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Introduction
WORLDWIDE, GENITAL HERPES is a common
infection. In the reported literature, approximately
17% of adults in the USA have antibodies to herpes
simplex virus type 2 (HSV-2), of whom 85–90% may
be unaware of their infection.1,2 Those who are
diagnosed with HSV-2 infection are more likely to
detect reactivation, disclose their seropositivity to
partner(s) and use antiviral medications and/or
condoms to prevent transmission.3–5 Thus, diagnosing
more cases may reduce transmission rates. 

Yet barriers exist that prevent adequate detection
rates. The advent of type-specific HSV serological
testing has enhanced our ability (at the clinical level)
to diagnose genital herpes more accurately, but many
clinicians are reluctant to screen or test for HSV, for a
variety of reasons. Much of the literature suggests that,
among asymptomatic patients, the psychological
impact of diagnosis from serological screening is
minimal.6–10 Among clinicians who are reluctant to
perform HSV-2 screening, however, one obstacle
appears to be the perception that asymptomatic
patients will mirror the (often strong) negative reaction

to genital herpes that is found among symptomatic
patients. While the psychological effects of a positive
diagnosis vary, some have suggested that all diagnoses
require a discussion about transmission and
prevention, regardless of whether or not the patient is
symptomatic.11 This in turn requires additional time
and skill in patient education and counselling.
Additionally, clinicians’ perceptions of genital herpes
as a treatable disease with minimal health impact can
also deter screening, testing, counselling and
preventive education strategies.12 Finally, some
providers believe that diagnosing patients with
asymptomatic HSV-2 infection does not lead to
behavioural change.6 Among patients, additional
barriers exist: they report that embarrassment, lack of
empathy by providers and perceived judgement inhibit
the counselling process.13,14 Such constraints on the
patient–provider dialogue represent squandered
opportunities to diagnose, treat, discuss risk-reduction
strategies, encourage preventive behaviours and,
ultimately, to reduce transmission of genital herpes
to others. 

To address these issues, we undertook a small
exploratory study to test the effectiveness of a one-page
frequently-asked-questions (FAQ) sheet. Designed to
simplify the education and counselling messages
recommended by the Centers for Disease Control and
Prevention (CDC) for both providers and patients,15 the
FAQ sheet consisted of nine topics and several
resource listings for patients who have additional
questions or want emotional support after the first
diagnostic visit.15 Our first hypothesis was that
providers could reduce the duration of the initial
diagnostic visit if they used the FAQ sheet, based on
our theory that providing them with brief and succinct
talking points would focus the discussion and allow
essential topics to be covered quickly. Our second
hypothesis was that providers would cover more topics
if they used the FAQ sheet (also based on an
assumption that talking points would remind the
providers to cover all of the recommended topics). The
third hypothesis was that patient satisfaction would
improve if the FAQ sheet were used. Finally, our
fourth hypothesis was that both patients and providers
would report that more resources were provided as a
result of distributing the FAQ sheet, which included
referrals and resource information.

In theory, improving patient and provider
satisfaction and comfort with the diagnostic visit could
improve rates of genital herpes testing, diagnosis,
treatment and other prevention activities (such as
condom use and disclosure, which have been
associated with reducing HSV-2 transmission).3,4,16
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SUMMARY
Approximately 17% of adults in the USA have antibodies to herpes
simplex virus type 2 (HSV-2), 85–90% of whom are unaware of their
infection. Diagnosed patients are more likely to detect HSV
reactivation, disclose infection status to partner(s) and employ risk-
reduction strategies; therefore, diagnosing more cases may reduce
herpes transmission rates. Providers are reluctant to identify genital
herpes because of potentially lengthy counselling visits or discomfort
in dealing with patients’ emotional reactions. This study tested the
efficacy of a one-page frequently-asked-questions (FAQ) sheet
regarding length of initial diagnostic visit, patient satisfaction with
topics covered, provider’s coverage of topics and resources/referrals
provided to patients. Data from 147 patients and 26 providers were
analysed. When pre- and post-FAQ sheet data were compared,
diagnostic visit time was not substantially reduced but there were
favourable trends in patient satisfaction levels on some topics, and
providers covered more topics and offered more resources. This FAQ
was useful in simplifying topics, providing prompts for providers
and resources for patients. While this FAQ sheet appears favourable
in this exploratory study, more investigation is needed to measure
the degree to which patients use and understand the FAQ sheet, and
find it to be a helpful tool.

Genital Herpes Education and
Counselling: Testing a One-page
‘FAQ’ Intervention
Lisa K Gilbert and Fred Wyand, Division of Research and Health Communications, American Social Health
Association, Research Triangle Park, NC, USA.
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The Regai Dzive Shiri Project: a cluster randomised controlled trial to determine the effectiveness of a multi-component
community-based HIV prevention intervention for rural youth in Zimbabwe – study design and baseline results.
Cowan FM, Pascoe SJ, Langhaug LF, Dirawo J, Chidiya S, Jaffar S et al. Trop Med Int Health 2008;13:1235–1244. 

This study assessed the effectiveness of a community-
based HIV prevention intervention for adolescents, in
terms of its impact on (1) HIV and herpes simplex
virus type 2 (HSV-2) incidence and on rates of
unintended pregnancy and (2) reported sexual
behaviour, knowledge and attitudes. The format was a
cluster randomized trial of a multi-component HIV
prevention intervention for adolescents based in rural
Zimbabwe. Thirty communities were selected and
randomized in 2003 to early or deferred intervention
implementation. A baseline bio-behavioural survey
was conducted among 6791 secondary school pupils
(86% of eligibles) prior to intervention
implementation. Baseline prevalences were 0.8% (95%
confidence intervals [CI]: 0.6–1.0) for HIV and 0.2%
(95% CI: 0.1–0.3%) for HSV-2. Four girls (0.12%) were
pregnant. There was excellent balance between study

arms. Orphans (35% of the cohort) were at increased
risk of HIV (age–sex adjusted odds ratio 3.4 [95%
CI:1.7–6.5]); 11.9% of young men and 2.9% of young
women reported being sexually active (P<0.001).
However, there were inconsistencies in the sexual
behaviour data: girls were less likely to know about
reproductive health issues than boys (P<0.001) and
were less likely to have used and to be able to access
condoms (P<0.001). This is one of the first rigorous
evaluations of a community-based HIV prevention
intervention for young people in southern Africa. The
low rates of HIV suggest that the intervention was
started before this population became sexually active.
Inconsistency and under-reporting of sexual behaviour
re-emphasize the importance of using externally
validated measures of sexual risk reduction in
behavioural intervention studies.
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