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Abstract Public health agencies have recommended incor-
porating HIV prevention counseling into the medical care of
persons living with HIV/AIDS. Injection drug users (IDUs)
especially need HIV risk-reduction counseling because of
their high risk for HIV transmission through both sexual and
injection behaviors. The objective of this study was to assess
the prevalence of, and patient factors associated with, the de-
livery of HIV prevention messages to HIV-seropositive IDUs
in primary care settings. A majority of participants reported
having an HIV prevention discussion with their provider
during their most recent primary care visit. Factors signif-
icantly associated with report of such discussion were be-
ing Hispanic or non-Hispanic Black; high school education
or less; and better perception of engagement with provider.
Medical providers should provide prevention messages to
all HIV-seropositive IDUs, regardless of demographic fac-
tors. Effective HIV prevention interventions in primary care
settings, including interventions to improve patient-provider
communication, are needed for HIV-seropositive IDUs.
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Introduction

Ever since the widespread introduction of HAART, the treat-
ment of HIV/AIDS has taken on many characteristics of a
chronic treatable medical condition, requiring regular med-
ical monitoring and lifestyle changes to minimize risk of
transmission. Recognizing the importance of primary care
in the management of HIV illness, recommendations have
recently been issued for incorporating HIV prevention coun-
seling into the medical care of persons living with HIV/AIDS
[3].

Providers are a logical source of prevention messages for
their HIV-seropositive patients. Physicians, nurses, and other
providers are often viewed as a trusted source of health in-
formation and have regular opportunities to incorporate pre-
vention efforts into the primary care experience [6, 13, 15].
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In a recent clinical trial, a brief provider-initiated prevention
intervention resulted in reduced HIV transmission behaviors
among HIV-seropositive patients. [18].

HIV care settings are becoming increasingly important
for delivering prevention messages to HIV-seropositive per-
sons [10]. Despite published strategies for provider delivery
of risk-reduction counseling to HIV-infected persons, only
54–75% of physicians reported delivering at least one-time
“safer sex” prevention messages to HIV-infected patients,
usually at the initial evaluation [11, 10, 16, 15]. Only 14–
36% reported reinforcing these initial prevention messages
for established patients during subsequent visits [8, 15].
Confidence in delivering prevention messages varies greatly
among physicians. Two studies showed that infectious dis-
ease physicians (compared with family, general, and internal
medicine physicians) are less likely to deliver prevention
counseling to their HIV-seropositive patients [19, 7].

Focusing HIV risk-reduction counseling on HIV-
seropositive injecting drug users (IDUs) may be especially
beneficial as this population may engage in HIV transmission
risk behaviors associated with sexual behavior and injection
drug use. IDUs also account for a fairly large percentage of
people with AIDS. In 2002, 36% of the women living with
AIDS in the United States and 23% of the men (31% when
gay/bisexual IDUs are categorized as IDUs) were IDUs [2].
Numerous published studies estimate that one fifth to one
half of HIV-seropositive injection drug users engage in un-
protected intercourse and/or unsafe injecting risk behaviors
[4, 12, 14, 21, 22].

The prevalence of the delivery of prevention messages
in primary care settings to HIV-seropositive IDUs has not
been reliably established. This information would be impor-
tant to inform interventions to increase provision of such
messages as well as identify patient-sub-groups who are in
need of prevention messages. We therefore sought to better
understand provider counseling to reduce HIV transmission
among HIV-seropositive IDUs and report on results from a
four-city study of this population.

Methods

We analyzed baseline data from the Intervention for Seropos-
itive Injectors-Research and Evaluation (INSPIRE), a ran-
domized controlled study of HIV-seropositive, street- and
clinic-recruited IDUs. A detailed description of Project IN-
SPIRE and its methods has been reported elsewhere [17].

Participants

All Project INSPIRE participants who completed baseline
assessments including verification of HIV seropositive sta-
tus were included in the study. Data from participants who

reported a primary healthcare visit in the previous 6 months
(“in care”) were included in the outcome analysis. Primary
health care visits were defined as “a visit to a doctor or med-
ical provider to have a check up on how you’re doing with
your HIV or AIDS, (which may include) discussion about
HIV or AIDS medications, or blood test results.”

Study measures

We focused on one dependent variable, participants’ reports
of prevention discussions with their provider at their most re-
cent primary healthcare visit. This dichotomous variable was
coded as positive if a participant reported that the provider
discussed ways to decrease HIV transmission to either sex
partners or drug-using partners, and negative if the partic-
ipant reported that the provider did not discuss HIV trans-
mission to either of these types of partners. The questions
were as follows: (1) “At your most recent primary health-
care visit, did you and your healthcare provider or doctor
discuss ways to decrease the spread of HIV to your sex-
ual partners? (Y/N)” and (2) “At your most recent primary
healthcare visit, did you and your healthcare provider or
doctor discuss ways to decrease the spread of HIV to oth-
ers while using drugs? (Y/N).” The recall period for these
questions was the 6 months prior to the baseline assessment
date.

Demographic variables included study site, gender, sexual
orientation, age, race/ethnicity, education level ( ≤ or > high
school), annual income (< or ≥ $5000), health insurance
status, employment status, disability, and homelessness.

HIV clinical variables included time since diagnosis, cur-
rent prescription for any antiretroviral medications, usual
care site (doctor’s office/clinic or emergency room), satis-
faction with care (satisfied or very satisfied, 4-point Likert
scale), importance of care very important, (4-point Likert
scale), most recent CD4 count and viral load.

The sexual and drug risk variables were measured as di-
chotomous summary variables indicating whether the par-
ticipant reported having had any unprotected sex or having
shared any needles or drug paraphernalia with partners of
HIV-negative or unknown status during the past 3 months.

There were six psychosocial measures included in the
analysis: perceived engagement with provider (13 items,
score range 1–4, α = 0.95) had items such as, “My healthcare
provider or doctor listens to me, . . . answers my questions,
. . . involves me in decisions” [1]. Depression was assessed
using the brief symptom inventory-depression (7 items, score
range 1–5, α = 0.88 [5]).

Empowerment (28 items, score range 1–4, α = 0.76) in-
cluded items such as, “I see myself as a capable person”,
or “I am usually confident about the decisions I make” [19].
Self-perceived health (6 items, score range 0–2, α = 0.87) ex-
amined self-reported limitations in the performance of any
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activities of daily living; e.g., grooming, bathing, or dressing
[20].

Self-efficacy to disclose drug use to providers and active
engagement in healthcare were measured with scales devel-
oped specifically for the INSPIRE study. These scales were
included based on the fact that IDU’s are often described as
disenfranchised or powerless. The self-efficacy to disclose
drug use to provider scale was composed of 6 items (score
range 1–5, α = 0.91): (1) “I can tell my healthcare provider
that I use drugs if they ask me”; (2) “I can tell a healthcare
provider who seems judgmental that I use drugs”; (3) “I can
tell a healthcare provider that I used to use drugs”; (4) “I
can tell a healthcare provider who seems caring that I use
drugs”; (5) “ I can tell my healthcare provider that I use
drugs even if they don’t ask me”; and (6) “I can tell a health-
care provider that I use drugs even if they seem to be in a
hurry.”

The taking control of health scale was composed of 7
items (score range 1–4, α = 0.63): (1) ”I make and keep
my appointments with my healthcare provider every 3 to
4 months”; (2) “I don’t ask my healthcare provider about
my treatment options”; (3) “ I keep a list of symptoms to
tell my healthcare provider”; (4) “ I don’t write down ques-
tions before seeing my healthcare provider”; (5) “ I ask my
healthcare provider to explain a word that I don’t know”;
(6) “I’m sometimes too high or dope sick when I go to the
healthcare provider”; (7) “I tell my healthcare provider my
symptoms.”

All psychosocial measures were scored by summing
the individual responses and dividing by the number of
scale items. For consistency with the other psychosocial
scales, the perceived engagement with provider scale was
reverse scored so that a higher score indicated better com-
munication. For consistency of recall periods, only partic-
ipants who answered the following question with a value
greater than zero were included in the analysis: “How
many primary health care visits have you had in the past
6 months?”

Statistical analysis

We calculated frequencies for each of the independent vari-
ables by primary care encounter within the past 6 months.
Categorical variables were expressed as proportions and
continuous variables expressed as means with standard
deviations.

We then examined associations between the prevention
discussion and independent variables in univariate analyses
and multiple logistic regression models. Variables that were
significant in the univariate analysis at the value of p ≤ 0.2
were included in the logistic regression model. Generalized
estimating equations (GEE) were used in the multivariate

logistic regression to capture correlation induced by cluster-
ing within site. Empirical standard errors calculated from the
GEE were used for all tests from the multivariate logistic re-
gression analysis. Covariates were assessed for collinearity
and interactions; none were identified.

Results

At baseline of Project INSPIRE, 870 (74.9%) of 1,161 partic-
ipants were “in care” based on reporting at least one primary
health care visit during the past 6 months. There were 231
participants categorized as “not in care” and 60 participants
had missing data.

A comparison of characteristics of the “in care” and “not
in care” groups is shown in Table 1. In general, the “not in
care” group was more disadvantaged in terms of 1 or more
variables across all variable domains. They were more likely
to be from racial-ethnic minorities; to be less educated; to
report less income; to be without health insurance; and to
report homelessness in the past. The “in care” participants
were more likely to be currently receiving antiretrovirals; to
receive care in a doctor’s office or clinic; to be satisfied with
their healthcare and to consider it very important. The “in
care” participants were more likely to be in drug treatment
programs and were less likely to report risky sexual be-
haviors with HIV-negative or unknown status partners. This
group scored significantly higher on the empowerment and
taking control of health scales compared to the “not in care”
group.

The results of the univariate analysis, expressed as crude
odds ratios (crude ORs) with 95% CIs are shown in
Table 2. The following variables were positively associated
(at least p<0.20) with having a prevention discussion with a
provider: self-identified heterosexual orientation, non-White
race, lower educational level and income, HIV care con-
sidered very important, better perceived engagement with
provider, and feeling more in control of one’s health. Older
age and years since HIV diagnosis were inversely associated
with having a prevention discussion.

The results of the multiple logistic regression analysis are
shown in Table 3. Participants were more likely to report hav-
ing had a prevention discussion at their most recent primary
care visit if they were Hispanic (adjusted OR = 2.28; 95%
CI = 1.37, 3.82) or non-Hispanic Black (adjusted OR = 2.22;
95% CI = 1.71, 2.89); or had less than a high school edu-
cation (adjusted OR = 1.86; 95% CI = 1.27, 2.72), or con-
sider HIV care very important (adjusted OR = 1.77; 95%
CI = 1.31, 2.37). One psychosocial correlate was retained
in the model as significantly associated with self-report of
a prevention discussion at the most recent primary care
visit: better perceived engagement with provider (adjusted
OR = 1.74; 95% CI = 1.17, 2.57).
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Table 1 Characteristics of project INSPIRE participants who were in care compared to those who were not in care at
the baseline assessment. (N = 1101)

In care (N = 870)a,b Not in care (N = 231)b

N % N % Test statisticsc

Site
Baltimore 241 (27.7) 61 (26.4) 44.7∗∗

Miami 187 (21.5) 95 (41.1)
New York 223 (23.3) 27 (11.7)
San Francisco 219 (25.2) 48 (20.8)

Demographic
Gender

Male 533 (61.3) 127 (55.0) 3.0
Female 312 (35.9) 96 (41.6)
Transgender 25 (2.9) 8 (3.5)

Heterosexual 623 (71.9) 153 (66.5) 2.5
Age in yearsa 42.6 (6.6) 40.4 (6.7) –4.6∗∗

Race/ethnicity
non—Hispanic White 88 (11.2) 17 (8.1) 4.4
non—Hispanic Black 543 (69.4) 161 (76.7)
Hispanic 152 (19.4) 32 (15.2)

Education
High school or less 625 (72.0) 193 (83.6) 12.8∗∗

>High school 243 (28.0) 38 (16.5)
Income <$5000/ year 427 (50.1) 138 (62.2) 10.2∗∗

Health insurance 665 (82.5) 113 (54.6) 72.0∗∗

Employed 48 (5.5) 9 (3.9) 0.98
Disability 549 (63.3) 93 (40.3) 40.0∗∗

Homeless 265 (30.6) 95 (41.9) 10.3∗∗

HIV/AIDS
Years since HIV diagnosisa 9.3 (4.9) 8.8 (5.6) –1.3
HIV medications–current 557 (64.0) 57 (24.7) 114.6∗∗

Usual care site
Emergency room 168 (19.7) 82 (36.4) 28.2∗∗

Clinic/MD office 687 (80.4) 143 (63.6)
Satisfied with HIV care 799 (91.9) 90 (88.2) 1.6
HIV care very important 769 (88.5) 79 (78.2) 8.7∗∗

CD4 count <200 508 (58.4) 202 (87.5) 67.3∗∗

Viral load detectable (>50 copies/ml) 257 (69.1) 20 (76.9) 0.71
Sex/drug risk

Outpatient drug treatment 402 (46.2) 70 (30.3) 18.9∗∗

Recent crack use 411 (65.5) 112 (68.7) 0.62
Risky sex with HIV–negative/unknown 213 (25.2) 87 (39.0) 16.7∗∗

Needle/works sharing with
HIV–negative/unknown

234 (27.5) 66 (29.0) 0.19

Psychosociala

BSI—D 2.08 (0.89) 2.10 (0.96) 0.31
Empowerment 2.87 (0.27) 2.79 (0.28) –3.81∗∗

Taking control of health 2.97 (0.54) 2.82 (0.54) –2.66∗∗

Engagement with provider 1.45 (0.59) 1.54 (0.58) 1.47
Self–perceived health 0.85 (0.53) 0.81 (0.53) –0.96
Self efficacy to disclose drug use to provider 3.93 (0.88) 3.82 (0.89) –1.26

amean (SD).
bColumn totals may not equal total number of participants due to missing values.
cχ2 test or two sample t–test.
∗p < .05.
∗∗p < .01.
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Table 2 Results of the univariate analysis of baseline
study variables: unadjusted odds ratios (cOR) with 95%
confidence intervals (95% CI) associated with the preven-

tion discussion outcome for project INSPIRE participants
in care (N = 869)

Prevention No prevention
discussion discussion
N = 565b (%) N = 304b (%) cOR 95% CI

Gender
Male 344 (60.9) 188 (61.8) 1.22 0.54, 2.77
Female 206 (36.5) 106 (34.9) 1.30 0.56, 2.98
Transgender 15 (2.7) 10 (3.3) Reference

Heterosexual 420 (74.6) 203 (67.0) 1.45 ∗ 1.07, 1.96
Age in yearsa 42.4 (6.5) 42.9 (6.7) 0.99 0.97, 1.01

Race/ethnicity
Hispanic 105 (20.2) 47 (17.9) 2.62∗∗ 1.52, 4.52
non–Hispanic Black 375 (72.1) 168 (64.1) 2.62∗∗ 1.66, 4.15
non–Hispanic White 40 (7.7) 47 (17.9) Reference

Education <high school 434 (77.1) 190 (62.5) 2.02∗∗ 1.49, 2.74
Income <$5000/year 307 (55.5) 120 (40.1) 1.86∗∗ 1.40, 2.48
No health insurance 98 (18.7) 43 (15.4) 1.27 0.86, 1.87
Unemployed 530 (93.8) 291 (95.7) 0.68 0.35, 1.30
Years since HIV diagnosisa 9.0 (5.0) 9.8 (4.7) 0.97 ∗ 0.94, 0.99
HIV medications–current 366 (64.8) 190 (62.5) 1.10 0.83, 1.47
Usual care site–emergency room 115 (20.7) 115 (17.8) 1.21 0.84, 1.73
Satisfied with HIV care 521(92.2) 277 (91.4) 1.11 0.67, 1.84
HIV care very important 516 (91.3) 252 (83.2) 2.13∗∗ 1.40, 3.24
CD4 count <200 339 60.0) 169 (55.6) 1.20 0.90, 1.59
Viral load detectable (>50 copies/ml) 164 (69.8) 93 (67.9) 1.09 0.69, 1.72
Outpatient drug treatment 259 (45.8) 142 (46.7) 0.97 0.73, 1.28
Recent crack use 269 (66.4) 142 (63.7) 1.13 0.80, 1.59
Risky sex with HIV–negative/

unknown partner
132 (24.0) 81 (27.6) 0.82 0.60, 1.14

Needle/works sharing with
HIV–negative/unknown partner

150 (27.2) 84(28.2) 0.95 0.69, 1.30

Engagement with providera 3.6 (0.5) 3.4 (0.7) 1.65∗∗ 1.31, 2.08
Depression: BSI–Da 2.1 (0.9) 2.1 (0.8) 1.03 0.88, 1.20
Empowermenta 2.9 (0.3) 2.9 (0.3) 0.67 0.40, 1.13
Self–perceived healtha 0.8 (0.5) 0.9 (0.6) 0.91 0.70, 1.18
Self–efficacy: disclose

drug use to providera
3.9 (0.9) 3.9 (0.9) 1.02 0.87, 1.20

Taking control of healtha 3.0 (0.6) 2.9 (0.5) 1.29 0.99, 1.66

amean (SD).
bColumn totals may not equal total number of participants due to missing values.
∗p < 0.05.
∗∗p < .01.

Discussion

In this study, approximately two thirds (65%) of HIV-
seropositive IDUs reported having discussed HIV preven-
tion with their provider at their most recent primary care
visit. This finding is comparable to or even higher than re-
sults from previous studies [11, 15, 16]. In a study of HIV-
seropositive patients in San Francisco and New York City,
77% reported having had a discussion of safer sex with their
provider [11]. In a recent study of HIV-seropositive persons
at clinics funded under the Ryan White CARE Act in 9 states,

Morin et al., reported that 53% of participants reported hav-
ing discussed safer sex and prevention of HIV transmission
with their providers within the past 6 months. In a study of
HIV providers by Metsch et al., 60% of providers reported
delivering risk-reduction counseling to more than 90% of
their newly diagnosed patients. However, that figure dropped
to only 14% of providers who delivered such counseling to
more than 90% of their established patients. Compared with
the 65% of participants who reported having discussed HIV
prevention, more than 80% reported having discussed HIV
treatment. Of the participants in our analysis, only 9.9%
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Table 3 Results of the multiple logistic regression analysis: adjusted
odds ratios (aOR) with 95% confidence intervals (95% CI) for Self–
report of a prevention discussion at the most recent care visit by
project INSPIRE participants in carea

Variable aOR 95% CI

Gender
Male 0.62 0.14, 2.85
Female 0.57 0.10, 3.28
Transgender Reference
Age in years 0.98 0.96, 1.00

Race/ethnicity
Hispanic∗∗ 2.28 1.37, 3.82
Non–Hispanic Black∗∗ 2.22 1.71, 2.89
Non–Hispanic White Reference

Heterosexual 1.24 0.97, 1.59
Education ≤ high school∗∗ 1.86 1.27, 2.72
Income <$5000/year 1.28 0.93, 1.76
Years since HIV diagnosis 0.97 0.94, 1.04
HIV care very important∗∗ 1.77 1.31, 2.37
Empowerment 0.62 0.32, 1.17
Engagement w provider∗∗ 1.74 1.17, 2.57
Taking control of health 1.30 0.95, 1.79

aNumber of observations used = 741; prevention discussion:
yes = 496, no = 245.
∗p < 0.05.
∗∗p < .01.

received their diagnosis during the 3 years prior to baseline.
Thus, it appears unlikely that prevention messages associated
with initial visits could explain the relatively high prevalence
of self-reported prevention discussions in this population.

According to the regression model developed from our
data, several participant characteristics were associated with
reporting a prevention discussion with their provider at their
most recent primary care visit. Hispanics and non-Hispanic
Blacks were nearly twice as likely as non-Hispanic Whites
to report such discussions. Participants with less than a high
school education were nearly twice as likely as those with a
higher level of education to report a prevention discussion.
According to the univariate analysis, low-income partici-
pants were also more likely to report a prevention discussion;
however, this variable was not retained in the final multiple
logistic regression model.

There are several possible explanations for our findings.
Providers may select patients that they feel most need preven-
tion messages. Providers may consider patients from racial/
ethnic minorities, low education, and low income groups to
be less informed about HIV transmission prevention strate-
gies or to be more likely to encounter health system barriers
in general. Providers may also perceive patients from these
groups to be more likely to engage in high-risk behaviors.
This is consistent with findings from other studies that have
shown that providers often have preconceived notions about
the risk-taking behaviors of their HIV-seropositive patients

[11, 10, 15, 16]. Conversely, providers specializing in HIV
care may be less likely to stereotype their patients’ readiness
to engage in behavior change on the basis of demographic
characteristics. Finally, social desirability may have led par-
ticipants from vulnerable populations to report having had a
prevention discussion with their provider regardless whether
they could recall one.

We also found that participants who were significantly
more likely to report having had prevention discussions with
their provider during their most recent visit considered HIV
care to be very important and scored higher on the perceived
engagement with provider and taking control of health (uni-
variate analysis only) scales. Participants with these charac-
teristics may be more comfortable discussing sensitive issues
with providers and may be more actively involved in their
HIV care encounters. Also, these patients could be more
positively perceived by their providers, leading to more in-
teractions regarding HIV transmission prevention as well as
other care issues.

Several study limitations should be considered. First, be-
cause this was a cross-sectional analysis, inferences regard-
ing causality based on observed associations cannot be made.
Second, all data were obtained by participants’ self-report.
Participants may have recalled prevention discussions ac-
curately, but independent external data such as provider re-
port or medical encounter documentation would be needed
to validate the self-report data. Such validation data were
not collected for this study. Also, it is possible that a so-
cial desirability bias resulted in over reporting of prevention
discussions by all or part of the participants. Finally, data re-
garding specific content of prevention discussions were not
available, so a brief statement by providers could have been
reported by participants as a prevention discussion. It should
be noted that failure to report a prevention message at a re-
cent care visit does not, in and of itself, indicate a deficiency
in providers’ prevention efforts. Despite the wording of the
question emphasizing recall of primary care visits, partic-
ipants may have recalled a visit for a specific concern, to
briefly discuss medication or laboratory findings, or even for
an acute illness. Such visits may not be appropriate for pre-
vention discussions and therefore may not reflect a provider’s
general prevention efforts with patients.

Nevertheless, these findings are important because of the
relatively large study population of IDUs and because of
the dearth of published reports on primary care prevention
counseling among HIV-seropositive IDUs. Clearly, accord-
ing to these findings, there is much still to be done to im-
prove the provision of prevention messages during primary
care encounters to HIV-seropositive IDUs. Further study is
needed to develop effective HIV prevention interventions
for primary care and strategies to integrate them into time-
constrained HIV primary care encounters for this unique
and high-risk patient group. Such interventions should be
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directed to patients according to risk behavior assessment
rather than demographic factors. Also, interventions should
include components intended to improve patient-provider
communication.

Acknowledgments This study was supported by the Centers for Dis-
ease Control and Prevention and the Health Resources and Services
Administration (CDC/HRSA grant U50CCU317999). We would also
like to acknowledge the following people for their contributions to
this research: Baltimore: Susan Sherman, Roeina Marvin, Joanne Jenk-
ins, Donny Gann, Tonya Johnson. Miami: Clyde McCoy, Rob Malow,
Wei Zhao, Lauren Gooden, Sam Comerford, Virginia Locascio, Curtis
Delford, Laurel Hall, Henry Boza, Cheryl Riles. New York: George
Fesser, Carol Gerran, Diane Thornton. San Francisco: Caryn Pele-
grino, Barbara Garcia, Jeff Moore, Erin Rowley, Debra Allen, Dinah
Iglesia-Usog, Gilda Mendez, Paula Lum, Greg Austin. Centers for Dis-
ease Control and Prevention: Gladys Ibanez, Hae-Young Kim, Toni
McWhorter, Jan Moore, Lynn Paxton, John Williamson. Centers for
Disease Control and Prevention (Laboratory): Lee Lam, Jeanne Urban,
Stephen Soroka, Zilma Rey, Astrid Ortiz, Sheila Bashirian, Marjorie
Hubbard, Karen Tao, Bharat Parekh, Thomas Spira.

References

1. Bakken, S., Holzemer, W. L., Brown, M., Powell-Cope, G. M.,
Turner, J. G., and Inouye, J. (2000). Relationships between per-
ception of engagement with health care provider and demographic
characteristics, health status, and adherence to therapeutic regi-
men in persons with HIV/AIDS. AIDS Patient Care and STDs, 14,
189–197.

2. Centers for Disease Control and Prevention. (2002). HIV/AIDS
Surveillance Report, 14.

3. Centers for Disease Control and Prevention. (2003). Incorporating
HIV prevention into the care of persons living with HIV: Rec-
ommendations of the Centers for Disease Control and Prevention,
the Health Resources and Services Administration, the National
Institutes of Health, and the HIV Medicine Association of Amer-
ica. MMWR Morbidity and Mortality Weekly Reports, 52(RR–12),
1–24.

4. Deren, S., Beardsley, M., Coyle, S., and Singer, M. (1998). HIV
serostatus and risk behaviors in a multisite sample of drug users.
Journal of Psychoactive Drugs, 30, 239–245.

5. Derogatis, L. R., and Spencer, P. M. (1982). The Brief Symptom
Inventory (BSI): Administration, scoring, and procedural manual.
Baltimore: John Wiley.

6. Dodge, W. T., BlueSpruce, J., Grothaus, L., Rebolledo, V., McAfee,
T. A., and Carey, J. W. (2001). Enhancing primary care HIV pre-
vention: A comprehensive clinical intervention. American Journal
of Preventive Medicine, 20, 177–183.

7. Duffus, W. A., Barragan, M., Metsch, L., Krawczyk, C. S., Lough-
lin, A. M., and Gardner, L. I. (2003). Effect of physician spe-
cialty on counseling practices and medical referral patterns among
physicians caring for disadvantaged human immunodeficiency
virus–infected populations. Clinical Infectious Diseases, 36, 1577–
1584.

8. Gerbert, B., Brown, B., Volberding, P., Cooke, M., Caspers, N., and
Love, C. (1999). Physicians’ transmission prevention assessment

and counseling practices with their HIV positive patients. AIDS
Education and Prevention, 11, 307–320.

9. Gerbert, B., Moe, J. C., Saag, M. S., Benson, C. A., Jacobsen,
D. M., and Feraios, A. (2001). Toward a definition of HIV expertise:
A survey of experienced HIV physicians. AIDS Patient Care and
STDs, 15, 321–330.

10. Marks, G., Richardson, J. L., Crepaz, N., Stoyanoff, S., Milam, J.,
and Kempker, C. (2002). Are HIV providers talking with patients
about safer sex and disclosure?: A multi–clinic assessment. AIDS,
16, 1953–1957.

11. Margolis, A. D., Wolitski, R. J., Parsons, J. T., and Gomez,
C. A. (2001). Are healthcare providers talking to HIV–seropositive
patients about safer sex? AIDS, 15, 2335–2337.

12. McGowan, J. P., Shah, S. S., Ganea, C. E., Blum, S., Ernst,
J. A., and Irwin, N. K. (2004). Risk behavior for transmission of
human immunodeficiency virus (HIV) among HIV–seropositive
individuals in an urban setting. Clinical Infectious Diseases, 38,
122–127.

13. Meredith, K. L., Jeffe, D. B., Mundy, L. M., and Fraser, V. J. (2001).
Sources influencing patients in their HIV medication decisions.
Health Education and Behavior, 28, 40–50.

14. Metsch, L. R., McCoy, C. B., Lai, S., and Miles, C. (1998). Con-
tinuing risk behaviors among HIV–seropositive chronic drug users
in Miami, Florida. AIDS and Behavior, 2, 161–169.

15. Metsch, L. R., Pereyra, M., del Rio, C., Gardner, L., Duffus, W.,
and Dickinson, G. (2004). Delivery of HIV prevention counseling
by physicians at HIV medical care settings in 4 US cities. American
Journal of Public Health, 94, 1186–1192.

16. Morin, S. F., Koester, K. A., Steward, W. T., Maiorana, A.,
McLaughlin, M., and Myers, J. J. (2004). Missed opportunities:
prevention with HIV–infected patients in clinical care settings.
Journal of Acquired Immune Deficiency Syndromes, 36, 960–966.

17. Purcell, D. W., Metsch, L. R., Latka, M., Santibanez, S., Gomez, C.
A., and Eldred, L. (2004). Interventions for seropositive injectors–
research and evaluation: An integrated behavioral intervention with
HIV–seropositive injection drug users to address medical care, ad-
herence, and risk reduction. Journal of Acquired Immune Defi-
ciency Syndromes, 37, S110–S118.

18. Richardson, J. L., Milam, J., McCutchan, A., Stoyanoff, S., Bolan,
R., Weiss, J., Kemper, C., Larsen, R. A., Hollander, H., Weis-
muller, P., Chou, C., and Marks, G. (2004). Effect of brief safer–sex
counseling by medical providers to HIV–1 seropositive patients: a
multi–clinic assessment. AIDS, 18, 1179–1186.

19. Rogers, E. S., Chamberlin, J., Ellison, M. L., and Crean, T. (1997).
A consumer–constructed scale to measure empowerment among
users of mental health services. Psychiatric Services, 48, 1042–
1047.

20. Stewart, A. L., and Camberg, C. J. (1992). Physical functioning
measures. In: A. L. Stewart, J. E. Ware (Eds.), Measuring func-
tioning and well–being: The medical outcomes study approach
(pp. 86–101). Durham: Duke University Press.

21. Tun, W., Celentano, D. D., Vlahov, D., and Strathdee, S. A. (2003).
Attitudes toward HIV treatments influence unsafe sexual and in-
jection practices among injection drug users. AIDS, 17, 1953–
1962.

22. Weinhardt, L. S., Kelly, J. A., Brondino, M. J., Rotheram–Borus,
M. J., Kirshenbaum, S. B., and Chesney, M. A. (2004). HIV trans-
mission risk behavior among men and women living with HIV in 4
cities in the United States. Journal of Acquired Immune Deficiency
Syndromes, 36, 1057–1066.

Springer



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


