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Provider-patient prevention 
exchange can take only 90 seconds

Mascolini: What does your research and oth-
ers’ tell us about which HIV-positive people in 
the United States have the highest risk of trans-
mitting their virus sexually or by needle sharing?

Morin: The greatest transmission risk contin-
ues to be sexual transmission, even among injec-
tors. In the United States, being a man who has 
sex with men (MSM) is the greatest predictor of 
HIV transmission risk. Most sexual transmissions 
occur among MSM, and MSM have the highest 
probability of transmission. 

Much of my research has looked at how clinical 
settings can be used to reach men who have sex 
with men and other HIV-positive people who 
may be at risk of transmitting to others. We’ve 
been looking at everything from very simple com-
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munications from providers to very complicated 
multisession interventions delivered by preven-
tion specialists. (See “What are effective HIV pre-
vention models for use in health care settings?”)

Mascolini: Your work shows that prevention 
interventions delivered in clinical care settings 
can be effective in reducing HIV transmission 
risk.1-3 But clinicians say they don’t have enough 
time or they’re uncomfortable talking about sex 
or they don’t think they can change patient be-
havior. How can clinicians get beyond these nega-
tive perceptions?

Morin: We started examining this issue by look-
ing at the opportunity for prevention in clinical 
settings.4,5 Those early studies found that preven-
tion interventions in clinical settings were unusu-
al, and we found that there was considerable dif-
ference of opinion among providers about their 
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What are effective HIV prevention models for use in 
health care settings?

Excerpted from: How can HIV prevention be integrated into health care settings? 
Center for AIDS Prevention (CAPS) Fact Sheet 68. July 2010. Prepared by Carol 
Dawson-Rose, Janet Myers, and Karen McCready. http://caps.ucsf.edu/factsheets/pre-
vention-in-health-care-settings/. 

Positive STEPs is a training intervention to help HIV care providers deliver pre-
vention counseling to their patients. The model was effective in improving provider 
attitudes, comfort, self-efficacy and frequency of delivering prevention counseling.1

Partnership for Health is an EBI (CDC’s Effective Behavioral Intervention) for 
providers in HIV clinics. Medical providers are trained to deliver brief risk-reduction 
counseling to their patients. All clinic staff are trained to integrate prevention mes-
sages into the clinic setting, and counseling is supplemented with written information 
for all patients. The intervention was effective in reducing unprotected intercourse by 
38% among patients who had two or more sex partners.2

Positive Choice is an interactive “Video Doctor.” Patients at HIV clinics com-
plete an in-depth computerized risk assessment and receive tailored risk-reduction 
counseling from a “Video Doctor” via laptop computer and a printed educational 
worksheet. Providers receive a Cueing Sheet on reported risks for discussion during 
the clinical encounter.3

Provider-Delivered Counseling. In a large federal demonstration project, 
brief counseling messages delivered by primary care providers in clinic settings were 
most effective in reducing risk among HIV-infected patients, although there were 
also benefits in programs delivered by prevention specialists and HIV-infected peers.4
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role in prevention.4 Some providers argued that 
they were advocates for their patients, that their 
primary responsibility was improving health out-
comes, and that they did not play a significant 
role in public health, which was other peoples’ 
responsibility. Other providers argued that of 
course sexual health was part of taking care of 
any patient and that frank discussions about 
sexual risk and transmission were part of their 
responsibility in improving health outcomes. You 
had a range of provider attitudes on this issue. 

We found that in order to get providers more 
involved, one has to start by working to mini-
mize the burden on providers and to simplify 
the process of conducting the risk assessment. 
The most useful and efficient provider-based in-
terventions last about a minute and a half. You 
have to structure the situation so the provider is 
comfortable and has some guidance about how 
to deliver a prevention message in a very brief 
amount of time.

Mascolini: And do your findings show that 
such brief interventions can be effective?

Morin: Yes, we actually found it to be the most 
effective and most cost-effective of various inter-
ventions that we looked at.2 

Looking for chances to address 
acute HIV infection

Mascolini: Your work indicates that people 
with acute HIV infection don’t understand the 
high transmission risk associated with their new 
infection.6 You also found that newly infected 
MSM cut back on sex and risky sex in particular.7 
Do HIV clinicians see acutely infected people of-
ten enough to have an impact on prevention at 
this critical juncture?

Morin: Yes, providers see acutely infected pa-
tients often enough to have an impact. Among 
all their patients, the proportion of people with 
acute infection is very low. Even in those low 
numbers, however, they can still have an impact 
because diagnosing acute infection—when the vi-
ral load is so high—can have such a big impact on 
transmission outcomes. 

We find that many providers do not have suf-
ficient information about sexual history or 
risk in their HIV-negative patients. If they 
did, they would probably do more screening 
for acute infection. One of the interventions 
we’ve recommended is a provider awareness 
campaign that encourages providers to screen 
for HIV and STIs [sexually transmitted infec-
tions] in clinical settings when people present 
with certain symptoms. 

Mascolini: Who would mount such campaigns?

Morin: It could be done through specialty orga-
nizations, though any of the professional groups, 
or through networks at the local level. Most of 
these campaigns have been done in discrete juris-
dictions, like New York City. 

Screening for mental health and 
substance abuse in the waiting room

Mascolini: A study you coauthored found 
complex and evolving interactions between 
mental health and HIV transmission risk.8 Can 
you summarize the clinically relevant take-
home findings? 

Morin: The important takeaway messages from 
that study are that there is a high prevalence of 
mental disorders in the population of people 
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with HIV, and if clinicians treat depression and 
other mental health issues they can improve an-
tiretroviral adherence and improve clinical out-
comes. The relation between the mental health 
issues and substance abuse issues is very signifi-
cant as well. 

In terms of prevention in positives, these find-
ings point to a need to screen for both mental 
health and substance abuse in the course of treat-
ing people with HIV. These kinds of brief screen-
ings can be done in waiting rooms, the same way 
you can screen for transmission risk on handheld 
devices in waiting rooms. If you make it efficient 
and don’t put the burden on the provider, you 
greatly increase the likelihood that it will get 
done as part of routine clinical business. [See the 
table following this interview for a summary of 
four patient self-administered interventions.]

Depending on patient responses on the hand-
held device, the provider can be alerted to the 
need for intervention. If there’s no problem, the 
provider is not cued. If there is a problem, there’s 
a prompt in the electronic medical records to 
raise the issue. That may mean directly interven-
ing with a message or it may mean referral for 
specialty care. 

Mascolini: Are clinical practices adopting this 
approach?

Morin: It depends on how technology-savvy the 
practice is. Practices that have electronic medical 
record prompts tend also to be more flexible in 
terms of screening procedures that cue providers 
when to intervene and when not to.

Serosorting, written procedures, 
and HPTN 052

Mascolini: Your research shows that MSM 
adopt serosorting if they learn they’re positive7 
and that behavioral intervention can cut HIV 
transmission from positive people by promoting 
serosorting in MSM.9 But other work shows that 
serosorting has a modest protective effect when 
compared with condom use.10 Do you think clini-
cians should encourage serosorting in HIV-posi-
tive MSM?

Morin: You have to look at the relative contri-
bution of serosorting. It’s not your first-line strat-
egy for prevention. But among people who are 
unlikely to use condoms, serosorting can be bet-
ter than nothing. The primary risk in serosort-
ing is among negative men as opposed to positive 
men. In fact, many MSM who start serosorting 
with positive partners after seroconverting were 
serosorting with negative partners and ended up 
getting infected. 

If you’re talking about clinicians working with 
positive patients and trying to reduce the risk of 
onward transmission to new partners, discussing 
serosorting is one task. And if positive MSM are 
serosorting for positive partners, there are other 
risks that need to be discussed, including STIs 
and the challenge to the immune system posed 
by additional infections.

Mascolini: You’ve found that clinics with 
written procedures on positive prevention do a 
better job delivering positive prevention coun-
seling.3 What other practical steps can medical 
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practices and providers take to promote better 
prevention services?

Morin: How do clinics get to the point of hav-
ing written procedures? It usually takes some 
kind of leadership at a practice level to adopt 
written procedures as an important thing to do. 
And that leadership ultimately results in training 
and procedures, which then get implemented in 
a clinical setting. If you have that leadership, if 
you have those written procedures, then preven-
tion interventions are likely to occur. If you don’t 
have the leadership and don’t have the written 
procedures, it’s far less likely to occur. The AIDS 
Education and Training Centers can be a good 
resource for providers interested in this issue 
[http://www.aids-ed.org/. Go to “Topic Index” at 
the bottom of the home page, then click on “Pre-
vention with Positives.”]

Mascolini: Will results of HPTN 05211 change 
the way US HIV physicians and patients think 
about antiretroviral therapy?

Morin: They should. We’ve not studied 
whether it’s led to a change in practice. How-
ever, you would expect that it would at a mini-
mum start a conversation for clinicians working 
with serodiscordant couples, because treating 
the infected partner early can clearly have a 
beneficial effect in not infecting that negative 
partner. And I think that message is out there 
in the clinical community.

HPTN 052 showed that earlier antiretroviral 
treatment and viral suppression not only prevent 
onward transmission, but also promote better 
health outcomes in the infected individual.12 For 

discordant couples, suppressive antiretroviral 
therapy taken by the infected partner has a ben-
efit for both partners.

Is positive-prevention research 
making a difference?

Mascolini: HIV incidence remains flat in the 
US,13 suggesting that HIV-positive people contin-
ue to transmit their virus at about the same rate. 
After all the time and effort you’ve spent study-
ing positive prevention, do you see any signs that 
providers or patients are doing better in cutting 
HIV transmission risk?

Morin: It’s hard to say. Let me put it this way: 
The last 2 years have seen a significant shift in 
the CDC’s approach to HIV prevention—and 
the approach in the United States—with a clear 
focus on prevention through the National HIV/
AIDS Strategy.14 The new strategy also emphasiz-
es treatment outcomes and reducing disparities 
between different populations. All of that, along 
with coordination efforts, have put a greater em-
phasis on the importance of viral suppression as 
a clinical outcome. 

That is being communicated in clinical prac-
tices and will increase, one, the frequency of 
testing among those at risk and, two, the pro-
portion of that population with HIV that is 
virally suppressed. And as you increase that 
proportion, or lower community viral load, 
you should see a decrease in the number of 
new infections.15,16 This approach is a different 
way of thinking for this country—a shift from 
exclusive condom promotion. 
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We have yet to see what the impact will be on 
the CDC projections of new infections. It will take 
a while for this new approach to take hold and 
have a significant impact on transmission rates.

Mascolini: What other findings from your 
work or other work on positive prevention would 
you like to stress for clinicians caring for HIV-
positive patients?

Morin: It’s been clear for a long time that, 
in terms of cost-effectiveness, the more you 
intervene with HIV-positive people and give 
them a significant role in HIV prevention 
leadership, the better off you’re going to be. 
Just focusing on at-risk HIV negatives is not 
as cost-effective as working with people who 
are aware of their infection and who are will-
ing to partner with the provider in trying to 
prevent onward transmission. 
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