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D
espite efforts to reduce 
the spread of HIV, many individu-
als continue to test positive for 
HIV antibodies. 

During 2001-04, CDC estimated 
80,187 African-Americans were diagnosed 
with HIV/AIDS. Sixty-two percent were men; 
38 percent were women.1 According to CDC, 
the primary mode of transmission among Afri-
can-American men was sexual contact with 
other men, followed by heterosexual contact 
and injection of drugs. However, African-
American females’ primary mode of transmis-
sion was heterosexual contact, followed by 
injection drug use.1 

In addition, HIV/AIDS was the third-leading 
cause of death for African-American men and 
the fourth-leading cause of death among Afri-
can-American women, according to CDC.

Understanding the perception of sexual 
behavior among different cultures, particu-
larly African-American, will have a signifi-
cant impact in implementing a plan of action 
to reduce high risk sexual behavior. 

High-Risk Behaviors
According to the CDC, HIV transmission 

has several modes of transmission: sexual 
intercourse, blood-to-blood transmission, 
occupational exposure, mother-to-child, and 
injection drug use. The level of transmission 
from blood transfusions is very low. Most 
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HIV/AIDS Series, Part III
Editor’s note: This article is the last in a three-part 
series focusing on HIV/AIDS. The previous install-
ments discussed legal rights of the HIV-positive 
nurse and empowering young urban women to 
protect themselves. You can find them at www.
advanceweb/nurses.

individuals who have HIV/AIDS contracted 
the virus through sex activities. 

High-risk sexual behavior is associated with 
increase of HIV infection. At a clinic operated 
by the Palm Beach County Health Department in 
Belle Glade, FL, five new HIV cases presented 
in March alone. The youngest of the five was a 
20 year old who was diagnosed with AIDS. All 
five stated they had unprotected sex and did not 
know their partners’ HIV status.

When asked whether HIV was mentioned 
in any of their conversations with their part-
ners, three of the newly diagnosed stated “no.” 
However, the other two stated they briefly 
discussed it with their partners but soon “dis-
missed” the idea. 

Most African-Americans, heterosexual and 
homosexual, use primary strategies when choos-
ing their partners — familiarity, appearance and 
reputation.2 Familiarity means extended friend 
or kinship. They select their partners by appear-
ance, i.e., “he or she looks clean or dirty.” In 
addition, selection is based on their partners’ 
reputation or what others in the community 
think about that person. Studies noted many 
African-Americans seldom used a condom 
because they do not like how it feels.2 

Prevention of Transmission
HIV infection and other STDs can be 

eradicated if individuals abstain from all 
sexual activity. However, in most cases, 
abstinence does not occur. Therefore, high-risk 
sexual behavior should be identified through 
nursing assessment. Through identification of 
problems related to high-risk sexual behavior, 
primary preventions can reduce the risk of 
transmitting or contracting HIV.

Evidence-based studies showed com-
munication with sexual partners about safer 
sex showed a remarkable improvement in 
increased condom use.3 Sanderson’s find-
ings also identified the effectiveness of using 
videos and communication skills as an inter-
vention to improve condom use.4 

Nursing Practice Implications 
Prevention is paramount in preventing 

transmission of HIV infection and reduction 
of high-risk sexual behavior. Evidence-
based practice regarding HIV prevention 
will lead to a meaningful plan of nursing 
interventions. 

Nurses are likely to be the first health-
care professional a patient encounters. Most 
patients usually do not communicate with their 
doctors, although communication skills can 
make a huge difference in patient outcomes 
and enhance partnership building. Nurses play 
a critical role in assessing patients’ sexual 
behavior. Nurses must build a supportive 
environment to encourage patients to build 
communication skills as an intervention of 
improving condom use.

Studies provided evidence that patients who 
develop communication skills will talk with 
their partners about safer sex.3 Depending on 
the clinic setting, nurses should include the fol-
lowing materials in their HIV evidence-based 
prevention practice: behavior skill practice, 
group discussion (if permitted), role playing, 
videos and handouts.

Planning/developing a nursing practice to 
prevent the spread of HIV is imperative. Rais-
ing the standards of HIV prevention is essen-
tial for reducing HIV transmission.  n
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Cynthia E. Mike, a public health nurse at 
the Florida Department of Health, cares for 
people living with HIV/AIDS.

To reduce the prevalence 	
of HIV among African-	

Americans, nurses are critical 	
in assessing risk behaviors   	
By Cynthia E. Mike, BSN, RN
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Vaccination Guide for Parents
Patient Handout

Below is a suggested list of vaccinations for children. Be sure 
to follow the dates and guidelines directed by your healthcare pro-
vider. Many times, these vaccines are combined to minimize injec-
tions. Ask for a vaccine record book and take it to every visit to 
your healthcare provider.

Hepatitis B (HepB): protects against a virus that attacks the 
liver. This virus can lead to scarring and cancer of the liver. HepB 
is spread through blood, body fluids, such as semen and saliva, or 
through sharing personal items, like a toothbrush or razor.

Healthy babies who weigh at least 4.4 pounds receive the first 
dose at birth, before leaving the hospital. The remaining two are 
given by 18 months. Children 18 years and younger who have not 
been immunized can get the three injections separately over a 6-
month period.

Diphtheria, Tetanus & Pertussis (DTaP): protects against 
three bacterial diseases. Respiratory diphtheria causes sore throat, 
fever and swollen neck glands. Tetanus, or lockjaw, causes muscle 
tightening and jaw “locking,” which makes swallowing difficult. 
Pertussis, or whooping cough, causes coughing spells.

Injections are usually given at 2, 4, 6 and 15-18 months and 4-6 
years old. The first booster of this vaccine, called Tdap, is recom-
mended for children at 11-12 years, and boosters of Td vaccine are 
needed every 10 years thereafter. 

Pneumococcal Conjugate Vaccine (PCV7): protects against 
serious blood, lung and brain infections, such as meningitis. These 
bacteria are spread through coughing or sneezing.

Babies should receive the vaccine at 2, 4, 6 and 12-15 months 
old.

Haemophilus influenzae Type b (Hib): protects against bac-
teria that can cause meningitis, pneumonia and bone infections. 
(Despite its name, this vaccine does not protect against viral influ-
enza, or the flu.) 

Vaccine is given as three or four injections at 2, 4, 6 and 12-15 
months old. Depending on the brand of vaccine, the 6-month dose 
may not be needed; ask your healthcare provider.

Polio (IPV): protects against a virus that paralyzes muscles. This 
virus enters the body through the mouth.

The vaccine should be given at 2, 4 and 6-18 months and 4-6 
years old.

Rotavirus (RV): protects against a virus of the digestive tract. It 
is the most common cause of vomiting and diarrhea in children. RV 

is spread by oral contact with infected stool, or feces, or by being 
around other infected children.

The vaccine should be given at 2, 4 and 6 months.

Flu (Influenza): protects against a virus that infects the lungs. 
Typically, influenza causes fever, body aches, fatigue, loss of appe-
tite, dry cough and sore throat. It is spread by coughing and sneez-
ing.

There is a shot and nasal-spray form of the vaccine. Children 
6-59 months of age, individuals within the same house, family 
members and caretakers should be vaccinated.  Those, healthy and 
nonpregnant who are 5 years through 49 years of age, can receive 
the nasal-spray form of the vaccine. Children younger than 9 need 
to receive 2 doses during the first season they receive the vaccine; 
it is especially important for caregivers of children younger than 
6 months to get vaccinated since these children are too young for 
influenza vaccination.

Measles, Mumps & Rubella (MMR): protects against three 
viruses. Measles cause a rash, cough, runny nose, eye irritation and 
fever. Mumps cause fever, headache and swollen glands. Rubella, 
or German measles, causes a rash, fever and arthritis. These dis-
eases are transmitted through the air or by being around other 
infected people. 

Children should be vaccinated at 12-15 months and 4-6 years 
old. There is a combination vaccine for MMR and chickenpox for 
children 12 months through 12 years of age.

Hepatitis A (HepA): protects against a virus that causes liver 
disease. HepA can cause a “flu-like” illness, jaundice, or yellowing 
of the skin, and diarrhea. This virus is found in stools. 

Vaccinations should begin at 1 year. Two separate doses are 
given at least 6 months apart. 

Chickenpox (Varicella): protects against a contagious viral 
infection that causes an itchy rash, fever and fatigue. The most 
common problem is a bacterial skin infection from scratching the 
rash or blisters. It is spread from person to person through the air 
or by contact with fluid from chickenpox blisters.

Children should be vaccinated at 12-15 months and 4-6 years 
old. There is a combination vaccine for MMR and chickenpox for 
children 12 months through 12 years old.

• Resources: Immunization Action Coalition: Immunizations for 
Babies  http://www.immunize.org/catg.d/p4010imm.pdf 

—Compiled by Maria D’Alessandro, editorial intern.

The purpose of this patient education handout is to further explain or remind you 
about a medical condition. This handout is a general guide only. If you have specific 
questions, be sure to discuss them with your healthcare provider. This handout may 
be reproduced for distribution to patients.


