for PHA in 

clinical settings across the U.S. and among different 

populations (6). Canada’s action plan for HIV/AIDS 

called Leading together: Canada takes action on 

HIV/AIDS (2005–2010), prioritizes prevention 

with PHA, but does not identify strategies specific 

to the clinical setting. 

Why are Behavioural Interventions for 
PHA Needed?
The majority of new infections—about 55%—are 

transmitted from individuals unaware of their 

HIV status. Evidence shows that most individuals 

reduce risky behaviours after an HIV diagnosis 

(7,8), although a significant minority continue to 

participate in activities that could transmit the virus 

(5,9). In the U.S. about 15,000 of the 40,000 

people newly diagnosed with HIV/AIDS every year 

contract HIV from individuals aware of their status 

(10). Continued high-risk behaviour among PHA 

contributes to the failure of public health efforts to 

reduce HIV incidence (11). A study from Montreal 

reported that 34% of HIV-positive men who have 

sex with men (MSM) engaged in risky behaviours 

(12). Another study from the U.S. reported that 

unprotected anal intercourse among HIV-positive 

MSM, ranged from 10% to 46% and unprotected 

vaginal intercourse among HIV-positive women 

ranged from 37% to 52% (13). 

MAY 2008

Integrating HIV Prevention 
with Care: Behavioural 
Interventions in the Clinical 
Setting

HIV incidence in Canada has not declined since 

the late 1990’s and in 2005, 2483 new infections 

were diagnosed (1), increasing the number of 

people living with HIV/AIDS by 16% from 2002 

(to 58,000) (2). The number of people living with 

HIV/AIDS (PHA) is expected to increase every 

year as infection rates remain stable and highly 

active antiretroviral therapy (HAART) reduces HIV 

mortality. A recent study from British Columbia, 

Canada, estimates that life expectancy at the age of 

20 has increased from 9.1 years (in the pre-HAART 

era) to 23.6 years primarily due to improved survival 

with HAART (3). 

The focus of this paper is to outline the evidence 

for brief behavioural interventions that health 

care providers can implement in a clinical setting 

to facilitate changes in knowledge, attitudes and 

behaviours associated with increased risk of HIV 

transmission. 

What is ‘Prevention with Positives’?
In the past two decades, prevention has focused 

mostly on the uninfected individual’s ‘responsibility’ 

and ‘choice’ to protect themselves (4). Messages 

targeting PHA encouraging their participation in 

actively preventing further transmission were 

unusual. Prevention interventions with HIV-positive 

people (‘positives’) integrated into clinical care 

settings are now a priority in the U.S. (5). In 2005, 
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In North America, HAART is widely accessible, decreasing 

HIV mortality. While HAART could potentially decrease HIV 

transmission risk by reducing viral load (14), it also increases 

life expectancy and therefore the duration of possible HIV 

transmission (15,16). Lifestyle changes are difficult to maintain 

over an extended period and individuals practising safer sex or 

safer injection drug use after diagnosis and counselling may 

become fatigued and relapse (9,17).

Why Intervene in the Clinical Setting?
The clinical setting provides a unique opportunity for health care 

providers to deliver prevention messages. PHA attend regular 

medical appointments, which allow health care providers 

repeated access to a large proportion of the population. Many 

individuals consider their health care providers to be reliable 

sources of HIV prevention information (18,19). The trusting 

relationship clients often have with their health care providers 

further reinforces prevention messages (5,20). 

Clinical interventions by health care providers have proven 

efficacious with behaviours other than sexual, such as smoking 

cessation (21), increased exercise, decreased alcohol use, and 

treatment adherence for sexually transmitted infections (STIs) 

(22). Brief interventions by health care providers facilitate the 

maintenance of antiretroviral adherence (23). There is also 

evidence suggesting that even if clients do not immediately 

change their risky behaviours, receiving regular prevention 

messages from their health care providers increases their 

receptiveness to change (24). 

What Factors Impact Risk Behaviour?
Risky behaviour has been associated with many factors such as 

mental health issues, emotional distress and past sexual abuse 

(11,25). According to the Information-Motivation-Behavioural 

skills (IMB) model (5,20) risk behaviour can stem from 

inadequate knowledge or myths about HIV, limited motivation, 

or deficient behavioural skills. Myths about HIV among PHA 

include the belief that unprotected sex is safe if  viral load is 

undetectable (19), or that HIV-positive women are unlikely to 

transmit HIV (5). Motivation to reduce risk behaviour is lower 

for those in long-term monogamous relationships, among 

individuals who desire ‘closeness’, or who have an abusive 

partner, and among those who believe that condoms reduce  

pleasure (25). Some people have difficulty with communication 

and negotiation skills involving condom use, especially under 

the influence of drugs or alcohol (5).

How can Health Care Providers Effectively Assess 
Risk Behaviours? 
The U.S. Centers for Disease Control (CDC) recommends that 

all clients, regardless of their risk profile, can benefit from brief 

prevention messages (26). Creating a personalized risk profile 

of the client is an important first step. Health care providers 

can screen PHA on an initial clinic visit using a face-to-face 

interview method, or by asking clients to fill out a questionnaire. 

Computer-, audio- and video-assisted screening has also been 

used (6). Screening questions should enquire about behaviour 

associated with HIV transmission (both sexual and injection 

drug use) and symptoms of STIs. 

If the client reveals specific high-risk behaviour during screening, 

is diagnosed with an STI, or has a recent history of an STI, 

he/she should receive prevention messages tailored to their 

circumstances. If an STI symptom is reported, specimens should 

be sent for laboratory testing and the individual treated (26). 

Frequency of risk assessments varies, but the CDC recommends 

screening for risk behaviours annually or more often. STI 

screening could be conducted at least semi-annually.  

Clear prevention messages should be delivered in a supportive, 

non-threatening manner, and choices of different behaviour 

options proposed. The suggested relationship between a health 

care provider and client is a collaborative partnership where 

both parties participate in negotiating and planning behaviour 

change. The client’s priorities and readiness to change is of 

central importance in deciding which behaviours to prioritize 

and the approach to changing them (4,20). Motivational 

interviewing is a technique often used (5,19). PHAs may not 

want to change their behaviour and the intervention should 

then focus on exploring the client’s resistance to change and 

enhancing their motivation to change (4). When a client’s risk 
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behaviour is too complex for a health care provider to handle 

appropriate referral should occur (26). People often need 

access to basic needs such as food and shelter before they can 

attend to their health care needs. Women often need child care 

services and transportation costs to afford the time needed to 

attend medical appointments. Linking clients to the necessary 

services is therefore also a key role and providers need to be 

aware of services in their area (26,27).

What are Appropriate Prevention Messages?
PHAs should be encouraged to use condoms during sex, 

regardless of the HIV status of their partner. While some evidence 

suggests that a low viral plasma load reduces infectivity (28), 

transmission from individuals with an undetectable viral load 

can occur. Unprotected sex with another PHA could also have 

negative consequences for the client’s health as contracting 

a new STI, or another HIV strain could accelerate disease 

progression (29). It also increases the likelihood of transmitting 

multi-drug resistant strains of HIV, especially if one partner is 

receiving HAART and the other is not (4). 

Information for clients engaged in unsafe injection drug use 

should strongly encourage individuals to enter treatment and 

discontinue drugs. This may not be feasible for all clients, 

however, and the risks involved in sharing needles  together 

with information on harm reduction approaches such as 

substance abuse treatment and access to clean needles should  

be presented (20). As with sexual transmission, infection with 

a drug-resistant strain of HIV may occur, as well as co-infection 

with Hepatitis C. 

Interventions in the Clinic
Two brief prevention interventions implemented in clinical 

settings (13,20) were successful in reducing risky behaviours. 

In a randomized control trial (RCT) conducted by Richardson 

and colleagues (13), 840 (73% MSM) participating PHAs 

from six public HIV clinics were asked about risk behaviour 

in the preceding three months. They received brief (three to 

five minutes) counselling at each clinic visit framed in terms of 

gains (positive effects of practising safer sex) or losses (negative 

consequences of unprotected sex). Participants with two or more 

sexual partners at baseline, who received prevention messages 

framed in terms of the negative consequences of unprotected 

sex, reduced their sexual risk behaviour by 38% (12).

Using a quasi-experimental approach, Fisher and colleagues 

(20) tested a brief (five to 10 minutes) intervention, the Options 

protocol, based on the Information-Motivation-Behavioural skills 

model of prevention and motivational interviewing, in two large 

HIV clinics. Their results indicate a decrease in unprotected 

vaginal and anal intercourse as well as receptive oral intercourse. 

Risk behaviours involving drug use can also be identified and 

addressed with the Options protocol (20). 

Some recent evidence suggests that self-monitoring of behaviour 

through the repeated completion of computer risk assessments 

could be effective in reducing risk behaviours (16). Should 

this be proven in subsequent studies, this could be a low cost 

and easily implementable alternative to prevention messages 

delivered by health care providers in the clinic.  Ongoing research 

is also testing audio-assisted computer interview systems that 

assess the individual patient’s risk behaviour(s) and readiness 

to change on each of the identified behaviours. It not only 

provides a print out of the patient’s risk profile but also includes 

intervention strategies to guide the health care provider during 

counselling (30,31).

Barriers to Prevention in the Clinical Setting
Barriers to counselling in the clinic can be categorized as deficits 

in knowledge or skill, provider attitude and organizational 

structures (31). Frequently mentioned barriers include time 

constraints and the organization of primary-care services. 

Barriers are summarized in Appendix A. 

Training of health care providers is an important strategy to 

overcome many barriers. Training can address health care 
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provider attitudes and increase confidence not only in the 

health care provider’s knowledge and skills but also in the 

potential efficacy of the intervention (32). The availability of 

written or computerized protocols in the clinic may also facilitate 

counselling regardless of client characteristics (33,34). Written 

protocols provide a guideline for initiating and conducting 

counselling and can also serve as a visual reminder to the care 

provider (19). Computer interview systems that not only provide 

the patient’s risk profile, but also include intervention strategies 

for the health care provider can reduce much of the time spent 

in the counselling process and could effectively overcome the 

barrier of time constraints (30,31).

Research Gaps
There is limited scientific evidence specific to brief interventions 

with PHA in the clinical setting. In two recent meta-analytical 

reviews of prevention interventions for PHAs (8,9), only one 

of the interventions included in the reviews was integrated into 

a clinical setting (13). There are no conclusive results on the 

effectiveness of interventions delivered by health care specialists 

specifically focused on reducing HIV transmission; however, a 

number of studies are in progress and preliminary results are 

mixed (30,31,35–37).

Appendix 1: Provider barriers to HIV prevention in the clinical setting

Financial disincentives to implementing positive prevention may include problems regarding the compensation of physicians 1.	

and specialists. Clinics might also lack the funding to hire new staff or purchase computer equipment (35,36). 

Care providers may not see prevention as their responsibility, wanting to focus on patient care rather than public health.  2.	

Delivering preventive interventions could lead to lower professional satisfaction (25,35,36). 

Providers may believe that other public health agencies would be better suited and more appropriate to deliver HIV 3.	

prevention messages (38). 

HIV prevention messages are complex and providers may feel uncomfortable delivering these messages to patients (25). 4.	

Lack of standardized tools to assess patient risk (19).5.	

A lack of knowledge of risk behaviours, prevention or appropriate counselling techniques could hamper provider counselling 6.	

(19,36,38). 

According to “duty to notify” laws, providers are obliged to report certain behaviours (such as knowingly exposing a partner 7.	

to HIV) to the public health authorities (4,25). Medical providers may not want to discuss risk-taking behaviours because it 

could reveal reportable activities.

Providers may also fear that prying into their patients’ private lives could potentially harm their relationship with the 8.	

patient (4). 

Concerns about stigmatizing patients, personal beliefs and homophobia have been identified as factors contributing to 9.	

physician discomfort in providing HIV risk reduction counselling (25).

Physician attitude: “Provider fatalism” or scepticism about the effectiveness of behaviour change interventions may decrease 10.	

physicians’ motivation (35). Absence of perception that their patients are at risk (19).



•	 Even though clients may not immediately change their 
behaviour, receiving prevention messages from their health 
care providers increases their receptiveness to subsequent 
prevention messages.

•	 Prevention messages framed in terms of the negative 
consequences of unprotected sex and based on the 
Information-Motivation-Behavioural skills model of 
prevention results in a decrease in unprotected sex. 

•	 PHA should be encouraged to use condoms during sex, 
regardless of the HIV status of their partner.
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