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Introduction

The 2004 San Francisco HIV Prevention Plan (Plan) defines Prevention with Positives (PWP) as “any intervention that addresses the specific prevention needs of HIV positive persons.  HIV positive persons should be involved in the planning and implementation of all prevention with positives programs.”  According to the 2004 Plan, the main goals of prevention with positives are: 

1) To reduce the spread of HIV and STDs; 

2) To help HIV positive people achieve and maintain physical, emotional, sexual, and reproductive health and well-being; and 

3) To assist those HIV positive people who do not know they are positive, in learning their HIV status.  

This document enhances the Plan’s perspective on PWP by outlining the general principles and service delivery strategies programs can employ to effectively reach people living with HIV (PLWH).

background

In April 2003 the CDC published “Advancing HIV Prevention” (AHP), which stated that HIV positive people should be the highest priority of prevention efforts (MMWR, 2003).  The San Francisco Leadership Initiative is the HIV Prevention Planning Council’s (HPPC) response to the AHP Initiative and continues to prioritize the community voice as part of effective community planning.  The 2004 HIV Prevention Plan states that the San Francisco Leadership Initiative ensures that prevention efforts go beyond the medical model by including valuable social services such as counseling with HIV testing efforts.  

This document is the result of ongoing efforts by the San Francisco Department of Public Health, HPPC, HIV Health Services Planning Council, and committed community members to prioritize Prevention with Positives efforts.  

PWP programs should be designed with the diverse prevention needs of PLWH in mind and should be integrated into a variety of settings, including care and treatment services, counseling and testing, and community and social arenas.  The following recommendations are intended to serve as preliminary guidelines to defining and implementing PWP programs in San Francisco.  

The HPPC is committed to including people living with HIV/AIDS in the planning and implementation of prevention efforts to prevent HIV transmission as well as provide PLWH with important messages to improve their health and well-being.  

The Committee and the Decision-Making Process

The development of this document was guided by the 2004 and 2005 Prevention with Positives Committees of the HPPC.  The committees were comprised of Council members from both the HPPC and the HIV Health Services Planning Council, AIDS Office staff members, and community members.  Participation from both the HPPC and the HIV Health Services Planning highlights San Francisco’s local commitment to conduct PWP in a collaborative manner that integrates both care and prevention.

The committees met on a monthly basis throughout the year to develop recommendations and products that support San Francisco’s HIV prevention efforts.  Both the 2004 and 2005 Committees received information, research and technical support from AIDS Office staff and the technical support consultant, Harder+Company.  The structure of this document, as well its content, was discussed and decided upon by Committee members.  In general, decisions were made using a nominal group process, which involved open discussion and group consensus.

The 2004 PWP Committee of the HPPC was formed to develop and articulate guiding principles and recommendations for PWP programs in San Francisco.  The 2004 Committee developed the original draft of this document, which identified and described a range of service delivery strategies and related recommendations.  In 2005, the Committee was reconvened with the overarching goal: “to build a foundation for effective, inclusive and culturally appropriate PWP.”  The 2005 Committee expanded upon the work from 2004 by employing a population-based approach to identifying needs and priority strategies and interventions.  In other words, the Committee reviewed new data and information regarding HIV risk behaviors and unmet needs among different populations of PLWH including men who have sex with men, transgendered person, injection drug users and youth.  The Committee also collected and reviewed research and best practices information on conducting HIV prevention with PLWH.  This information was used to develop new recommendations and to expand upon issues discussed in the 2004 document.  The work of the 2005 Committee was then integrated with that from 2004, resulting in this final document.

Organization of this Document

This document first defines a set of underlying principles for the creation of effective PWP programs for San Francisco populations.  These principles reflect core values about how HIV prevention should be done in the local context.  The next section of this document identifies service strategies for delivering PWP interventions and includes recommendations relevant to each strategy.  Our hope is that this document encourages service providers to “think big” about PWP and how it can fit into the full spectrum of services for PLWH.  

Underlying Principles

The PWP Committee identified the following principles for the creation of effective PWP programs for San Francisco populations: 

· Provide population-based linguistically, culturally and developmentally competent services.  In order to implement effective PWP programs, service providers must strive to provide culturally, linguistically and developmentally competent services.  Competence implies an ability by providers to understand and respond effectively to service consumers’ culture, beliefs, sexual identity, values, stage of development, and language when providing services.  Organizations should be aware of currently available educational opportunities and resources regarding competency and prioritize training of providers in this regard.  Provider education and sensitivity training is crucial to building trust and rapport with PLWH.  Organizations may also wish to employ peer support models, which can be particularly effective for reaching traditionally under-served populations.  Finally, it is important to note that a range of cultural, linguistic and developmental issues may be relevant when providing services to an individual person.  Some examples include:

· Men who have sex with men.  Interventions that are expected to be successful in gay communities are those that focus on safety enhancement rather than risk elimination.  It  may not be realistic to expect all individuals to adopt behaviors that eliminate all possible risk all the time; prevention efforts should focus on giving people the information and skills they need to make informed decisions and take steps to reduce the risk of HIV transmission.  A strong sense of community that focuses on mutual care may lead to risk reduction behaviors.
  The effort to strengthen the sense of community among gay men can instill a sense of responsibility with regard to sexual behavior and can also reduce the stigma and body image issues associated with the gay community.

· Injection drug users (IDUs) and users of other substances.  There is significant variation in how people use substances, both in terms of frequency and quantity.  There is also considerable variance in the impact that substance use has on life functioning, including risk perception and behavior.  There are also different patterns of use for different drugs that can affect risk taking behaviors.  From a prevention stand point, it is useful to categorize to what degree substance use affects risk behavior into low, moderate, and high impact on the lives and risk behavior of people living with HIV/AIDS.  (1) Low Impact: Some people who use drugs experience little impact on overall life functioning or on their risk behavior; (2) Moderate Impact: many others who use drugs experience some impact, and likely there is some increase in risk behavior; and (3) High Impact: others who use drugs experience a larger impact and there can be a substantial increase in risk behavior.  Overall, a harm reduction approach to substance use, rather than abstinence based treatment, is recommended in order to tailor services to this population. 

· Transgendered persons.  It is important to distinguish between male-to-female (MTF) and female-to-male (FTM) transgendered individuals as each group has unique characteristics and needs.  In the MTF community, many factors can lead to sexual risk, such as power dynamics with sexual partners and sexual roles that affect an individual’s ability to practice safer sex.  In addition, HAART may cause masculine side effects, which could discourage treatment adherence.  Beyond these issues, there are also ethnic and linguistic factors that come into play in light of the diversity of the transgendered population.  Transgender-specific interventions – working in community venues; peer education and support groups; empowerment to address issues such as social isolation; skills building and employment training; and regular consistent social support that involve transgendered individuals and their partners – may be the most effective means of reaching this population.

· Youth.  A range of developmental factors can influence the success of interventions targeting youth.  For example, it may be difficult for youth to fully comprehend what it means to have a chronic disease.  The motivations and psychology behind safer sex and behavior change can be different for young people relative to adults in some communities.  Focusing on ideas of community responsibility and altruism may not be a relevant prevention message.  Services on demand, specifically substance use treatment, are needed, as long wait times can keep youth away from services.  In addition, interventions have to have direct and have an immediate benefit.  

· Utilize new strategies and adapt appropriate existing strategies to PWP.  By promoting diverse approaches to help individuals address the issues they face, PWP programs will be able to effectively address varied client needs.  It is important to consider new and emerging strategies for delivering prevention services.  For example, electronic media, and the internet specifically, provide opportunities for PWP interventions.  Understanding how to provide information within this media, and training providers to assess risk and ask patients about their use of electronic media, is a potential strategy for reaching PLWH.
· Promote consumer-driven and client-centered services.  Previous PWP work has identified several recommendations from PLWH including the following: 1) provide outreach and education at sexual and drug networks where positive and negatives connect, 2) provide a forum to directly address responsibility and disclosure, 3) discuss gender and power issues, 4) build skills regarding communication, disclosure and sexual decision-making, 5) promote peer support and advocacy, 6) offer same-day appointments, and 7) utilize incentives when possible.  PWP programs should consistently seek consumer input in order to identify needs and appropriate prevention strategies.  This is particularly important for communities where there is a lack of information regarding effective strategies, such as FTM (particularly those who are gay-identified) and intersex individuals. 
· Integrate PWP services into service providing settings.  One of the key PWP priorities is the integration of HIV prevention into a range of service settings.  This model should be used not only in integration into medical settings but also other professional settings such as benefits counseling, computer training and holistic services.  By examining service needs of PLWH and integrating HIV prevention into those services, providers can interact with individuals from a holistic perspective.

· Improve linkages between HIV care and prevention through referrals and interagency collaboration.  HIV Counseling and Testing site staff can provide referrals and follow-up to medical providers and other HIV-related services that can help overcome barriers to health care and also ensure clients are linked to appropriate care.  The 2004 HIV Prevention Plan provides a list of referral resources (p. 163).  Programs should use this list as a guide for gathering information about resources to provide to clients.  DPH should also encourage alliances between agencies so that providers have a working knowledge of all types of services – both prevention and care – that are available to clients.
· Ground prevention efforts in the current medical, personal, social, and economic issues PLWH face.  HIV may not be the only, let alone the primary, health or social concern.  Being able to meet basic needs such as housing and employment may take priority over HIV prevention.  Sex work, domestic violence, drug and alcohol use, mental health, STDs, and discrimination are all issues that can influence the success of service delivery for PLWH.  In addition, the advent of HAART therapy has allowed people to live healthier, more sexually active lives, potentially increasing the opportunities for high-risk transmission behaviors.  Interactions between HAART and other medical treatments (e.g. hormones for transitioning, recreational drugs, pregnancy prevention, etc.) can negatively affect treatment for HIV or other medical issues.  HAART may also have multiple side effects that negatively impact self-esteem and body image.  Providers should explain side effects to their clients and help them address concerns.  

· Support interventions that address issues of shame and stigma.  Stigma regarding HIV/AIDS still exists in many communities at such a level that bringing up negotiations around safer sex is tantamount to an admission of being HIV positive.  Therefore, many people avoid asking their sexual partners to use condoms for fear of “outing” themselves as HIV positive.  Additionally, stigma regarding homosexual activity in some communities causes people to keep their sexual practices a secret, making safer sex difficult to negotiate.   

· Incorporate the 2004 HIV Prevention Plan’s 1) Principles of Program Design and Implementation and 2) Standards of Practice and Quality Assurance into all PWP programs.  The Principles section of the Plan describes the unique attributes of San Francisco’s approach to HIV prevention, while the Standards section highlights key administrative elements of HIV prevention programs needed to ensure high-quality services.  

· Continue to gather and apply information about community norms.  It is important to understand new norms around condom use and how they have changed.  In addition, there are different “rules” in some communities regarding seroconcordant and serodiscordant sex.  In order to deliver effective prevention services, providers must understand how group and community norms influence behavior and apply this knowledge to prevention efforts.

Service Strategies for Delivering PWP Services

A wide array of services is provided to meet the needs of PLWH in San Francisco.  In addition, different services may be needed depending on where people are at in the diagnosis, recognition, acceptance, treatment, and management of HIV.  People who fear they have sero-converted, recently tested positive, and those who have been living with HIV for some time have different needs.  The PWP committee identified a variety of service delivery strategies for delivering Prevention with Positives.  One important goal of this document is to expand people’s thinking about how PWP programs fit in with the variety of services for PLWH.  This section describes the various service strategies for delivering PWP services and contains recommendations that are relevant to each strategy.  

Structural and Policy Strategies 

Structural and policy strategies aim to change the social, political, and economic systems that affect HIV risk (2004 Plan).  Additionally, Michael Shriver describes structural interventions as “broad-based forms of social construction and definition- legal, political, environmental, etc. that serve as barriers or facilitators for activities people engage in as individuals or groups.”
  There are many recent structural interventions that have or potentially could have an impact on HIV prevention efforts and Prevention with Positives.  These include confidentiality guidelines, access to care, non-discrimination laws, housing, employment services and benefits counseling.  These strategies are important components of prevention as they set up a system that facilitates prevention and shifts the weight of the responsibility from the individual.  

Theories regarding human motivation such as Maslow’s hierarchy of needs assert that human behavior is motivated by a hierarchy of needs, beginning with basic survival needs and moving towards higher order needs such as belonging, esteem, and self-actualization needs:

Only when the lower order needs of physical and emotional well-being are satisfied are we concerned with higher order needs of influence and personal development.  Conversely, if the things that satisfy our lower order needs are swept away, we are no longer concerned about the maintenance of our higher order needs.”

In this way, the basic needs of PLWH (e.g. sleep, food, water, shelter, stability) need to be addressed and met before risk reduction goals can be assessed.   

Additionally, having a source of income 1) Improves self efficacy and self esteem: individuals feel better about themselves when they are contributing to society and have a sense of self-sufficiency, and 2) Sustains quality of life by giving people resources to be able to adhere to medications, provides money to get medications, and contributes to a sense of stability.  Therefore, it is difficult to address HIV prevention before these basic and primary needs are met.  

While they have previously been identified as part of a philosophy of PWP, structural and policy strategies have not formally been operationalized for use in program design.  This is a new opportunity to make a clear connection between these services and the PWP movement in SF.  

Recommendations

· Document evidence that supports the need for these interventions.  Use research to document how structural interventions that address housing and employment affect health and well-being of PLWH and how these issues affect the ability of PLWH to adopt and maintain risk reduction strategies.
· Create evidence-based pilot studies that look at structural interventions already prioritized in the Plan.  All PLWH should be supported to attain a source of income and stability.  This includes health benefits, SSI, supplemental income, or FT/PT job opportunities for “higher functioning” individuals.  The community philosophy of PWP should be to ground interventions in the context of supporting stable housing and income.

· Examine ways to work with other funding sources and existing services to link benefits counseling, employment, housing services, etc., with PWP. Use findings to design programs that address these issues (i.e. housing and employment services, benefits counseling, STD screening, etc.).

· Prioritize benefits counseling and employment training and assistance.  Increasing access to economic resources will help address the basic needs of PLWH, thereby bolstering the foundation for prevention efforts.

Substance Use/ Mental Health Services

There are multiple ways in which substance use and mental health services affect HIV prevention efforts:

· Substance use/abuse and mental health issues are two primary cofactors that contribute to continued risk behavior in HIV+ people, often despite their clear knowledge and intention to remain safe in their sexual and/or needle use behavior.  More information about how these factors affect HIV risk can be found in the 2004 HIV Prevention Plan. 

· Substance use/abuse contributes to new HIV infections by both direct and indirect mechanisms.  HIV+ people who inject drugs may transmit HIV to an uninfected person if they share unclean or improperly cleaned needles and works.  HIV+ people who are under the influence of alcohol or non-IDU drugs like poppers and speed are more likely to have unsafe sex.  

· Substance use and mental health are often intimately connected.  Our PWP Committee recognizes that substance use/abuse and mental health issues are often intertwined, and that many recommendations made for mental health also apply to substance use/abuse.   

· Both substance use/abuse services and mental health & counseling services should be linked, with service providers in each of these two areas required to perform brief assessments of the other area and also have established linkages and protocols for referrals across these two broad categories.   

· Factors such as isolation and loneliness affect PLWH.  An HIV positive test result may lead to or exacerbate social isolation.  Additional factors such as disability, unemployment and/or homelessness further isolation.  Moreover, isolation may impact the perceived need for intimacy as “barrier free sex,” thereby potentially decreasing condom use.  Therefore, it is important that people living with HIV/AIDS have the opportunity to learn coping skills, socialize, build support networks, and participate in peer education and safer sex skills building activities.  

· People living with HIV/AIDS, like any other group of people, have a range of different mental health issues.  Some HIV+ people continue to function optimally without signs of any psychological problems, some have episodes of disruptive stress or depression, while others continually struggle with chronic mental health distress, and as in the general population some have serious mental illness requiring psychiatric care.  Psychological concerns and life issues, whether mild, moderate, or severe may affect risk behavior and thereby increase the risk for HIV transmission.

· The recently introduced Syringe Law in San Francisco may have several implications for PWP efforts.  Because this law is fairly new, it is important to gather as much information surrounding the new policies as possible.  For example, it is important to know what the IDU community and pharmacists know and understand the new law.  It is unknown whether each pharmacy is able to make its own rules regarding syringe distribution and who has access to the services, whether individuals need to disclose the why they need needles, and whether there is an age requirement for individual to be able to purchase needles.  Providers should understand the details of the syringe law and how it is implemented in local pharmacies so they can understand its impact on their clients and local needle exchange services. 
· Youth who have left home because of abuse may need mental health support to address feelings of powerlessness and hopelessness.  

Recommendations

· Increase service availability and access.  Individuals with substance use issues, from mild to intense in severity, may not feel comfortable labeling themselves as “needing professional help” and may not actively seek drug treatment services.  To address issues of those who do not identify as needing assistance, services should be focused on providing motivational counseling and education about addiction and mental health issues.  Any HIV+ person with mental health and/or substance use/abuse issues should have access to diagnosis and treatment by skilled mental health or substance abuse professionals.  Those with mild or moderate substance use issues should also have access to counseling and other educational forums including peer education, discussion groups, and other risk reduction counseling services.  In addition, professional services and/or general counseling should allow PLWH to address the wide variety of issues known to influence risk behavior including shame, stigma, isolation and loneliness, chronic depression, unresolved grief, chronic stress, lack of self-assertiveness, as well as adjustment to a new HIV diagnosis.

· Enhance assessments.  People living with HIV/AIDS can engage in prevention and/or health services at a wide variety of entry points into the overall network of services.  Each point-of-contact for an HIV+ person, in both prevention and care services should include a risk assessment and intervention including a comprehensive list of appropriate referrals.  The assessment should be expanded in scope to include not only the traditionally assessed risk behavior, but also include 1) Psychosocial risk cofactors that are known to influence risk behavior, 2) Psychological functioning and issues of life distress, and 3) substance use/abuse issues.
· Provide medical care.  PLWH should receive medical care.  If the client’s substance use is affecting consistent medication adherence, the medical team should actively engage the client in discussions of viral resistance and potential loss of treatment options in the future.  Providers should be aware of how substances and HIV medication can interact and keep abreast of the current research in order to inform clients of their treatment options.

· Focus on harm reduction.  Harm reduction is a set of practical strategies that reduce negative consequences of drug use, incorporating a spectrum of strategies from safer use, to managed use to abstinence.  Harm reduction strategies meet drug users "where they're at," addressing conditions of use along with the use itself (Harm Reduction Coalition).  Alternatives to abstinence-based programs that utilize harm reduction services and philosophy should be incorporated in Prevention with Positives work. 

· Employ social marketing efforts to reach this population.  There is currently a lack of social marketing targeting the range of IDU populations.  It is important to ensure that all aspects of the IDU population are being reached.  For example, abscess clinics may serve as a potential contact point for IDUs who do not access needle exchange services.  By examining how people inject drugs, providers may be able to design interventions targeted toward this group. 

· Increase secondary needle exchange.  While there are needle exchange services in San Francisco, there is a lack of secondary services that deliver clean needles.   

· Expand substance use treatment eligibility requirements.  People who are underinsured and the working poor often don’t qualify for full services.  These characteristics should not block access to treatment.  

· Increase access to mental health services for youth.  These services are critical to addressing isolation issues after receiving a positive test result.
· Address mental health severity.  Any HIV+ person with serious mental health issues should have access to diagnosis and treatment by a psychiatrist, psychologist, or other mental health professional.  Treatment services should include, when appropriate, in-patient and/or residential facilities.  In addition, any HIV+ person who does not have a mental health diagnosis, but nonetheless struggles with life issues, concerns, and stresses should have access to a variety of counseling experiences that will allow the development of coping skills to be able to address psychological problems that influence unsafe behavior.  Examples of appropriate services for those with non-diagnostic psychological concerns include:  (1) individual counseling; (2) group counseling; (3) health education services; (4) peer support services; (5) psycho-social based interventions; (6) individual risk reduction counseling (IRRC); (7) life coaching; and (8) others to be determined.

Prevention in Medical Settings

Medical settings are a particularly key site for delivering PWP services:

· Connecting prevention and medical care services integrates HIV prevention skills and messages into HIV care and treatment and facilitates an understanding of the range of issues facing people living with HIV/AIDS.

· Approximately 80% of HIV-positive people in San Francisco are receiving some type of medical care (2004 HIV Prevention Plan).  Therefore medical/ primary care settings are key sites for prevention with positive efforts. 

· People living with HIV/AIDS may be more engaged in care settings than anywhere else, making them the best place for information regarding prevention with positives.

· For some clients, clinical trials may be the only point of contact with any medical or social services.  

· HAART aggressively suppresses viral replication and progression of HIV disease which can impact the lives of PLWH and therefore PWP efforts.  From a biological perspective, when viral load is decreased, individuals are very likely to be less infectious to others whether or not they practice safer sex.  Socially, HAART can help people feel healthy enough to be sexually active.  Increased health and interest in establishing relationships creates an opportunity for interventions to address safer sex behavior.  Therefore individuals on HAART need to be linked with risk reduction education to make informed decisions regarding their sexual behavior.

Recommendations

· Integrate prevention into health services.  HIV prevention should be integrated into all medical care provided to people who are HIV positive.  This can include transmission risk assessments, brief counseling sessions, and written materials provided by medical and social services providers.

· Adhere to existing standards of practice.  These include: 1) Standards of Practice for HIV Prevention Programs as outlined in the 2004 HIV Prevention Plan including the provision of referrals to diverse services and programs, and 2) “Making the Connection” standards of care provided by the San Francisco Department of Public Health, HIV Health Services Division.

·  Inform private medical providers.  Fund programs that bring prevention messages/skills to private medical providers.

Linkage from Testing

Linking newly diagnosed clients to necessary medical, psychosocial, and/or educational support and services helps provide important support when finding out one’s HIV status.  Some HIV Counseling and Testing sites currently provide follow-up visits and have trained/licensed Mental Health providers on staff for this purpose.

Although healthcare utilization among PLWH has significantly improved, there are still barriers that prevent people from seeking care.  For example, when clients first receive their HIV diagnosis, many either don’t have a physician or may not want to go to their family practitioner for their HIV care.  Additionally, many people find it difficult to maintain regular follow-up with doctors and to adhere to medication regimens, especially when side effects are present.

Recommendations

· Link clients to care services and prevention with positives services.  HIV Counseling and Testing sites should have the necessary resources to help clients who test positive transition into care as measured by a visit with a medical provider.
· Offer follow-up visits onsite.  After receiving their HIV positive test results, clients should be given the option of a return visit to the testing site for follow up to help link the client to medical and support services.
· Cross-train prevention and health services providers.  HIV health services and prevention providers should be knowledgeable about the various resources available to PLWH and be able to inform clients about all prevention and care services.
· Maintain up-to-date printed materials describing agency’s and others services.  Any agency funded under PWP should have written, up-to-date PWP services manual/pamphlet describing their services.

· Document referrals.  Improved methods to track whether referrals are completed are needed.  PWP providers should network with CTR agencies in order to be sure clients are provided with appropriate referrals and links.  For example, PWP providers can attend the CTR quarterly meetings or provide in-services or site visits to CTR sites to connect to CTR providers.  This also includes enhancing methods to document referrals made at anonymous test sites.  

· Ensure opportunities to overcome isolation through maximizing use of social support systems.  Testing counselors should assist newly diagnosed clients to identify appropriate support including professional support through onsite counseling testing and referral agencies, as well as social support though organizations, friends and family members.

· Increase provider and community participation in the HPPC.  PWP counseling, testing and referral providers should be encouraged to be community members of PWP HPPC Committee.

Disclosure Services (e.g. Partner Counseling and Referral Services)

Disclosure services give PLWH the resources they need to decide whether to disclose their HIV status to sex and drug use partners and provide options for communicating this information.

There are typically three options to disclosure/partner notification: 

1) Self Disclosure: HIV + person contacts and notified partner themselves and suggests partner get an HIV test.  Providers can support self disclosure through coaching, peer support, etc;

2) Dual Disclosure: HIV + person receives coaching prior to disclosure and notifies partner in presence of provider; 

3) Anonymous Third Party Disclosure: HIV + person requests designated field staff locate and contact previous and current sex and syringe partners and offer them counseling and testing.

As a provider of disclosure services within the San Francisco Department of Public Health HIV Prevention Services, the Partner Notification and Disclosure Assistance Program (PDAP) have the following guiding principles:

· Voluntary and confidential 

· Client centered

· Ongoing

· Disclose before sex than after is preferable

· Developing disclosure skills can lead to improved physical and mental health  

· It is important to link PLWH to additional support services

Research is currently under way to examine 1) the effects of disclosure assistance counseling, 2) whether or not self-referrals result in client self disclosure to partners, and 3) whether partners come in for testing after being told by an original client that they may have been exposed to HIV.  

Recommendations

· Disclosure options should be client-centered, assisting people to make the best decision for them.  Disclosure is not always the best or safest option for HIV-positive individuals.  Disclosure is permanent and the negative outcomes of partner disclosure may ostracism, rejection, violence, and discrimination.

· Promote sex-positive risk reduction activities.  Because disclosure can be part of the cycle of isolation, rejection, and substance abuse, disclosure may be a risk-reduction activity helping to empower PLWH to protect themselves and their partners if they are sexually active.

· Support risk reduction behaviors among PLWH whether or not they choose to disclose HIV status and whether or not they know their status.  There are many efforts to give people the resources and assistance they need to tell their sex and drug using partners their status.  It is also important to assist (1) individuals that may not disclose because of fear of discrimination, domestic violence, or other issues and (2) individuals who do not know what their serostatus is in developing strategies and skills to enhance safety.  
· Gather information and apply learning regarding how internet communication affects disclosure.  The impersonal aspects of internet communications may facilitate or impede disclosure.  At the same time, it is unclear whether the internet increases serosorting, the number of sexual partners one has, and risk behavior.  It is important to gather information regarding what works in terms of supporting safety enhancement in online environments.  Organizations working with this venue should understand these issues when delivering services in online environments.
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