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Abstract

The delay between testing positive for human immunodeficiency virus (HIV) and entering medical care can be better
understood by identifying variables associated with use of HIV primary care among persons recently diagnosed with the
virus. We report findings from 270 HIV-positive persons enrolled in the Antiretroviral Treatment Access Study (ARTAS).
74% had not seen an HIV care provider before enrolment; 26% had one prior visit only. Based on Andersen’s behavioural
model of health care utilization, several variables reflecting demographic, healthcare, illness, behavioural, and psychosocial
dimensions were assessed and used to predict the likelihood that participants had seen an HIV care provider six months after
enrolment. Overall, 69% had seen an HIV care provider by six months. In multivariate analysis, the likelihood of seeing a
provider was significantly (p <.05) higher among men, Hispanics (vs. non-Hispanic Blacks), those with higher education,
those who did not use injection drugs, those with three or more HIV-related symptoms, those with public health insurance
(vs. no insurance), and those who received short-term case management (vs. passive referral). The findings support several
conceptual categories of Andersen’s behavioural model of health services utilization as applied to the use of HIV medical
care among persons recently diagnosed with HIV.

have a low viral load are less likely to infect others
through sexual behaviour (Quinn et al.,, 2000;
Tovanabutra et al., 2002).

The identification of factors associated with early
adoption of HIV clinical care can assist in closing the
gap between HIV testing and treatment. Very little is
known about the variables that may facilitate or deter
entry into clinical care. Previous clinical studies of
persons with HIV have shown that minority groups,
injection drug users, and those with a low socio-
economic status were least likely to receive optimal
antiretroviral therapy or optimal frequency of con-

Introduction

In 2005, the Centers for Disease Control and
Prevention (CDC) estimated that 1,040,000 Amer-
icans were living with HIV infection (Glynn, 2005).
Of those living with HIV, about 75% or 780,000 are
estimated to know they are infected (Fleming et al.,
2002) and of these, an estimated 40% delay entering
care for more than one year (Samet et al., 1998).
CDC has identified linkage to clinical care as a
priority and set a strategic goal of increasing the
proportion of HIV-infected persons linked to HIV
primary care from 50% to 80% (CDC, 2001).

Improving linkage to HIV care and treatment
directly benefits the HIV-infected person. It is also
an important strategy for reducing transmission of
HIV, because patients on antiretroviral therapy who

tact with medical providers (Andersen, 1995; Cun-
ningham et al.,, 1999; Giordano, et al., 2003).
But data on these factors may be biased because
of substantial loss to follow up in many studies
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(Bassetti et al., 1999; Bing et al., 1999; Fairfield et
al., 1999; Murri et al., 1999; Sorvillo et al., 1999).

The Antiretroviral Treatment Access Study (AR-
TAS) was a randomized controlled trial examining
whether case management did better than passive
referral in durably linking to clinical care persons
recently diagnosed with HIV. The ARTAS case
management was modeled on a strengths-based
approach, rooted in theories of empowerment and
self-efficacy (Bandura, 1986; Zimmerman, 1995), in
which clients were encouraged to use their own
internal strengths and assets to obtain needed
resources (Rapp et al., 1998; Saleeby, 1997). The
trial found that a significantly higher proportion of
case-managed individuals than individuals who re-
ceived passive referrals visited an HIV clinician at
least twice over twelve months (Gardner et al.,
2005).

ARTAS collected questionnaire data that may
advance understanding of other variables associated
with use of HIV primary care among persons
recently diagnosed with HIV. These variables can
be conceptualized within Andersen’s behavioural
model of utilization of health-care services (Ander-
sen, 1995; Andersen et al., 2000). The expanded
model (Andersen et al., 2000) includes four con-
ceptual categories. “Traditional predisposing factors’
include demographic variables such as age, gender,
race/ethnicity, and education. ‘Enabling factors’
include variables that may facilitate or deter use of
medical services (e.g. having medical insurance,
having a usual place to obtain medical care). ‘Need
factors’ include presence of illness (e.g. illness
symptoms related to HIV disease) or disability which
may necessitate visits to care providers. The final
category, ‘vulnerable predisposing factors’, includes
psychosocial (e.g. living arrangements that may
indicate level of social support), attitudinal (e.g.
attitudes, beliefs, and knowledge about HIV and
HIV care), and behavioural variables (e.g. drug use,
risky sexual practices) that may be associated with
increased or decreased likelihood of using health-
care services.

We examined these four categories of variables in
relation to use of HIV primary care among persons
recently diagnosed with HIV who were enrolled in
ARTAS.

Methods

The ARTAS enrolment to six-month follow-up was
conducted between March, 2001 and May, 2002 in
Atlanta, Georgia, Baltimore, Maryland, Los An-
geles, California, and Miami, Florida. ARTAS
participants were recruited from health department
testing centres, sexually transmitted disease (STD)
clinics, hospitals and community-based organiza-

tions. The study received approval from the Institu-
tional Review Boards at the CDC and the local study
sites. Eligibility criteria for enrolment included
having been diagnosed with HIV, not under the
care of an HIV medical provider, not having
previously visited an HIV care provider more than
once, not currently taking HIV antiretroviral medi-
cations, 18 years of age or older, and able to provide
informed consent. 77% of enrolees had been diag-
nosed with HIV in the prior six months. 74% had
not visited an HIV care provider before enrolment;
26% had one prior visit. This paper reports data on
the 270 of the 316 respondents who completed the
baseline interview and the six-month follow-up
assessment (85% follow-up rate).

Measures

The dependent variable, assessed at follow-up, was
self-reported attendance at an HIV care provider
during the prior six months (yes, no). The baseline
survey was used to identify the race/ethnicity,
educational level, prior visit to HIV care provider,
and randomization status (case managed vs. passive
referral) of participants. Those variables were only
collected at baseline. The remaining independent
variables were from the six-month follow-up survey.

The ‘traditional predisposing factors’ included
demographic variables (age, gender, race/ethnicity,
marital status, education). ‘Vulnerable predisposing
factors’ included living arrangements (alone, with
spouse/partner/family, with friend/roommate, other
[shelter, street, half-way house]); stressful life events
(none vs. one or more in the past six months; see
Appendix); use of crack cocaine or injected drugs
[including heroin, injected cocaine, speedball (in-
jected cocaine and heroin), injected methampheta-
mine] in the past six months; unsafe sexual
behaviours (unprotected anal or vaginal intercourse
with HIV-negative/unknown partner in the past 30
days); and a composite variable reflecting knowl-
edge, attitudes, and beliefs (KAB) about HIV and
HIV care on 16 items (see Appendix). KAB
responses (agreement, disagreement) were coded
(‘0’ or ‘1°) with ‘1’ reflecting positive attitude/belief
or correct knowledge. Responses were summed and
divided into tertiles for analysis. Regarding ‘need
variables’, we used items similar to those used in
other studies (Bozzette et al., 1994; Ickovics et al.,
2001) to measure self-reported HIV-related illness
symptoms that occurred for more than two weeks in
the past six months (see Appendix). Responses were
coded into three groups (0, 1-2, 3+ symptoms).
Other medical conditions were also measured: in
past six months tested positive for hepatitis (A, B, C
or D [delta]) or tuberculosis (may not be new
infections) or an STD other than HIV. Participants



also reported their general health status (excellent,
very good, good, fair, poor). Finally, the ‘enabling
variables’ included whether participants had medical
insurance (none, private, or public [Medicaid, Med-
iCAL, Medicare, AIDS drug assistance, Champus,
Veteran’s insurance]) and whether they had a usual
place of care (none, private doctor office/clinic,
health department or other community clinic or
hospital). The participants’ randomization status in
ARTAS (case management arm vs. passive referral)
was also included as a variable in the analysis.

Staristical analysis

Preliminary analyses revealed no significant differ-
ences by intervention arm in any of the independent
variables in the analysis. We calculated the percen-
tage who attended an HIV primary care provider in
the six-month period between baseline and follow-
up for each subgroup described above. Univariate
and multivariate logistic regression analyses exam-
ined associations with the dependent variable. The
multivariate model included all variables regardless
of their univariate association with the dependent
measure to statistically control for any potential
confounding.

Results

The majority of the participants were non-Hispanic
Black (56%), male (70%), single/never married
(62%), and without either public or private medical
insurance (66%). Twenty-one percent had not gone
to high school. Nearly 50% were between the ages of
26 and 39 years; 41% were 40 years or older.
Behaviourally, 28% reported that they had engaged
in unprotected anal or vaginal intercourse with an
HIV-negative/unknown partner in the past 30 days.
In the past six months, 10% had injected an illicit
drug and 20% had used crack cocaine (see Table I
for data on the other variables).

Overall, 69% of the participants had seen an HIV
care provider in the six months after enrolling in the
study. The percentage varied significantly with
several variables, and the findings of the multivariate
model (described below) confirmed almost all of the
unadjusted results (Table I). Of the °‘traditional
predisposing variables’ (i.e. demographic factors),
Hispanics were four times as likely as non-Hispanic
Blacks to have seen a care provider. A somewhat
larger percentage of non-Hispanic Whites than non-
Hispanic Blacks had seen a provider but the differ-
ence was not significant in either the unadjusted or
adjusted models. It should be noted that there were
only 21 white persons in the sample. Participants
with minimal education (less than high school
experience) were about one-third as likely to see a
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care provider as those with more education, and, by
about the same margin, women were less likely than
men to have seen a provider. Of the ‘vulnerable
predisposing factors’, participants who injected illicit
drugs were one-fourth as likely as non-IDUs to see a
care provider. Use of crack cocaine, which was
significant in the unadjusted analysis, was rendered
non-significant in the multivariate model, presum-
ably due to its close association with injection drug
use. Of the ‘need variables’, seeing a care provider
was nearly six times as likely among those who had
experienced three or more HIV-related symptoms
for more than two weeks in the past six months than
among those who did not experience any symptoms.
Those who had hepatitis (vs. not) were more than
twice as likely to have seen an HIV care provider. Of
the ‘enabling factors’, those with public medical
insurance were four times as likely as those without
any medical insurance to have seen a care provider.
Only thirteen participants reported that they had
private medical insurance, thus precluding a reliable
analysis of that subgroup. In unadjusted analysis,
participants who had visited an HIV care provider
(one time) before they enrolled in the study were
significantly more likely to have seen a provider after
enrolment, but this finding became non-significant
in the multivariate model. Finally, participants who
received the case management intervention were
nearly four times as likely to have seen a care
provider as those who received a passive referral.

Discussion

Among persons recently diagnosed with HIV, atten-
dance at an HIV care provider six months after
enrolment was associated with several variables.
Having medical insurance was a very strong enabling
factor associated with seeing an HIV provider. This
finding is consistent with results of other studies.
The HIV Cost and Utilization Survey (HCSUS)
found that having no medical insurance, compared
to Medicaid insurance, was related to a delay of
greater than three months from HIV diagnosis to
first HIV medical care (Turner et al., 2000).

Only 34% of the participants in ARTAS reported
that they had any form of medical insurance, and of
them the overwhelming majority had public insur-
ance. This low percentage probably stemmed from
the locations in which recruitment was conducted
(e.g. publicly funded HIV testing sites, health
department STD clinics, and large public hospitals),
which traditionally have a disproportionate number
of uninsured clients. Because health insurance is a
potentially modifiable factor from a policy or legis-
lative standpoint, our findings emphasize how im-
portant expansion of insurance coverage is in
promoting HIV medical care in the US. Medicaid
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Table I. Univariate and multivariate’ odds ratios of variables associated with seeing an HIV primary care provider within six months after
enrolling in the ARTAS study, US, 2001-2002.

Distribution on  Seen HIV provider in ~ Unadjusted odds
variable n (%)  past 6 months n/N (%) ratio (95% CI)

Adjusted odds
ratio (95% CI)

Traditional Predisposing Variables

Race/Ethnicity
White (non-Hispanic) 21 (8) 16/21 (76) 1.95 (0.68, 5.62)  1.07 (0.22, 5.10)
Hispanic 78 (29) 65/78 (83) 3.05 (1.55, 6.02)* 4.13 (1.47, 11.5)*
Other 18 (7) 10/18 (56) 0.76 (0.28,2.04) 0.77 (0.17, 3.41)
Black (non-Hispanic) 153 (56) 95/153 (62) 1.00 1.00
Age group
26 to 39 years 131 (48) 89/131 (68) 0.81(0.33, 11.97)  1.52 (0.44, 5.30)
40 years or older 110 (41) 76/110 (69) 0.85 (0.34, 2.11)  1.81 (0.47, 6.96)
25 years or younger 29 (11) 21/29 (72) 1.00 1.00
Gender
Female 79 (30) 50/79 (63) 0.70 (0.40, 1.21)  0.41 (0.17, 0.96)*
Male 191 (70) 136/191 (71) 1.00 1.00
Education
8th grade or lower 55 (21) 33/55 (60) 0.60 (0.32, 1.11)  0.36 (0.14, 0.92)*
Any High school or higher 213 (79) 152/213 (71) 1.00 1.00
Marital status
Single/never married 166 (62) 111/166 (67) 0.61 (0.25, 1.52)  0.40 (0.11, 1.51)
Separated/divorced 49 (18) 31/49 (63) 0.52 (0.19, 1.46)  0.40 (0.09, 1.73)
Common law 20 (7) 18/20 (90) 2.74(0.51, 14.82) 1.60 (0.19, 13.3)
Widow 5(2) 3/5 (60) 0.46 (0.06, 3.30)  1.28 (0.09, 17.9)
Married 30 (11) 23/30 (77) 1.00 1.00
Vulnerable Predisposing Variables
Correct knowledge/positive attitudes
& beliefs
Low (4-11) 80 (30) 52/80 (65) 0.71 (0.36, 1.40)  0.59 (0.23, 1.52)
Middle (12-13) 113 (42) 79/113 (70) 0.89 (0.47,1.69)  0.72 (0.30, 1.70)
High (14-16) 76 (28) 55/76 (72) 1.00 1.00
Stressful life events
Yes 153 (57) 106/153 (69) 1.04 (0.62, 1.75)  1.27 (0.59, 2.71)
No 116 (43) 79/116 (68) 1.00 1.00
Injection drug use? in past 6 months
Yes 28 (10) 13/28 (46) 0.35 (0.16, 0.77)* 0.27 (0.09, 0.84)*
No 241 (90) 172/241 (71) 1.00 1.00
Crack cocaine use in past 6 months
Yes 54 (20) 30/54 (55) 0.48 (0.26, 0.89)* 1.03 (0.42, 2.56)
No 215 (80) 155/215 (72) 1.00 1.00
Unprotected anal/vaginal intercourse with
HIV-neg/unknown partner(s) in past 30 days
No 195 (72) 138/195 (71) 1.36 (0.77, 2.39)  1.14 (0.52, 2.50)
Yes 75 (28) 48/75 (64) 1.00 1.00
Living arrangements
Alone 58 (22) 36/58 (62) 0.99 (0.46, 2.14) 1.17 (0.37, 3.73)
w/ spouse/partner/family 107 (40) 77/107 (72) 1.56 (0.77, 3.12)  1.39 (0.51, 3.73)
w/friend/roommate 50 (18) 38/50 (76) 1.92 (0.82, 4.51) 1.68 (0.55, 5.16)
Other 53 (20) 33/53 (62) 1.00 1.00
Need Variables
Tested positive for hepatitis in past 6 months
(may not be new infection)
Yes 55 (21) 39/55 (71) 1.13 (0.53, 2.17)  2.77 (1.07, 7.18)*
No 211 (79) 144/211 (68) 1.00 1.00
Tested positive for sexually transmitted diseases
(other than HIV) in past 6 months
Yes 27 (10) 17/27 (63) 0.75 (0.33, 1.71)  0.71 (0.22, 2.24)

No

242 (90)

168/242 (69)

1.00

1.00
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Distribution on
variable n (%)

Seen HIV provider in
past 6 months n/N (%)

Unadjusted odds
ratio (95% CI)

Adjusted odds
ratio (95% CI)

Tested positive for tuberculosis in past 6 months
(may not be new infection)

14/17 (82)
172253 (68)

2.20 (0.61, 7.86)
1.00

4.55 (0.64, 32.5)
1.00

41/57 (72) 1.10 (0.25, 4.78)  2.98 (0.31, 8.6)

57/78 (73) 1.16 (0.28, 4.92)  4.09 (0.49, 33.9)

53/81 (65) 0.81 (0.19, 3.38)  1.60 (0.21, 12.46)

27/42 (64) 0.77 (0.17, 3.43)  1.29 (0.16, 10.25)
7/10 (70) 1.00 1.00

77/115 (67)

1.16 (0.66, 2.04)

1.01 (0.45, 2.30)

Yes 17 (6)

No 253 (94)
Self-rated health status

Excellent 57 (21)

Very good 78 (29)

Good 81 (30)

Fair 42 (16)

Poor 10 (4)
HIV-related symptoms in past 6 months

1-2 symptoms 115 (42)

3 or more symptoms 56 (21)

No symptoms 99 (37)

Enabling Factors

Visit to HIV care provider before enrolment

1 visit before enrolment 70 (26)

No visits before enrolment 195 (74)
Usual place of care

Private doctor office/clinic 29 (11)

Public or health dept. clinic 90 (33)

Other 54 (20)

No usual place of care 97 (36)
Medical insurance

Private insurance 13 (5)

Public insurance 76 (29)

No insurance 176 (66)
Case management intervention

Case management 135 (50)

Passive referral 135 (50)

46/56 (82) 2.63 (1.18, 5.83) * 5.97 (1.88, 19.0) *

63/99 (64) 1.00 1.00

57/70 (81) 2.35 (1.20, 4.59)* 2.20 (0.89, 5.40)
127/195 (65) 1.00 1.00

24/29 (83) 2.71 (0.95,7.73)  2.67 (0.60, 11.9)

64/90 (71) 1.39 (0.75, 2.57)  1.90 (0.80, 4.54)

36/54 (67) 1.13 (0.56, 2.27)  1.37 (0.50, 3.78)

62/97 (64) 1.00 1.00

7113 (54) 0.65 (0.21, 2.02)  0.44 (0.09, 2.17)

62/76 (82) 2.47 (1.28, 4.76)* 4.05 (1.64, 9.99)*

113/176 (64) 1.00 1.00

105/135 (78) 2.33 (1.37, 3.97)* 3.80 (1.80, 8.01)*
81/135 (60) 1.00 1.00

Notes:

'The adjusted odds ratios are based on a multivariate model in which all variables were included in the equation. *p <.05.
?Injected drugs include heroin, cocaine, speedball (injected cocaine and heroin), and injected methamphetamine.

is the leading payer for HIV medical care, but
coverage for non-disabled adults is limited to preg-
nant women and families that earn an income less
than a State-specified percentage below the poverty
level (Weil, 2003). Because many unmarried adults
are not eligible for Medicaid, HIV-infected persons
may delay care until they meet the HIV disability
criteria qualifying them for this benefit. For HIV,
disability requires presence of serious opportunistic
illnesses or chronic conditions. These restrictive
eligibility criteria place a large burden on the Ryan
White Care Act which serves as a safety net for
individuals not eligible for Medicaid. The Institute
of Medicine has recommended a standard set of
income criteria and a uniform benefits package to be
part of a new federally financed HIV comprehensive
care programme to replace HIV care administered
by Medicaid (Institute of Medicine, 2004).
Approximately 20% of participants reported at the
follow-up assessment that they had experienced
three or more HIV-related symptoms for more

than two weeks in the prior six months; 42%
reported one or two symptoms. We do not know
participants’ stages of disease, nor do we know
exactly when they became infected with HIV, but it
is likely that many were infected several months or
years before enrolling in the study. Studies con-
ducted during the HAART era have found that 25—
50% of patients enter care with AIDS-defining
conditions, CD4 cell counts below 200/mm?>, or
will die within 12 months of initial HIV diagnosis
(Castilla et al., 2002; CDC, 2003; Chadborn et al.,
2005; Girardi et al.,, 2004; Johnson et al., 2003;
Wiewel et al., 2004). Importantly, we found that
self-reported HIV-related symptoms were strongly
associated with seeing a care provider. We used a
simple checklist similar to that used in previous
studies (Ickovics et al., 2001) and it was useful in
identifying those who were more likely to enter care.
One might be tempted to explain this finding by
arguing that some persons with symptoms may have
had AIDS-defining conditions and were eligible for
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Medicaid which increased their access to health care.
But the association between symptoms and seeing a
provider was significant after statistically controlling
for public medical insurance coverage. Participant’s
subjective rating of heath status (excellent, very
good, good, fair, poor) was not a significant pre-
dictor.

Injection drug users were less likely than non-
users to have seen an HIV provider six months after
enrolment. This finding was independent of the
other variables in the model. Similar results have
been observed in other studies (Celentano et al.,
2001; Cunningham et al., 1999; Turner et al.,
2000). Not all of the IDUs were out of care however.
Unmeasured variables may help account for why
some IDUs saw an HIV care provider whereas other
IDUs did not. A greater percentage of IDUs who
saw a provider may have been linked to drug
treatment programmes, social services, or needle
exchange programmes that facilitated access to care
or otherwise motivated the IDUs to enter care. This
possibility deserves attention in future research.

Two demographic variables should be mentioned.
Hispanics were more likely than non-Hispanic
Blacks to have seen an HIV care provider after
enrolling in the study. This difference may be
partially accounted for by structural or environmen-
tal factors. Many of the Hispanics were recruited in a
Hispanic section of Los Angeles at an HIV care
facility where they received their HIV-positive test
results. Proximity to and familiarity with this facility
may have increased their likelihood of returning to
that clinic for medical care. This structural feature
(i.e. recruitment site located within a care facility)
was not present at the locations where non-Hispanic
Blacks were recruited into the study. Finally, women
were less likely than men to have seen an HIV care
provider. Any number of unmeasured variables (e.g.
situational barriers, care-giving and family responsi-
bilities, fear about being stigmatized) may account
for this gender difference and should be examined in
future work.

The findings of the ARTAS case-management
intervention have been described in detail elsewhere
(Gardner et al., 2005). Short-duration case manage-
ment (2 to 5 encounters with a case manager) can
significantly improve linkage to HIV care among
disadvantaged persons. Importantly, this type of
short-duration case management can be implemen-
ted at the discretion of public health authorities if the
resources permit. Well-defined linkage programmes
other than ARTAS have been used in a few
communities in the US (Cunningham, 2005; Wa-
lensky et al., 2005). A cost-effectiveness analysis of
the relative merits of allocating counselling, testing
and referral services indicated that additional dollars
would best be used to improve referral and linkage

compared to using resources to increase the number
tested (Walensky et al., 2005). The merits of
increased referral and linkage were found to be
most evident in populations with a lower prevalence
of HIV.

The study was not without limitations. The
sample was not randomly selected and was not
constructed to statistically represent any specific
population. Participants were recruited from pub-
licly funded HIV/STD testing sites, health clinics,
and hospitals serving persons predominately of lower
socioeconomic status. They were recently diagnosed
with HIV and had little or no prior experience with
HIV care services. Thus, caution must be used in
generalizing the findings to a wider population of
HIV-positive persons. Further, our outcome mea-
sure focused on use of care services during a six-
month period following enrolment in the study. The
associations we observed may not apply to longer-
term utilization of care services.

Despite these limitations, using the behavioural
model of health-care utilization (Andersen et al.,
2000) to conceptualize the analysis revealed that use
of HIV care services among recently diagnosed HIV-
positive persons was associated with traditional
predisposing variables (race/ethnicity, education,
gender), vulnerable predisposing variables (injection
drug use), need factors (HIV-related symptoms,
having had other medical conditions such as hepa-
titis), and enabling factors (public health insurance,
short-term case management). Innovative solutions
that would provide a well-defined approach to
linking disadvantaged HIV-infected persons to care
and a uniform package of primary care insurance
coverage are urgently needed.
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Appendix

Illness symptoms occurring for more than two weeks
in the past six months

e Diarrhoea or loose stools

e Big problems with memory or concentration that
interfered with your normal, every day activities

o A fever of 100 degrees Fahrenheit or more

e Swollen Lymph nodes (swollen glands) in any
location

e A yeast infection of the mouth (thrush)

o An unexpected weight loss of 10 pounds or more
that lasted for more than a month

Stressful life events in the past six months

e Any household members had trouble with the law
or been taken to court

Any of your children been taken away

You been fired or laid off from a job

You been incarcerated/jailed

You been evicted or asked to leave your housing
You been a victim of a violent crime (such as a
rape or assault)

e You been physically abused by a household
member or a partner

Knowledge, attitudes, and beliefs about HIV disease

and care

e HIV can Kkill you if left untreated

e I want to be active in making decisions about my
HIV care

e I do not need medical care and HIV medicines
until I get very sick

e A high Viral Load is bad for my health

e Missing doses of my HIV medicine will not harm
my health

e A high CDC (T=cell) count is good for my health

e I do not want to start taking HIV medicines
because they will do me more harm than good

e I do not want to take HIV medicines because I am
waiting for something better to come along

e Doctors would rather not treat people who
become infected through drug use

e Doctors are less likely to give new HIV medicines
to people who get infected through drug use

e The government hasn’t tested the new HIV
medicines long enough to be sure they are safe

e If my viral load is too low to measure I don’t need
to use a condom

e Doctors want to start all people with HIV on HIV
medications, even if they do not need them

e Most people don’t benefit from taking HIV
medicines

e Most of my questions were answered in post-test
counselling

e It is safer to use natural remedies than to take
HIV medicines.



