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Glossary 
 

AIDS  acquired immunodeficiency syndrome 

antibody a chemical that can be found in your blood, that your body produces to fight a 

pathogen (germ), such as HIV 

antiviral a medicine that prevents or combats virus infections 

cc  cubic centimeter 

HIV human immunodeficiency virus 

HIV-positive someone with an HIV infection is said to be HIV-positive; this can also be said 

about their blood, that it is HIV-positive 

iatrogenic caused unintentionally by a doctor or his treatment, such as an iatrogenic infection 

incidence the rate at which a population develops a new condition, such as the number of 

new HIV infections per 100 people per year 

ml  milliliter 

NGO non-governmental organization 

nosocomial caused unintentionally during health care, such as a nosocomial infection 

pathogen a germ; a disease-producing micro-organism, such as a virus or bacterium 

MTCT mother-to-child [HIV] transmission 

prevalence the percentage of a population that is living with a condition, such as HIV 

infection 

STD  sexually transmitted disease 

UNAIDS Joint United Nations Programme on HIV/AIDS 

virus   a large molecule that is able to enter and reproduce inside living cells, but is 

unable to reproduce on its own 

WHO/AIDS the division within WHO that is responsible for WHO‟s HIV/AIDS programmes 
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Introduction: 

Risks for HIV from blood-to-blood 

contact in sub-Saharan Africa 
 

 

 

 

Casual contact is safe! 
At the outset, we want to emphasize that casual contact with people infected with HIV is 

safe. Hugging, kissing, sharing food and utensils, sharing a wash-basin or swimming pool, and 

other everyday activities at home, school, and work are safe. They are safe because people 

infected with HIV have skin that keeps the virus in, and others have skin that keeps the virus out. 

Even touching HIV-infected blood is not so dangerous, as long as it doesn‟t get inside your skin, 

through a cut or scratch. 

 

This book is for parents, patients, and the general public  

Do you or your spouse or children ever go to a hospital, clinic, barbershop, beauty salon, 

or any other place where you or they might be stuck or cut? If your answer is “yes,” then this 

book is for you. 

We advise you not to read this book through cover to cover. Look at the outline. Page 

through to see what‟s here. Set it aside in a safe place. Then, when you or someone in your 

family is going for an injection, haircut, or other procedure, take it out. Go through the 1-4 pages 

that describe risks to get HIV from that procedure, and that suggest what you can do protect 

yourself. Then, with that information fresh in your mind, go for the procedure. Be safe! 

When you see details in this book about injections and other medical procedures, you 

might think, “This book isn‟t for me. I don‟t need to know that stuff.” If you live in a country 

where HIV is rare, and where most infections are in men who have sex with men and injection 

drug users, you might be right not to worry about getting HIV from medical and cosmetic 

procedures. But that‟s not the situation in Africa. So you can take your chances with your eyes 

closed, or open your eyes to look out for yourself. 

Doctors and nurses? If you are a doctor or nurse, you should already know how to 

protect your patients. But even if you are knowledgeable and careful, you can make mistakes. 

And not everyone is careful. It is reasonable that your patients do not blindly trust you or other 

medical experts. This book suggests ways that you can not only be sure what you do is safe for 

your patients, but can also show them the procedures are safe. 

People who provide cosmetic services, such as barbers and hairdressers? If you 

provide services that sometimes scratch or cut your clients, you can read the parts of this book 

that deal with those services. Those pages will describe how you can protect your clients from 
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HIV and at the same time show them that they are safe with you. You might also want to 

organize meetings among providers, so that everyone learns to be safe. 

Are you HIV-positive? If you are, HIV weakens your ability to fight off a lot of other 

infections. Thus you are at increased risk from any pathogen (germ) you might meet on reused 

and unsterilized instruments. You can use the suggestions in this book to protect yourself in 

health care and cosmetic services. You can also use this book to fight stigma – to educate people 

that a lot of HIV infections come from blood-to-blood contacts, not sex. 

 

Africans aware of blood-borne risks have less HIV  

Here‟s a good reason to pay attention to what‟s in this book: In countries where more 

people are aware that contaminated instruments are a risk for HIV, people are less likely to be 

infected. National surveys in 16 countries asked people how to prevent HIV. In these surveys, 

the percentage of adults who mentioned “avoid sharing razors” as a way to prevent HIV ranged 

from a low of 10% in Swaziland to almost 50% in Niger and Ethiopia.  

In five countries where less than 15% of adults mentioned razors as a risk for HIV 

(Kenya, Lesotho, Swaziland, Tanzania, and Zimbabwe) the percentage of adults with HIV 

infections ranged from 5.6% to 26%. On the other hand, in six countries where at least 30% of 

adults mentioned razors as a risk (Democratic Republic of Congo, Ethiopia, Ghana, Niger, 

Rwanda, and Senegal) the percentage of adults with HIV ranged from 0.8% to 2.9% only (Figure 

1).  

 

Figure 1: Percentage of adults with HIV vs. percentage aware of blood-to-blood risks  

 
Note: the equation for the correlation is y = -0.53x + 20.419 

DRC: Democratic Republic of the Congo. 

Source: For each country, the percentages of adults who say “avoiding sharing razors” is the average of percentages 

for men and women from: Brewer DD. Knowledge of blood-borne transmission risk is inversely associated with 

HIV infection in sub-Saharan Africa. J Infect Dev Ctries 2011; 5: 182-198. Available at: 

http://jidc.org/index.php/journal/article/view/1308/518 (accessed 7 July 2011). Percentages of adults with HIV are 

for 2009 from UNAIDS and from national surveys (see Annex 1 in this book). 

 

http://jidc.org/index.php/journal/article/view/1308/518


 6 

Sex may not be your biggest risk for HIV 

One of the long-standing puzzles in Africa‟s HIV/AIDS epidemics is why so many 

people with modest or conservative sex lives have HIV. In national surveys throughout Africa, 

more than 90% women with HIV report 0-1 sex partners in the last year. Even more striking – 

across most of Africa, among women who are married and HIV-positive, more than half of their 

husbands are HIV-negative.
1
 But it‟s not only women who get HIV despite modest sex lives: 

more than 3 out of 4 men with HIV report 0-1 sex partners in the last year. 

You have no doubt heard a lot of warnings about HIV from sex, and it is good to heed 

those warnings. But don‟t forget: HIV risk is a 2-way street. You can get hit with HIV from the 

sex direction, or from the blood-to-blood direction.  

If you‟re married to someone who is HIV-positive, and you don‟t know it, or you know it 

but don‟t take any precautions such as using condoms, you have about a 10% chance to get HIV 

from your spouse in a year. In that case, sex is probably your biggest risk. 

But if you‟re not married, and you have sex with someone only occasionally or not at all, 

or if you‟re married to an HIV-negative spouse and have little or no sex with anyone else, sex is 

probably not your biggest risk. You know your sex partners and your behaviour, so you can work 

out the risk. If a casual partner is HIV-positive, and you don‟t use a condom, you have roughly a 

1 in 1,000 risk to get HIV from each encounter with that partner.  

If you are married, it is not only your own blood exposures that could infect you with 

HIV, but also your spouse‟s and breast-feeding baby‟s blood exposures. Once someone brings 

HIV into a home, it can go sexually from one spouse to the other, or from an infected child to a 

breast-feeding mother. 

 

What’s different about Africa – sex or unsterile instruments? 

 Outside Africa, only 3 in 1,000 adults are HIV-positive, and most of these infections 

concentrate in men who have sex with men (for whom receptive anal sex is the big risk) and 

injection drug users. Among adults who are neither men who have sex with men or injection 

drug users, only 1 in 1,000 are HIV-positive. 

 Africa‟s HIV epidemics are different. Not only are more people infected, but HIV also 

invades and infects the general population – creating what are called “generalized epidemics.” 

Across Africa, 50 in 1,000 adults (5%) are HIV positive, and few of them are men who have sex 

with men or injection drug users. In other words, adults in Africa who are neither men who have 

sex with men nor injection drug users are 50 times more likely to be HIV-positive than are 

similar adults elsewhere in the world. Moreover, rates of HIV prevalence in some countries in 

Africa are much higher – in 15 countries from 50 to 260 out of 1,000 adults (5% to 26%) are 

infected. 

 Something has to be a lot different in Africa vs. other world regions to explain how so 

many Africans could be living with HIV. Is it sex, or is it something else? If you know what is 

different about Africa, you can have a good idea about what are your major risks for HIV, and 

about how to protect yourself. 

 Sexual behaviour does not explain Africa’s epidemics: Almost as soon as doctors 

found Africans with AIDS in the early 1980s, Western AIDS experts started blaming Africa‟s 

epidemics on Africans having huge numbers of sexual partners. At the time, no one had good 

survey-based information on sexual behaviour in Africa, so the experts took their “evidence” 

from racial stereotypes. Subsequently, surveys repeatedly found no more heterosexual risk 
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behaviour in Africa than in the US or Europe.
2
 Nevertheless, many Western experts continue to 

blame Africa‟s HIV epidemics on imagined differences in sexual behaviour. 

Moreover, differences in sexual behaviour do not explain differences in HIV epidemics 

across Africa. For example, women in Moshi, Tanzanian, report more sex partners than women 

in Harare, Zimbabwe, but have less HIV.
3
 In short, imaginary or even real differences in sexual 

behaviour cannot explain Africa‟s HIV epidemics. 

Among Western AIDS experts, another common explanation for Africa‟s epidemics is 

lack of male circumcision. But male circumcision is less common in Europe than in Africa, yet 

only 0.5% of European men are HIV-positive, primarily men who have sex with men and 

injection drug users.   

Sterilization of medical instruments is unreliable in Africa: Something that is 

different between the US and Europe vs. Africa is that use of sterile instruments in health care is 

reliable in the US and Europe, but not in Africa. 

In rich countries as well as in many not-so-rich countries outside Africa, governments 

make sure that health care providers use sterile instruments. If there is evidence that someone 

reuses unsterilized instruments, governments arrange for an investigation, and make sure the 

errors are corrected. For example, in January 2011, a clinic in Australia found that a nurse had 

reused a needle for blood tests on 55 people. The clinic reported what had happened to the 

government, corrected the error, and arranged blood tests for all 55 patients – to see if reused 

instruments had infected any of them with HIV, hepatitis B, or hepatitis C.
4
  

In contrast, reuse of unsterilized instruments is common in many African hospitals and 

clinics. Recent surveys of public and private hospitals and clinics in 7 African countries found 

that 17% to 83% of facilities did not have equipment to sterilize reused instruments (Table 1). 

Moreover, just having equipment does not assure that it is used, and that instruments have been 

sterilized. The same surveys reported that many facilities with equipment did not have staff 

trained to operate it. Power cuts may be a problem. And carelessness and human errors are also 

possible. 

 

Table 1: Many hospitals and clinics lack equipment to sterilize instruments 

Country, year of 

survey 

% of hospitals and clinics without 

equipment* to sterilize instruments 

% of adults with HIV 

infections, 2009 

Ghana, 2002 33% 1.8% 

Kenya, 2009 41% 6.3% 

Namibia, 2009 83% 13% 

Rwanda, 2007 17% 2.9% 

Tanzania, 2006 35% 5.6% 

Uganda, 2007 32% 6.5% 

Zambia, 2005 25% 14% 
* Equipment for autoclaving, boiling, dry heat, or high level chemical disinfection. 

Sources: Percentages of facilities with equipment to sterilize instruments are from the latest Service Provision 

Assessments for each country, available at: 

http://www.measuredhs.com/pubs/search/search_results.cfm?Type=21&srchTp=type&newSrch=1 (accessed 8 July 

2011). Percentages of adults who are HIV-positive are from UNAIDS (see Annex 1 of this book). 

 

What was the response to findings (Table 1) that many African health facilities do not 

have equipment to sterilize instruments? No government investigated to see if anyone got HIV or 

other infection from reused instruments. No government or donor has responded with an urgent, 

http://www.measuredhs.com/pubs/search/search_results.cfm?Type=21&srchTp=type&newSrch=1
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high-priority program to ensure no more reuse of unsterilized instruments. The situation 

continues. 

In all countries where medical instruments are reliably sterile – where governments 

investigate reports that instruments have been reused without sterilization – HIV concentrates in 

men who have sex with men and injection drug users. No country with reliable sterilization of 

medical instruments has a generalized epidemic. 

African governments do not investigate unexplained HIV infections: Another thing 

that is different in Africa vs. non-African countries with concentrated HIV epidemics is that no 

African government has investigated any unexplained HIV infection, whereas other governments 

routinely investigate them. 

Unexplained infections are common in Africa. For example, recent national surveys in 

Swaziland
5
 and Mozambique

6
 found 20%-30% of HIV-positive children to have HIV-negative 

mothers (among children with tested mothers). Unexplained infections are also common in 

adults with no sexual risks, such as in virgins. For example, a recent national survey in Congo 

(Brazzaville) found that 4.2% of women who said they were virgins were HIV positive vs. only 

4.1% of all women.
7
  

These infections are evidence that some hospital or clinic may be reusing instruments 

without sterilization, spreading HIV from one patient to another. What is required to find the 

source of these infections, and to prevent more infections, is to identify the hospital or clinic that 

treated people with unexplained infections, and then to trace and test other patients to see if they 

are also infected. No African government has investigated any of these infections. The lack of 

response is like smelling smoke, but then going back to sleep and letting the house burn down. 

In contrast, ministries of health in Russia, Romania, Libya, Kazakhstan, and other 

countries have investigated unexplained HIV infections (Table 2). For example, in 1989, doctors 

in a Romanian hospital found several children with HIV but with HIV-negative mothers. In 

response, doctors and the government tested thousands of children in 1989-91, and found more 

than 1,000 who had been infected by medical procedures. Investigations alerted the public and 

providers to risks. Currently, Romania has a concentrated epidemic with less than 1 in 1,000 

people infected – one of the lowest rates in the world.  

 

Table 2: Investigated HIV outbreaks from blood-to-blood transmission* 

Country, year of outbreak Who was infected  Number of cases  

Mexico, circa 1986
8
 Blood and plasma sellers  281 

Russia, Elista, 1988-89
9101112

 Inpatient children  >260 

Romania, 1987-1992
131415

 Children  ~10,000 

India, Mumbai, 1988
16

 Blood and plasma sellers ~172 

China, 1990-95
171819

 Blood and plasma sellers  ~100,000 

Libya, 1997-99
2021

 Inpatient and outpatient children  >400 

Kazakhstan, 2006
2223

 Inpatient children >140 

Kyrgyzstan, 2007
242526

 Inpatient children >140 

Uzbekistan, 2008
27

 Inpatient children >140 
* Outbreaks with 100 or more infections. 

 

All of the countries that investigated unexplained infections to find hundreds to thousands 

of infections (Table 2) had problems with reuse of instruments without sterilization. The 

investigations that uncovered and reported these infections alerted both providers and the public 
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to be careful. And that was enough to stop unsafe practices. No country that has investigated 

unexplained HIV infections has a generalized epidemic. 

What is your risk from skin-piercing procedures?  

HIV survives outside the body, wet or dry, for a long time: This is something you 

need to know to protect yourself. Many people – even experts who should know better – say HIV 

dies in seconds to minutes outside the body. They are misinformed.  

In laboratory studies, scientists have dried HIV on glass slides, and then hours and days 

later checked to see if it could infect cells. In all such studies, some HIV lived for hours to days 

after drying.
2829

 In 2006, a review of these studies, summarized: “Blood-borne viruses such 

as…HIV can persist [on surfaces] for more than one week.” (If you want to see the evidence for 

yourself, this review is freely available on the web.
30

) 

In wet conditions – such as in a used syringe – HIV can live for more than a month at 

room temperature (22 degrees centigrade).
31

   

If someone tells you HIV dies quickly outside the body, challenge them to show you even 

one report from a laboratory study with that result. They won‟t be able to, because there are no 

such studies. 

 What is the risk from one injection, tattoo, etc? Almost everyone who receives a 

transfusion of HIV-contaminated blood will be infected, because they get a large dose of HIV. 

On the other hand, if you are scratched or poked by instruments with very small amounts of 

HIV-contaminated blood, your risk is much less. But what is it?  

Some of the best information about the risk to pass HIV from person-to-person on reused 

instruments comes from doctors and nurses who accidentally scratched or poked themselves with 

needles just used on HIV-positive patients. Thousands of health care workers have been followed 

and tested after such accidents to see if they get an HIV infection. 

Overall, only 3 in 1,000 ended up with HIV. However, most needlestick accidents are 

shallow scratches that do not puncture the skin, and so have a very low risk to transmit HIV. An 

international study looked at what was different about accidents that led to infections, compared 

to accidents that did not.
3233

 Based on information from that study, the risk to transmit HIV 

through “deep” needlestick accidents, which are comparable to injections into skin or muscle, 

can be estimated at 2.3%.
34

 

Using information from that study, even higher risks can be estimated for deeper and 

bloodier procedures, or procedures with repeated jabs or cuts – such as injections into a vein, 

dental care, major and minor operations, and tattooing (see Table 3). Another way to estimate 

risks is to consider how fast HIV had to spread through health care procedures to create the 

outbreaks listed in Table 2. For example, in Russia during 1988-89, HIV spread from 1 child to 

more than 260 children through 13 hospitals in 15 months. During that time, children with new 

infections passed HIV to other children on average in less than 2 months. That didn‟t allow much 

time for a lot of procedures, which means that each time someone reused an instrument from an 

HIV-positive child, there was a big risk to infect the next child.  

Some experts estimate that the risk to transmit HIV through unsterile equipment reused 

for injections and other hospital procedures is less than 1% per event. Such rates are far too low 

to allow the investigated outbreaks listed in Table 2. 
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Table 3: Estimated risks to get HIV from reused skin-piercing instruments 
Skin-piercing procedures How were the 

instruments cleaned? 

Estimated risk  

Medical procedures   

 Transfusion with HIV-positive blood Not relevant ~100% 

 Injections   

  intramuscular or subcutaneous No cleaning 0.5% to 3% 

  Intravenous No cleaning 3% to 10% 

  Subcutaneous, intramuscular, or intravenous
35

 Rinsed ~0.5% 

 Blood tests   

        collecting blood from a vein No cleaning 3% to 10% 

  collecting blood drops from a finger or toe No cleaning <1% 

 Infusions, surgery, other medical procedures Incomplete cleaning At times >10% 

 Pulling or filling teeth Incomplete cleaning At times >10% 

Cosmetic procedures   

 Tattooing No cleaning At times >10% 

 Piercing No cleaning <1% 

 Manicures and pedicures No cleaning <1% to 3% 

 Shaving, haircutting (when cuts occur) Rinsing  <1% 

 Hair straightening, styling (with scalp sores) Rinsing  ? 
Source: Authors‟ estimates, and: Gisselquist D, Upham G, Potterat JJ. Transmission efficiency of HIV through 

injections and other medical procedures: evidence, estimates, and unfinished business. Infect Control Hosp 

Epidemiol 2006: 27: 944-952. 

 

Other infections from blood-to-blood contact 

 Whatever you do to avoid unsterile skin-piercing instruments will protect you not only 

from HIV but also from other health problems. Other pathogens (germs) that live in blood 

include the hepatitis C virus and hepatitis B virus. More people in Africa are infected with 

hepatitis B than with HIV, while somewhat fewer are infected with hepatitis C. Most people 

infected with these viruses live normal lives – but a minority die from liver disease, most often 

after 20-40 years of infection. Hence, these viruses get less attention than HIV. 

 

World Health Organization (WHO) warns about HIV from health care in Africa 

WHO warns United Nations (UN) employees: In 1991, WHO published a small 

booklet on AIDS and HIV: information for UN employees and their families.
36

 Along with 

warnings about sex risks, WHO advised UN employees “living or traveling in areas where the 

level of medical care is uncertain” to beware and avoid unsafe health care:  

      The WHO medical kit contains…disposable syringes and needles in case staff 

members need to have blood taken or to receive an injection or vaccination… 

      If you carry your own needles and syringes, make sure they are the ones used on 

you… [A]void having injections unless they are absolutely necessary… 

      Avoid tattooing and ear piercing. Avoid any procedures that pierce the skin, such as 

acupuncture and dental work, unless they are genuinely necessary. Before submitting to 

any treatment that may give an entry point to HIV, ask whether the instruments to be 

used have been properly sterilized. 
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WHO and the Joint UN Programme on HIV/AIDS (UNAIDS) have revised and reissued 

this booklet many times in subsequent years.
37

 The 2004 revision assures special, safe care for 

UN employees:
38

 

      In several regions, unsafe blood collection and transfusion practices and the use of 

contaminated syringes account for a notable share of new infections. Because we are UN 

employees, we and our families are able to receive medical services in safe healthcare 

settings, where only sterile syringes and medical equipment are used, eliminating any risk 

to you of HIV transmission as a result of health care. 

 This book extends WHO’s and UNAIDS’ warnings to you: It‟s unfortunate that WHO 

and UNAIDS have not similarly warned you to avoid blood-to-blood contact. It‟s also 

unfortunate that WHO and UNAIDS have not helped African governments to investigate 

unexplained HIV infections. Timely warnings linked to outbreak investigations might have 

stopped Africa‟s HIV epidemics long ago. In 1988, WHO estimated only 2.5 million Africans 

living with HIV. The epidemic could have been stopped right there.  

 WHO, UNAIDS, and ministries of health have not done what is required to protect you 

and your family and friends. But you can do it, by taking a balanced view of all risks.  
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Part 1: 

How to protect yourself from HIV 

 during health care 
 

 

 

 

Patient Observed Sterile Treatment (POST)  

Health care instruments that could infect you with HIV include not only skin-piercing 

instruments such as needles, but also attached tubes and syringes, as well as instruments that 

come into contact with sores. We propose the following 4-part strategy for you to use to ensure 

that the instruments used on you are sterile. We call this strategy POST – for Patient Observed 

Sterile Treatment. The basic design behind this strategy is to allow you, the patient, to see for 

yourself that instruments are sterile (see box: POST general principles).  

You can apply this 4-part POST strategy to a wide range of health care settings and 

procedures. Sections 1-12 below describe how you can apply POST to injections, infusions, and 

other specific health care procedures. For procedures not discussed in these Sections, you can 

work out for yourself and with your providers what to do. We‟d like to hear how you deal with 

other procedures. Please share your experiences and suggestions at: 

http://dontgetstuck.wordpress.com/ 

 

POST general principles 

1. Avoid skin-

piercing 

procedures 

For some conditions, you can go without treatment, or ask for alternate 

treatment – such as pills or syrups, something to inhale, something to apply to 

the skin, or other treatment. 

2. Use new 

disposable 

instruments 

This works for procedures with low cost instruments – such as injections, for 

which you can buy a new disposable syringe and needle for each injection.  

3. You 

sterilize the 

instruments 

You can buy and keep your own instruments at home, sterilize them yourself, 

and bring them for providers to use. To sterilize instruments at home, first wash 

them, then boil them. As soon as water boils, HIV is dead, but boiling for 20 

minutes is needed to kill other pathogens (germs that cause disease). You can 

sterilize some things, such as razors and pins, by holding them in a flame until 

they are hot enough to burn you, then let them cool in the air. You can also do 

this for your provider‟s razors or pins, because it takes only a minute to sterilize 

and cool them. 

…continued next page… 

http://dontgetstuck.wordpress.com/
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POST general principles (continued) 

4. Ask 

providers 

how they 

sterilize 

instruments 

For some procedures, instruments are too expensive to buy and keep for your 

own use. You will have to ask providers how they sterilize such instruments. 

Your providers should have equipment to sterilize instruments with one or more 

of the following methods, and should use it regularly
3940

:  

(a) The best way to sterilize instruments is to steam them under pressure in an 

autoclave, which is similar to a pressure cooker. (The standard temperature and 

time are: 121 degrees centigrade for 30 minutes, or 134 degrees centigrade for 

13 minutes.) 

(b) Boiling for 20 minutes is another common method. This is not safe if 

instruments are continuously added and removed from the pot. 

(c) Chemical sterilization (more accurately called “high-level chemical 

disinfection”) is needed for instruments that cannot take too much heat. This 

involves soaking or misting instruments for specified numbers of minutes in 

closed containers with special chemicals such as formaldehyde, povidine 

iodine, glutaraldehyde, or others. 

(d) Dry heat is another option. This is similar to baking instruments in an oven. 

(The standard temperature and time are: 160 degrees centigrade for 120 

minutes; or 170 degrees centigrade for 60 minutes.)  

If you or your providers have questions about how to sterilize instruments, 

Annex 3 provides web-addresses for more information. 

 

Cleaning methods that do not reliably kill HIV  

Bleach is useful to clean blood spills and blood-stained cloth which might come into 

contact with your intact skin, but don‟t rely on bleach to kill HIV on skin-piercing instruments. 

Although bleach and alcohol kill HIV, wiping instruments is not enough, and even soaking them 

in bleach or alcohol in open pans is unreliable, because solutions weaken over time, and weaken 

also with use.  

Detergents and common antiseptics such as Dettol, Lysol, and Savlon are even less 

effective against HIV. 

 

What will your health care providers think about all this? 

When you ask your health care provider how they sterilize instruments, will he or she be 

irritated? Some may be, while others may be surprised or confused, and not know what to think. 

However, you can expect that many will appreciate your interest for at least two reasons.  

First, they want your trust. They are no doubt aware that some clinics do not always use 

sterile instruments – so how can they get people to see their clinics are safe? Private sector health 

care providers want business, and they know that people talk. If they are smart, they will “use” 

you and your interest as an opportunity to get out the message: “This clinic will not infect you 

with HIV!” 

Second, health care providers are worried they might get HIV from their patients‟ blood 

through needlestick accidents. Your concern to protect yourself from HIV-contaminated blood is 

the same concern they have, so many will understand and respect your worry. 
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If your provider will not talk and work with you, what can you do? Your life is at stake, 

so you have a right to straight answers. If they get upset or won‟t discuss your concerns, can you 

go to another provider? 

 

Two final points 

Your biggest risk during health care is that reused instruments will pass HIV from a 

previous patient to you. That is the risk we focus on here. Passage of HIV from an infected 

provider to a patient is extremely rare. (Very few cases have been reported where an HIV-

infected doctor received a needlestick accident during surgery, and bled into and infected the 

patient.) We do not further discuss this very small risk in this book.  

Suppose that while you are in a doctor‟s office waiting for an injection or other 

procedure, you see something that does not look safe. What do you do? We recommend that you 

prepare an escape strategy in advance. You might say exactly what you are worried about – for 

example, that you don‟t know if the syringe is sterile. And you can offer to buy and bring a new 

one. Alternately, you might avoid confrontation by simply leaving, as if you had an emergency. 
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Section 1: Injections 
 

POST for injections 

1. Avoid skin-

piercing 

procedures 

(a) When your doctor prescribes an injection, ask if you can get along without 

any medicine, or if an oral alternative is available. Many conditions, such as 

colds, flu, dry cough, and diarrhoea are often better treated without injected 

medicines. 

(b) The following drugs and other substances can be taken orally, and should be 

injected only in rare situations (especially if someone is unconscious, or vomits 

so much that oral medication will not stay down): 

 vitamins 

 glucose 

 paracetamol and other drugs to reduce temperature 

 most pain-killers 

 treatments to stop diarrhea or vomiting 

 medicines to treat asthma 

 antibiotics (with a few exceptions, such as penicillin) 

(c) Most sexually transmitted disease (STD) can be treated with oral drugs. The 

most common exception is syphilis, which is often treated with injected 

penicillin. If your provider wants to inject penicillin for syphilis, ask for one 

injection of long-acting penicillin, which is safer than 7-10 daily injections of 

short-acting penicillin. (Old syphilis infections are harder to treat, and may 

require repeated injections of long-acting penicillin.)  

2. Use new 

disposable 

instruments 

(a) Use a new disposable syringe and needle taken from a sealed package.  

(b) Ask your provider to take medication to inject from a single-dose vial (a 

small bottle with medicine for one injection only). Many providers stock only 

multi-dose vials (with medicine for many injections). You can ask your 

provider to write a prescription for a single-dose vial, which you can buy at a 

pharmacy. If no single-dose vial is available, ask your provider to take medicine 

from a new multi-dose vial opened in front of you. This is especially important 

for local anaesthetics. (Exception: If your provider uses a new syringe and 

needle every time he or she takes medicine from a multi-dose vial, there is no 

chance for blood or HIV to get into the vial. Can you be sure?) 

(c) Another option is to take injections from pre-filled disposable syringes – 

which are disposable syringes combined with single-dose vials.  

3. You 

sterilize the 

instruments 

It‟s safer not to do this. If you keep reused syringes and needles at home, even if 

you boil them after use, it‟s easy for them to pick up pathogens (germs) from 

hands, cloth, and air. This can lead to infections and abscesses. So: use new 

disposables. 

4. Ask 

providers 

how they 

sterilize 

instruments 

Your provider will have to use special reusable syringes and needles in some 

situations, such as to inject rabies vaccine. If the syringe or needle are reused, 

ask if they have been autoclaved or boiled. 
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Additional information on injections 
Too many injections: Many injections are unnecessary, given for conditions (fever, 

cough, diarrhoea) that are almost always better treated with oral or even no medicines. In a study 

in Tanzania in 1991-92, 70% of injections were unnecessary.
41

 In six African countries during 

1989-90, adults reported an average of 1.7 to 2.7 injections per year.
1
 In 2002, a WHO team used 

information from new studies to estimate that Africans received an average of 2.0-2.2 injections 

per person per year.
2
 

Reused syringes are dangerous, even with new needles: When someone receives an 

injection, some of their blood can get into the needle and syringe through back pressure from 

their muscle and through suction when the needle is withdrawn from their flesh at the end of an 

injection.  

If a provider then changes the needle to reuse the syringe with a new needle, blood in the 

old needle can get to the tip of the syringe through suction when the needle is removed from the 

nozzle of the syringe. There is good evidence for this: In an experiment more than 50 years ago, 

researchers filled syringes with sterile solution, injected some of the solution into mice with a 

deadly infection, changed the needles, and then with the same syringes injected the remaining 

fluid into healthy mice. Within two days, infections from these injections killed more than 70% 

of the formerly healthy mice.
42

 

Many providers do not know this is dangerous. For example, 91% of health care staff in 

Ethiopia43 in 2003-04 thought an injection was safe if the provider changed the needle but reused 

the syringe. A study of immunization injections in Swaziland in 1997 found that health staff in 8 

of 26 clinics changed needles while reusing syringes.
44

 In 1987 WHO warned, “A dangerous 

practice has slipped into common use…: changing needles but using the same syringe for several 

consecutive injections.”
45

  

Syringe and/or needle reuse in Africa: Reuse of syringes and/or needles has been a 

long-standing problem, going back to colonial times. During 1995-98, WHO surveyed injection 

practices in 13 African countries. A summary of findings from these surveys concluded that “the 

study countries have not made any progress with regard to safety over the last 10 years.”
 46

 In 

1999 WHO estimated that 50% of injections in Africa reused syringes and/or needles without 

sterilization.
47

 In 2002, WHO estimated that 17-19 percent of injections in Africa reused syringes 

and/or needles without sterilization.
48

 Unsafe injections remain all too common. 

Multi-dose vials: Most injected vaccines and drugs come from multi-dose vials (small 

bottles that contain doses for many injections). Medicines and vaccines in multi-dose vials may 

be contaminated with HIV or other pathogens. This can happen if a provider reuses a syringe – 

even with a new needle – to withdraw medicine from a vial. If HIV gets into the vial, it could 

survive for weeks, waiting to get into other patients. Multi-dose vials of local anaesthetic are 

especially dangerous. After an initial injection of local anaesthetic, some patients continue to feel 

pain. In such cases, providers might re-use the same syringe to withdraw another dose of 

anaesthetic for a second injection; this could contaminate the vial. 

                                                 
1
 Ferry B. „Risk factors related to HIV transmission: Sexually transmitted diseases, alcohol consumption and 

medically-related injections‟, in Cleland J, Ferry B (eds). Sexual Behaviour and AIDS in the Developing World. 

Geneva: WHO, 1995. pp. 193-207. 
2
 Hauri AM, Armstrong GL, Hutin YJF. „The global burden of disease attributable to contaminated injections given 

in health care settings‟, Int J STD AIDS, 2004, 15: 7-16. 
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Multi-dose vials have spread hepatitis B and C viruses in the US. In Australia, a multi-

dose vial of local anaesthetic is suspected to have passed HIV from one HIV-positive patient to 

four others visiting a doctor‟s clinic in one day.
49

  

Depending on the drug or vaccine, you can often but not always get it in a single-dose 

vial from your provider or from a local pharmacy. But for some medicines or vaccines, it may be 

difficult or impossible for you to avoid multi-dose vials. 

Some injection providers routinely leave a needle embedded in the cap of a multi-dose 

vial. This is an added risk, because the needle provides a pathway for pathogens from the air or 

from hands or anything else that touches the needle to get into the vial.  

Some medicines come in dried or concentrated form, and must be mixed with distilled 

water before injecting. The distilled water usually comes from a large bottle used to mix other 

medicines. Think of this large bottle as a multi-dose vial that can be contaminated; you can ask 

the provider to take saline water from a small or new bottle.  

Are untrained providers a risk? Many people give injections – not only doctors and 

nurses, but also pharmacists, traditional healers, family, and friends. No general statements can 

be made about who gives safe injections. If a trained provider respects your requests, uses a new 

syringe and needle, and takes medicine from a single-dose vial, you are probably safer with the 

trained provider. But if the trained provider will not do so, you may be safer with an untrained 

provider who will listen to you.  

Late and limited progress toward injection safety: In 1999, WHO established a 

Steering Committee on Immunization Safety. The Committee‟s first report recognized that “up 

to one-third of immunization injections are not carried out in a way that guarantees sterility.”
50

 

To solve this problem, WHO proposed to shift immunizations to auto-disable syringes – which 

are designed to break after one use, so they cannot be reused. Most African governments have 

shifted all immunization injections to auto-disable syringes. However, reuse continues to be a 

problem for curative injections, which account for more than 90% of injections. As of early 

2011, governments of only a handful of African countries, including DRC, Uganda,
51

 and 

Nigeria, promote auto-disable syringes for curative injections.  

 

Risk to get HIV from an injection  

If the previous patient was HIV-positive, and the provider reuses the needle and syringe, 

or even just the syringe, with no effort to clean, your chance to get HIV from an intramuscular or 

sub-cutaneous injection may be estimated at 0.5%-3%. For an intravenous injection, the risk may 

be estimated at 3%-10%. Your risk is less if the syringe and needle are rinsed. Your risk may be 

greater if the medicine comes from an open multi-dose vial. 

 If the syringe and needle are new or sterilized, and if the medicine comes from a single- 

or multi-dose vial opened for you, you have no risk to get HIV from the injection. 

 

Evidence that medical injections have infected people with HIV 

One of the best ways to estimate risks to get HIV from injections is to follow people who 

are HIV-negative, testing them from time to time to see who gets HIV, and then asking everyone 

about risks (such as skin-piercing procedures and numbers of sex partners). Information on 

injections is available from 9 studies in Africa that tested and followed people in the general 

population (such as villagers or women at antenatal clinics, but not sex workers).  
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Taking all of these studies together, 11 of 12 results show that men and/or women who 

reported injections were more likely, often many times more likely, to show up with a new HIV 

infection compared to those who reported no injections (see the column on the right in Table 4).  
 

Table 4: Evidence that people got HIV from medical injections 

Country, year of study  Population  Relative risk to get HIV in people with recent 

injections vs. people with no recent injections 

DRC, 1984-86
52

 Healthcare workers 1.5 

Uganda, 1989-90
53

 Adults 1.1 

Rwanda, 1989-93
54

 Women 2.4 

Uganda, 1990-97
55

 Men 5.2 

Women 1.6 

Uganda, 1990-2005
56

 Adults 8.5 

Tanzania, 1991-94
5758

 Men 1.7  

Women 1.4 

Uganda, 1997-99
59

 Adults 1.04 

Zimbabwe, 1999-03
60

 Men <1 

Women 1.3 

Malawi, 2003-05
6162

 Women 10.4* 

* This result is based on reported hormone injections for birth control. 
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Section 2: Infusions 
 

POST for infusions: To give you an infusion, the provider sticks a needle into a vein (usually in 

your arm), connects the needle to a tube, and connects the tube to a bottle hanging above you – 

so the fluid runs into you, rather than your blood running into the tube.  

1. Avoid skin-

piercing 

procedures 

(a) For outpatients who are conscious, infusions are almost never required. 

Most of what is infused – saline (salt and water), glucose (sugar and water), and 

other fluids – can be given orally. Ask your provider if an oral alternative is 

available.  

(b) If an oral alternative is not available, such as for some antibiotics, injections 

are usually possible, and are safer than infusions.  

2. Use new 

disposable 

instruments 

(a) Use new disposables only. Everything that is required for an infusion 

(needle, tubes, bottle of saline) is low cost. 

(b) If the provider adds medicine to the saline bottle, make sure he or she uses a 

new syringe and needle to do so (see Section 1). 

(c) Make sure medicines come from single-dose vials or new multi-dose vials 

opened for you (see Section 1). 

3. You 

sterilize the 

instruments 

This is not relevant. Avoid, or use disposables. 

4. Ask 

providers 

how they 

sterilize 

instruments 

This is not relevant. Avoid, or use disposables. 

 

Additional information on infusions 

Infusions are far too common: Many providers give infusions to outpatients during 

short clinic visits, or even at home. Most infusions are unnecessary. If you are conscious and can 

hold things down (not vomiting everything you take orally), you are better off taking fluids and 

medicines orally. Most infusions deliver nothing more than saline (salt plus water) or glucose 

(sugar plus water) for weakness or other minor conditions. For patients with severe diarrhoea, 

especially from cholera, infusions deliver oral rehydration solution (salt, sugar, and water) – this, 

too, is better taken orally if you can hold it down. 

 

Risk to get HIV from an infusion 

If the provider uses a needle and tube to infuse an HIV-positive patient and then, with no 

effort to clean, reuses them to infuse you, your risk to get HIV may be estimated as 3%-10% (see 

Table 3, above). A lot of this risk is in the reused tube. Rinsing will reduce but not eliminate this 

risk.  

 If the needle, tube, and saline bottle are new, and if any medicines added to the infusion 

are taken from single-dose vials, you have no risk to get HIV from an infusion. 
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Section 3: Intravenous catheters 
 

POST for intravenous catheters: When you stay in a hospital, a doctor or nurse may stick a 

catheter into your arm. This is a needle with a short tube attached. After sticking the needle into a 

vein, the provider tapes the tube to your arm, where it can stay for several days.
63

 The tube ends 

in a port (closed by a plug or valve) through which a provider can inject medicine into your vein. 

1. Avoid skin-

piercing 

procedures 

If a doctor or nurse proposes to stick a catheter into a vein, ask if he or she 

could give you medicines through injections and/or orally instead.  

2. Use new 

disposable 

instruments 

(a) A disposable catheter does not cost much. Ask your provider to take a new 

disposable catheter from a sealed plastic bag opened in front of you. 

(b) When the provider gives you medicine through the catheter, he or she uses a 

syringe to inject it into the catheter tube. Ask the provider to use a new 

disposable syringe or to reuse the same one for you only (see Section 1). 

(c) Make sure the medicine the provider injects into the catheter comes from a 

single-dose vial, or a multi-dose vial set aside for you only (see Section 1). 

(d) The provider will inject saline through the catheter from time to time, so it 

does not get clogged. Make sure the saline comes from a bottle for you only. 

You can buy a bottle to keep by your bed. 

3. You 

sterilize the 

instruments 

This is not relevant. Avoid, or use disposables. 

4. Ask 

providers 

how they 

sterilize 

instruments 

This is not relevant. Avoid, or use disposables. 

 

Additional information on intravenous catheters 

Contaminated syringes, multi-dose vials, and saline bottles: Intravenous catheters 

have all the risks that you get with infusions, plus additional risks. A lot of doctors and nurses 

think the port at the end of a catheter is sterile, which is not at all so. Thinking it is safe, many 

doctors and nurses reuse the same syringe to put medicine into catheters for one patient after 

another, as well as to take medicine from multi-dose vials. Thus, with catheters you have to 

worry not only about the needle and tube, but also about contaminated syringes and multi-dose 

vials.  

Because catheters can get clogged when they are not used, nurses will often inject saline 

solution to keep them open. The syringe to do this may be reused, and the saline may come from 

a bottle used for many patients (like a multi-dose vial). If so, both are dangerous. 

 Because of all these risks, you are generally safer taking injections from time-to-time 

rather than having a catheter. Whether or not you will have a catheter is something you might 

have to work out with your doctor. So be ready to discuss. 

 

Risk to get HIV from a catheter 

If your provider takes a catheter (needle and tube) from an HIV-positive patient, and then 

with no effort to clean reuses it on you, your risk to get HIV from the catheter may be estimated 
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at 10%. But even if you get a new catheter, you are at risk for HIV if your provider reuses 

syringes to inject medicines and saline into one catheter after another, and takes medicine and 

saline from multi-dose vials. 

If the catheter is new, if the provider uses new syringes for you, and if the provider takes 

medicines and saline from new vials and bottles set aside for you, you have no risk to get HIV 

from the catheter. 
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Section 4: Blood tests 

 
POST for blood tests: Depending on how much blood is needed for a test, a provider may use a 

needle and syringe or vacutainer (see below) to take several cubic centimetres of blood from a 

vein, or use a lancet to take several drops of blood from a finger. 

1. Avoid skin-

piercing 

procedures 

(a) Avoid unnecessary tests. Ask your doctor the purpose of each test that he or 

she recommends. 

(b) Keep your test results and records safe, so you can avoid repeat tests when 

going for further treatment. 

(c) If a provider wants to take blood from a vein, ask if the test can be done with 

several drops of blood from a finger. 

2. Use new 

disposable 

instruments 

(a) If the provider takes blood from a vein, ensure that he or she uses new 

syringes and needles or vacutainers (see below) taken from a sealed package in 

front of you. You may buy and bring these yourself, or the doctor may have a 

supply on hand.  

(b) If the provider takes blood from a finger (or toe), ensure that he or she uses a 

new lancet taken from a sealed package. 

3. You 

sterilize the 

instruments 

If you know or suspect that a lancet has not been sterilized after previous use, 

you may sterilize it by holding it in a flame for several seconds until the metal is 

hot enough to burn you, and then air cooling it before use. 

4. Ask 

providers 

how they 

sterilize 

instruments 

Not applicable. Syringes, vacutainers, needles, and lancets are all so cheap that 

you should insist on new disposables for every test. 

 

Additional information about blood tests 

Collecting blood from a vein: Some tests, such as for syphilis, require several cubic 

centimeters of blood, which is collected from a vein. For adults, blood from a vein – venous 

blood – is usually taken from the arm.  

Venous blood is often collected with a syringe and needle. Venous blood may also be 

collected with a vacutainer – a small glass vial with a rubber cover, and with the air sucked out to 

create a vacuum – and a special needle with points at both ends; one end of the needle is put into 

a vein, and the other end punctures the rubber cover of the vacutainer. 

Collecting blood from a finger or toe: For some tests, such as for malaria parasites, 

several drops of blood may be collected from a finger prick (or toe prick for babies) using a 

lancet. 

 

Risk to get HIV from a blood test  
If a provider reuses a syringe and needle from an HIV-positive patient without any effort 

to clean to draw blood from your vein, your risk to get HIV may be estimated at 3%-10% (this is 

similar to the risk from an intravenous injection; Table 3).  

If a provider reuses a lancet from an HIV-positive patient, without any effort to clean, to 

take blood from your finger, your estimated risk to get HIV is less than 1%. Although a finger-

prick jab goes as deep as a deep needlestick accident, the lancet does not have a hollow core like 

a needle, so the risk is less than from an injection. 
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If the provider uses a new syringe and needle, vacutainer, or lancet to take your blood, 

you have no risk to get HIV from the procedure. 

 
Evidence that blood tests have infected people with HIV 

 From national surveys in 10 African countries, among women who gave birth in the 5 

years, women who gave venous blood for blood tests during antenatal care were 1.23 times more 

likely to have HIV infections vs. women who did not give blood for tests (see Table 5, below). 
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Section 5: Dental care 
 

POST for dental care 

1. Avoid skin-

piercing 

procedures 

(a) If you are not 100% sure that your dentist sterilizes all instruments, 

including hand-pieces (that hold and turn drill bits), avoid dental care as much 

as you can. 

(b) Take care of your teeth to avoid cavities. 

(c) Don‟t fill baby teeth, which will soon fall out. 

2. Use new 

disposable 

instruments 

(a) For injections of local anaesthetic, use a new disposable syringe and needle 

from a sealed package (see Section 1). 

(b) If you take an injection of local anaesthetic, arrange for the dentist to use a 

single-dose vial, or to open a new multi-dose vial for you (see Section 1).  

(c) Whoever puts a hand in your mouth should be wearing new gloves taken 

from a package in front of you, or you can bring them yourselves. 

3. You 

sterilize the 

instruments 

This does not apply to dental care. 

4. Ask   

providers 

how they 

sterilize 

instruments 

(a) Because many dental procedures require reused tools, you will often need 

the dentist‟s cooperation to ensure safe care. Think ahead. You may want to talk 

to one or more dentists to find one with which you are most comfortable. 

(b) Dentists should have autoclaves. All instruments that might get blood on 

them, including hand-pieces (that hold and turn drill bits), should be autoclaved 

or boiled.
6465

 To be sure that the tools going into your mouth have been 

autoclaved, you might ask to see it done. You could, for example, arrange to be 

the first patient in the morning, and come early to watch the instruments come 

out of the autoclave. 

(c) Some dentists inject local anaesthetic with a special reusable syringe and 

needle designed to inject anaesthetic from single-dose canisters. This removes 

the risk that comes with multi-dose vials, but leaves you with the risk that the 

syringe and needle may be reused without sterilization. You need to ask how 

they are sterilized. 

 

Additional information about dental care 
Be especially careful with dental care: In countries with generalized HIV epidemics, 

you should be on high alert for blood-to-blood contact during dental care. There are several 

reasons for this.  

First, people with AIDS have a lot of problems with teeth and gums, and so get a lot of 

dental care. 

Second, dentists use a lot of tools to scrape, drill, and pull teeth. They may use tubes to 

suck out saliva. Virtually all of these instruments are contaminated with blood during normal 

procedures, and all are reused with other patients. Because dentists see many patients in a day, 

they should have enough sets of tools so they can sterilize used tools while having clean ones for 

each patient they see. Autoclaving takes time – several hours to wash tools, put them in the 

autoclave, steam them for the required time, and then cool them before use. To save time and 

money, some dentists don‟t autoclave tools between patients – they may wipe them with bleach 

or alcohol. This is especially common for hand-pieces (that hold and turn drill bits). Wiping 
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reduces risks, but it is not safe. HIV survives wiping. Vibrating instruments can shake off 

remaining HIV into bloody sores in the mouth. Such risks are avoidable. 

Who gives dental care? Many people do not go to dentists. If they have a tooth that is 

giving them problems, they may go to a doctor or an to informal expert who pulls teeth with 

simple instruments or even by hand. Insofar as HIV is concerned, this is safe as long as the 

provider wears new gloves and uses instruments that have just been boiled. 

 

Risk to get HIV from dental care 
Your risks to contract HIV during dental care come from injections of local anaesthetic 

and from reused instruments and gloves.  

If the previous patient had HIV, and the dentist reuses the syringe or needle with no effort 

to clean, and takes anaesthetic from an opened multi-dose vial, your risk to get HIV from an 

injection of local anaesthetic may be estimated at 3%-10%. 

If the dentist makes no effort to clean instruments between patients, or to change gloves, 

the risk to transmit HIV from an infected patient to one or more subsequent patients on tools and 

gloves may well exceed 10%, considering the multiple cuts and prolonged exposures that may be 

involved in a dental procedure, such as filling or pulling a tooth. Wiping or otherwise cleaning – 

but not sterilizing – instruments between patients will reduce but not eliminate risks. 

If the dentist uses a new syringe, needle, and gloves, opens a new vial of local anaesthetic 

for you, and sterilizes all instruments, you have no risk to get HIV from dental care. 
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Section 6: Antenatal care 
 

POST for antenatal care: Antenatal clinics commonly give women one or more tetanus 

vaccinations so their babies don‟t get tetanus, and take venous blood to test for syphilis and/or 

anaemia. 

1. Avoid skin-

piercing 

procedures 

(a) If a high percentage of adults in your community have HIV, consider going 

to a private provider for antenatal care. If so, choose a provider who will listen 

to your concerns, and will show you that what he or she does is safe. 

(b) Ask your provider if you can avoid tests taking venous blood. If a test is 

important, ask if it can be done some other way, such as with urine or finger 

prick blood. 

2. Use new 

disposable 

instruments 

(a) Bring new disposable syringes and needles for all injections and blood tests. 

(see Sections 1 and 4).  

(b) Take tetanus vaccine from a single-dose vial, or from a multi-dose vial 

opened for you (see Section 1). If you get more than one dose of tetanus vaccine 

during repeated antenatal visits, open a new vial each time. The vaccine saved 

for days or weeks in an opened vial can grow a lot of pathogens (germs), and 

can be very dangerous. 

3. You 

sterilize the 

instruments 

Not applicable. Use new disposables for everything. 

4. Ask 

providers 

how they 

sterilize 

instruments 

Not applicable. Use new disposables for everything. 

 

Additional information about antenatal care  
Vaginal exams: See Section 8, below.  

At the clinic you visit, how many women are HIV-positive? The risk to get HIV 

during antenatal care depends in part on how many women in the clinic have HIV. In Southern 

Africa, you should estimate that 2-4 among the 10 women treated before you have HIV 

infections. In Eastern Africa, you can estimate that 1-2 among the 10 women before you have 

HIV. The chances for their HIV to reach and infect you depend on the instruments that are 

reused and on how they are cleaned. 

 

Risk to get HIV from antenatal care 

If a previous patient is HIV-positive, and a provider reuses syringes and/or needles 

without any effort to clean to give you tetanus injections or to take blood from a vein, and if the 

provider takes tetanus vaccine from an opened multi-dose vial, your risk to get HIV may be 

estimated at 3%-10% for each tetanus injection and blood test (see Table 3). 

If the provider uses new syringes and needles and opens a new vial of vaccine for each 

injection, you have no risk to get HIV from these procedures. 

 

Evidence that procedures during antenatal care have infected women with HIV 
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 Data from national surveys in 11 African countries suggest that many women may have 

gotten HIV from antenatal care. Among women who gave birth in the last 5 years, women were 

more likely to be HIV-positive if they had received tetanus vaccinations and/or had given blood 

for tests during antenatal care, compared to women who did not have these risks.  

 

Table 5: Evidence that women* may have gotten HIV from antenatal care 

Risk, country, year Relative risk to be HIV-positive among women 

who received vs. women who did not receive the 

specified procedure during antenatal care 

Tetanus vaccinations  

 Kenya, 2003 

 

Several estimates
6667686970

 range from: 1.27 to 1.92  

 Burkina Faso, 2003  2 estimates
7172

 range from 1.26 to 1.77 

 Cameroon, 2004  2 estimates
7374

 range from 1.53 to 2.06 

 Ethiopia, 2005; Ghana, 2003; Lesotho, 

2004; Senegal, 2005 

Estimates
75

 for 4 countries range from: 0.63 to 

7.60 

 Cameroon, 2004; Ethiopia 2005; Ghana, 

2003; Guinea, 2005; Kenya, 2003; 

Lesotho, 2004; Senegal 2005; Malawi, 

2004; Rwanda, 2005; Zimbabwe, 2005-06 

Composite estimate
76

 for 10 countries: 1.19  

Giving blood for tests  

 10 countries listed above Composite estimate
77

 for 11 countries: 1.23  

Tetanus vaccinations and/or giving blood for 

tests 

 

 10 countries listed above Composite estimate
78

 for 10 countries: 1.28  

* Women who gave birth in the 5 years before the survey.  
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Section 7: Child delivery 
 

POST for child delivery 

1. Avoid skin-

piercing 

procedures 

(a) Your provider may offer an injection to reduce your pain during delivery. 

Consider ahead of time if you want to try to avoid such injections, and talk with 

your provider so that he or she understands what you want.  

(b) To the extent possible, avoid an episiotomy (a small cut during delivery to 

enlarge the mouth of your vagina for the baby‟s head). This has no benefit in 

routine deliveries, and is advisable only in extreme conditions. Your skin 

stretches for birth and shrinks afterwards. 

2. Use new 

disposable 

instruments 

(a) Use new disposables as much as possible. Disposables include:  

 syringes and needles for injections;  

 gloves;  

 razors for shaving body hair prior to deliveries, and for cutting the 

baby‟s cord; and 

 plastic clamps for baby‟s cord. 

(b) To reduce your pain in childbirth, your provider might inject an anaesthetic 

(usually lidocaine) into your lower back. Ask the provider to use a new syringe 

and needle and to take the anaesthetic from a single-dose vial (see Section 1). 

(c) After you deliver the baby, your provider might give you an injection of 

oxycotin to reduce bleeding and to help with the afterbirth (delivery of the 

placenta). The best option is for the provider to have a pre-filled disposable 

syringe ready if needed. If not, ask the provider to have a disposable syringe 

and needle and single-dose vial ready if needed (see Section 1). 

3. You 

sterilize the 

instruments 

(a) If you deliver at a clinic or hospital, you can shave your pubic hair at home. 

(b) If you deliver at home, you can boil a blade to cut the umbilical cord. 

4. Ask 

providers 

how they 

sterilize 

instruments 

(a) For deliveries, you and your provider have time to plan ahead to take the 

precautions you request. 

(b) For clinic or hospital deliveries, the bed should be disinfected by wiping 

with chemicals between patients. Reused linen should be boiled or autoclaved. 

 
Additional information about child delivery  
 Caeserean deliveries: WHO, UNICEF, and the UN Population Fund estimate that at 

least 5 percent of births require caesarean sections to protect mother or child.
79

 In some African 

communities, caesarean sections are already common. For example, a study in rural Zimbabwe 

in 1992-93 reported that 6.3 percent of 831 deliveries were caesarean.
80

 

Abortions: See discussion of abortions in Section 8, below.  

At the clinic you visit, how many women are HIV-positive? The risk to get HIV 

during child delivery depends in part on how many women in the clinic have HIV. In Southern 

Africa, you should estimate that 2-4 among the 10 women treated before you have HIV 

infections. In Eastern Africa, you can estimate that 1-2 among the 10 women before you have 

HIV. 
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Risk to get HIV during child delivery 

If a previous woman was HIV-positive, and if the provider reuses syringes or needles 

with no effort to clean and takes medicine from an opened multi-dose vial, your risk to get HIV 

from each injection may be estimated at 3%-10%. If a previous patient was HIV-positive, your 

risk to get HIV from reused gloves, sheets, or cloth may be estimated at more or less than 1%, 

depending on wounds and bleeding during delivery. 

For procedures that involve more instruments and blood, such as caesarean deliveries, the 

risk is much greater – and could well exceed 10%-20% if instruments are not cleaned or 

sterilized before reuse.  

 If all syringes and needles are new, if all injected medicines comes from vials opened for 

you, if all reused instruments are sterilized, if the provider wears new gloves, and if the clinic‟s 

sheets are washed between patients, you have no risk to get HIV from child delivery.  

 

Evidence that procedures during child-delivery infected women with HIV: 

Some studies in various African countries have found that women get HIV faster – they 

are at higher risk for HIV – during late pregnancy and in the months after delivery than at other 

times.
81

 This suggests that women sometimes get HIV from pregnancy-related health care, 

including delivery. Similarly, in a national survey in Ethiopia in 2005, 9.9% of women who gave 

birth in the last 3 years with “delivery care by health professional” were HIV-positive, compared 

to only 1.2% of women who gave birth in the last 3 years, but had “no delivery care by health 

professionals.”
82

  

The risk for pregnant women to get HIV seems to be greater in some places and years – 

and sometimes there is no risk. This is what one would expect if unsafe health care was involved, 

because safety varies from place to place and over time. 
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Section 8: Birth control and other women’s health care 
 

POST for birth control and other women’s health care 

1. Avoid skin-

piercing 

procedures 

(a) Consider birth control methods that involve little or no risk from reused 

instruments, such as condoms, diaphragms, an intra-uterine device (IUD), or 

oral hormone pills.  

(b) Avoid injected hormones for birth control.   

(c) Avoid implants for birth control (thin tubes put in your arm that dispense 

hormones for several years). Inserting the implant is an avoidable skin-piercing 

procedure.  

(d) If you are not 100% sure that instruments will be sterile, don‟t have a tubal 

ligation (an operation to close the tubes that carry eggs from your ovaries to 

your uterus). 

2. Use new 

disposable 

instruments 

(a) Your provider can insert an IUD using only disposable instruments, 

including a disposable plastic tube to slip the IUD into your uterus, new gloves, 

disposable specula, etc.  

(b) If your provider injects local anaesthetic for a procedure – such as a tubal 

ligation, inserting an IUD, or abortion – ask him or her to take the anaesthetic 

from a single-dose vial (or new multi-dose vial opened for you) and to use a 

new disposable syringe and needle (see Section 1). 

(c) For inserting an IUD, or for a vaginal exam, use a new disposable speculum, 

or bring your own. 

(d) For any procedure that involves a provider putting fingers into your vagina, 

insist that the provider wears new disposable gloves. 

3. You 

sterilize the 

instruments 

If you cannot buy a disposable speculum for every vaginal exam (or if you are 

in a situation where you need frequent exams), you can buy a metal speculum, 

which you keep and sterilize at home and bring for your provider to use.  

4. Ask 

providers 

how they 

sterilize 

instruments 

(a) During tubal ligations, doctors insert a flexible tube through a small cut in 

your stomach. Because boiling would hurt this tube, it is cleaned by soaking or 

misting with special chemicals (this process is called “high level chemical 

disinfection”). Ask to see where and how this is done, and ask if the tube to be 

used on you has been treated after the previous patient. 

(b) If you are having an abortion, ask the provider to autoclave uterine curettes 

and other instruments. 

 

Additional information about women’s healthcare  
Hormone injections for birth control: Many women in Africa get a hormone injection 

every 3 months for birth control. These are especially common in countries with the worst HIV 

epidemics in Southern and Eastern Africa. As of 2005, an estimated, 4.8% of married women of 

reproductive age in Africa – including more than 10% in Botswana, Kenya, Lesotho, 

Madagascar, Malawi, Namibia, South Africa, and Swaziland – used injected hormones for birth 

control.
83

 

Vaginal exams: Vaginal exams are done on an outpatient basis to diagnose many 

diseases. Sometimes a speculum is used to examine the cervix. Reused metal specula should be 

sterilized in autoclaves or boiled, but that is often not done. Surveys of health facilities in Kenya, 

Rwanda, and Tanzania during 2004-07 reported that only 1%-32% of specula used in vaginal 
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exams were sterilized. Moreover, health care staff who use gloves to protect themselves during 

vaginal exams may not sterilize or discard them between patients. In surveys during 2001-04, 

sterile gloves were available in only 48%-67% of facilities offering maternal and child health 

care in Ghana, Kenya, and Rwanda (to see these data yourself, use the web address for Service 

Provision Assessment Surveys in Annex 3).  

During vaginal exams, reused specula and gloves as well as unwashed hands may transfer 

sexually transmitted diseases from one woman to others. For example, laboratory studies have 

found that herpes virus survives on plastic surfaces for several hours.
84

 However, the risk to get 

HIV from a vaginal exam is low because HIV infects relatively inefficiently through vaginal 

mucosa (skin).  

 Abortions: Although induced abortions are illegal across most of Africa, they are 

common. WHO estimated 4.2 million abortions annually (14 per 100 live births) in Africa 

around the year 2000.
85

 

At the clinic you visit, how many women are HIV-positive? Risk to get HIV during 

family planning and other women‟s health care depends in part on how many women in the 

clinic have HIV. In Southern Africa, you should estimate that 2-4 among the 5 women treated 

before you have HIV infections. In Eastern Africa, you can estimate that 1-2 among the 10 

women before you have HIV. 

 

Risk to get HIV from birth control and other women’s health care  
If your provider reuses the syringe and/or needle from an HIV-positive woman without 

any effort to clean, and takes hormones from an opened multi-dose vial, your risk to get HIV 

from each hormone injection may be estimated at 3%-10% (see Table 3).  

For procedures that involve more instruments and blood, such as abortions and tubal 

ligations, your risk to get HIV from reused instruments could exceed 10%-20% if the previous 

patient was HIV-positive, and if the provider makes no effort to clean them. 

If the provider uses a new syringe and needle and takes hormones from a single-dose vial 

(or uses a prefilled syringe) you have no risk to get HIV from hormone injections. For other 

procedures, if the provider sterilizes all reused instruments, you have no risk to get HIV.  

 

Evidence that hormone injections have infected women with HIV 

Many studies have followed HIV-negative women in Africa, watching to see who gets 

HIV, and asking about various possible risks. At least 7 such studies asked women about their 

birth control practices – injected hormones vs. other or no methods – and recorded at least 10 

new infections in women using injected hormones. In 6 of these 7 studies, women who used 

hormone injections were from 1.1 to 2.8 times more likely to get HIV than women who did not 

receive hormone injections (see Table 6). 

 Although these studies suggest that hormone injections increase women‟s risks for HIV 

in Africa, we don‟t know why. Here are two possible reasons: First, the injections may be giving 

women HIV through reused syringes and/or needles or through contaminated multi-dose vials. 

Because reuse would be more in some places and less in others, this would explain why 

women‟s risks with hormone injections seem to be greater in some studies than in others 

(especially in Malawi in 2003-05; see Table 6). 

 A second possible reason is that the injected hormones thin the vaginal wall. This may 

make it easier for HIV from a man to infect a woman. Notably, when scientists want to infect 
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female monkeys with SIV (monkeys‟ HIV) through the vagina, they inject the same hormone 

(progesterone) that is injected into humans for birth control. 

  

Table 6: Evidence that women got HIV from hormone injections for birth control 
Country, year Women followed Relative risk to get 

HIV in women with 

vs. without hormone 

injections 

Groups of women compared 

Kenya, 1993-

2003
86

 

1,206 prostitute women 1.79  Women with hormone injections vs. women 

with no hormones for birth control  

Uganda, 1994-

99
87

 

5,117 women from the 

general population 

0.8  Women with hormone injections vs. women 

with no hormones or condoms for birth 

control 

South Africa, 

1999-2002
88

 

634 women from family 

planning clinics 

1.12  Women with hormone injections vs. women 

with no hormones for birth control 

Uganda and 

Zimbabwe, 

1999-2004
89

 

4,541 mostly (91%) low 

risk women 

1.25  Women with hormone injections vs. women 

with no hormones for birth control 

South Africa, 

2000-2004
90

 

4,200 low risk women 1.21  Women with DMPA injections vs. women 

with no hormones for birth control 

Malawi, 2003-

05
9192

 

787 post-partum women 

and women from family 

planning clinics 

2.84  Women with DMPA injections vs. women 

without DMPA injections 

South Africa 

and Zimbabwe, 

2003-06
93

 

4,948 low risk women 1.66  women with hormone injections vs. women 

without hormone injections 

DMPA: depo-medroxyprogesterone acetate. 

Note: This list excludes studies with less than 10 new infections in women using hormone injections. In studies with 

few infections, the results may be statistical accidents. 
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Section 9: Male circumcision 
 

POST for male circumcision 

1. Avoid skin-

piercing 

procedures 

You can choose not to be circumcised. Circumcision could expose you to 

someone else‟s blood through instruments and injections. In addition, the 

procedure – removing the foreskin – has other risks and consequences (see 

below). Circumcision may reduce your risk to get HIV during sex, but to be 

safe you will still need to use a condom (see below). 

2. Use new 

disposable 

instruments 

(a) Before the event, find out what instruments will be used. As far as possible, 

arrange that the instruments will be new disposables – razor, surgical blade, 

bandages, etc. This applies both to traditional circumcisions outside medical 

settings and to circumcisions in clinics or hospitals. 

(b) Make sure the provider uses new disposable gloves. If you are circumcised 

with other men, make sure the provider puts on new gloves for you. 

(c) For circumcision in medical settings, the provider will inject local 

anaesthetic. Insist that the provider uses a new syringe and needle and takes the 

anaesthetic from a single-dose vial, or from a new multi-dose vial opened for 

you (see Section 1). 

3. You 

sterilize the 

instruments 

If you are circumcised at home, and the provider uses a special instrument, you 

can boil this before the event to be sure it is sterile. 

4. Ask 

providers 

how they 

sterilize 

instruments 

For circumcision in medical settings, some specialized instruments are reused. 

The provider should autoclave such instruments before every use. 

  

Additional information about male circumcision 
Reasons for and against circumcision: Beginning from 2007, WHO and UNAIDS 

along with many African and donor governments are supporting programs to circumcise millions 

of African men. These programs are motivated by the claim that circumcising men will slow the 

spread of HIV in Africa. 

This claim does not agree with a lot of available evidence (see below). Some experts, 

including the French National AIDS Council, oppose circumcision for HIV prevention (see: 

http://www.cns.sante.fr/spip.php?article278&lang=en).  

But focusing on HIV alone is a narrow approach to a complex issue. Aside from HIV, 

many other factors are involved in a man‟s or family‟s decision to circumcise or not. These 

include other real or supposed health risks and benefits, sexual satisfaction and performance, 

community practices, and religious beliefs. NOCIRC, a group that opposes circumcision, deals 

with many of these issues on their website: http://www.nocirc.org/.  

The operation itself – removing the foreskin – may cause “complications” or “adverse 

events,” including unusual bleeding, local infection, and in rare cases death. A review of more 

than 1,000 circumcisions performed on boys and young men in Kenya in 2004 found that 17.7% 

of those circumcised in clinics had one or more “adverse events,” while 35.2% of those 

circumcised in traditional settings had “adverse events.”
94

  

http://www.cns.sante.fr/spip.php?article278&lang=en
http://www.nocirc.org/
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The impact on sexual partners is another factor to consider. Some evidence suggests that 

circumcised HIV-positive men are more likely to transmit HIV to their sexual partners. Other 

studies say that circumcised men are less likely to transmit other sexually transmitted diseases. 

Women‟s sexual experience with circumcised vs. intact men is another factor to consider.  

Does circumcision protect men from HIV? In recent years, one issue has dominated 

debates about male circumcision in Africa: the claim that circumcision reduces a man‟s risks to 

get HIV from an infected sexual partner.  

(a) Evidence from three studies: During 2002-06, three studies – in South Africa,
95

 

Uganda,
96

 and Kenya
97

 – recruited HIV-negative men wanting to be circumcised, then on a 

random basis circumcised some first and told others to wait. Following and retesting the men, the 

studies observed that intact (uncircumcised) men acquired HIV more than twice as fast as 

circumcised men.  

All three study teams concluded that the lower number of new HIV infections in 

circumcised vs. intact men was due to less HIV from sex. That may be so. But consider a basic 

question: How many of the infections came from sex?  

In the South African study, 23 (of 69) infections occurred in men who reported no 

unprotected sex during the time they got HIV (from their last negative test to their first positive 

test). Similarly, in Uganda, 16 (of 67) infections occurred in men who reported no sex partners (6 

infections) or 100% condom use (10 infections). The trial in Kenya did not report how sexual 

exposures related to new HIV infections, except for 7 men infected in the first three months – 5 

of 7 reported no sex partners from the beginning of the trial until their first HIV-positive test. 

What about blood-to-blood risks? In the South African trial, men who reported an 

injection, blood transfusion, and/or hospitalization were 1.7 times more likely to become HIV-

positive than men who did not report these risks. Neither of the other 2 studies reported any 

information about blood risks. 

What happened during these trials? If the studies had tested and followed the men‟s 

sexual partners to see if they infected the men, and had asked about blood exposures, we would 

have a better idea about how much circumcision reduced men‟s risk to get HIV from sexual 

partners. However, from these studies, we do not know. 

(b) Other evidence: Although most men in India, China, and Western Europe are intact 

(uncircumcised), their HIV prevalence – even including men who have sex with men and 

injection drug users – is less than 0.5%. Finally, in 5 of 14 African countries with data from 

national surveys, HIV prevalence was higher in circumcised than in intact men (see Table 7). 

 
Table 7: HIV infections in circumcised and intact (uncircumcised) men 

Countries, year of 

survey 

% of men with HIV infections  Ratio of HIV prevalence in 

circumcised vs. intact men Circumcised men  Intact men  

Cameroon, 2004  5.1 1.5 3.5 

Rwanda, 2005  3.8 2.7 1.4 

Ghana, 2003  2.0 1.8 1.1 

Zimbabwe, 2005-06  20 19 1.1 

Lesotho, 2004  26 25 1.04 

Ethiopia, 2005  1.1 1.2 0.92 

Swaziland, 2006-07  26 29 0.90 

Zambia, 2007  13 15 0.87 

Cote d‟Ivoire, 2005  3.4 5.3 0.64 
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Uganda, 2004-05  4.7 7.4 0.64 

Mozambique, 2009  7.9 14 0.56 

Tanzania, 2007-08  4.6 9.0 0.51 

Burkina Faso, 2003  2.1 4.2 0.50 

Kenya, 2008-09  3.9 21 0.18 
Sources: Demographic and Health Surveys and AIDS Indicators Surveys (see the web-link in Annex 3). 

Because many men are circumcised in their late teens, the table reports HIV for men aged 20 years and above 

for all countries. The table shows all countries with relevant published data. 

 

Risk to get HIV from a circumcision 

If your provider reuses a syringe and/or needle from an HIV-positive man without any 

effort to clean, and takes local anaesthetic from an opened multi-dose vial, your risk to get HIV 

from an injection of local anaesthetic may be estimated at 3%-10% (see Table 3).  

If the provider reuses other instruments from an HIV-positive man without any effort to 

clean, your risk to get HIV from a circumcision could exceed 10%.  

If the provider uses a new syringe and needle, takes local anaesthetic from a single-dose 

vial, uses new gloves, and sterilizes all reused instruments, you have no risk to get HIV from a 

circumcision. 

 

Evidence that circumcision infected men with HIV 

 Among men tested in national surveys in Kenya, Lesotho, and Tanzania in 2003-04, 

virgin men who had been circumcised were more likely to have HIV than intact (uncircumcised) 

virgin men. In Kenya, 1.8% of circumcised virgin men were HIV-positive compared to 0% of 

intact virgins. In Lesotho, 6.1% of circumcised virgins were infected vs. 1.9% of intact virgins. 

In Tanzania, 2.9% of circumcised virgins were infected vs. 1.0% of intact virgins.
98

 These data 

suggest that circumcision infected men – the circumcision may have been done by a traditional 

circumciser, or by a medical professional. 

In addition, a study in Kenya that circumcised and then followed more than 1,000 

initially HIV-negative men found new HIV infections in 4 men one month after they had been 

circumcised – sensitive tests could not find HIV in their blood at the time they were circumcised. 

Three of the 4 men reported no sex partners in the month – which is understandable considering 

they had just been circumcised.
99

 These men may have been infected from the procedure.  
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Section 10: Blood transfusions 

 
POST for receiving a blood transfusion 

1. Avoid skin-

piercing 

procedures 

Avoid unnecessary transfusions. If the doctor recommends a transfusion and 

there is no emergency, ask if the condition can be treated without a transfusion. 

For example, if you are anemic, or if your child is anemic, ask if the anemia can 

be relieved by diet, by treating parasites, or by other interventions without a 

transfusion. If you are pregnant or anticipating an operation, discuss with your 

doctor the conditions under which he or she would order a transfusion, and tell 

your doctor that you would like to avoid one if possible. 

2. Use new 

disposable 

instruments 

Ask the provider to use new tubes and a new needle to administer the 

transfusion. 

3. You 

sterilize the 

instruments 

Not relevant. 

4. Ask 

providers 

how they 

sterilize 

instruments 

(a) Insist that blood is tested before transfusion, no matter who is the donor. 

Before accepting blood, check the label on the bottle to ensure that it has been 

tested at least for HIV and for hepatitis B. Blood should also be tested for 

hepatitis C, but this might not be standard in your community. 

(b) If possible, avoid blood from paid donors. 

 

Additional information about blood transfusions 

Unnecessary transfusions: Some studies in Africa estimate that half or more of patients 

given blood would have been better off without the transfusion. Many children and pregnant 

women with anemia, but not life-threatening anemia, receive unnecessary transfusions.  

Testing transfused blood: All governments in Africa require that transfused blood be 

tested for HIV. Although most countries in Africa report that all or most blood is tested for HIV, 

WHO assessed in 2006 that less than 12% was “tested for HIV in a quality-assured manner.”100  

Emergencies, remote areas: In remote areas that have poor communication with blood 

banks, doctors may transfuse fresh blood. Because fresh blood must be used within 6 hours from 

the time it is taken from the donor, and because it may not go through a blood bank, it may not 

be tested according to the rules. 

Not investigating HIV from blood transfusion: Blood banks are required to maintain 

records on all blood that is collected and transfused. Although tens of thousands of people in 

Africa live with HIV infections attributed to blood transfusions, this is usually suspected and not 

tested. Except for South Africa, no other African government traces and re-tests donors when 

people who receive transfusions are later found to be HIV-positive. Tracing allows a check on 

blood bank management as well as on test accuracy. Retesting donors might also find that the 

transfused blood did not cause the infection, so that another blood or sexual exposure would have 

to be considered. 

Outside South Africa, tracing and retesting donors has been blocked by government 

policies not to tell donors their HIV status. For example, in Uganda, when a donor‟s blood tests 

HIV-positive, the policy for many years has been to dispose of the blood, but not to tell the donor 

his or her HIV status. 
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Window period: Most blood tests look for antibodies to HIV, which are chemicals that 

people with HIV infections make to fight HIV. When someone has a new infection, it takes 

weeks for the body to make antibodies that show up on an HIV test. This is the “window period” 

– when blood tests won‟t find antibodies, although blood carries HIV. If 10% of donors are HIV-

positive – which is a reasonable estimate for first-time blood donors in much of Eastern and 

Southern Africa – you can estimate that 1% of donors are newly infected each year, and that they 

will have HIV but no antibodies in their blood for 5 weeks after infection (1/10
th

 of the year). 

With these estimates, the risk to be infected from window period blood is about 1 in 1,000. 

Although there has been a lot of discussion about the window period, the risk to get HIV 

from window period blood is much less threatening than other risks. You have more risk to get 

HIV due to management errors in blood testing, labeling, and storage.
101

 Moreover, transfusions 

come with risks that have nothing to do with HIV – including known pathogens (such as the 

tuberculosis bacteria) that tests do not look for, unknown pathogens, mis-matching of donors and 

recipients, and other factors. Transfusions are dangerous – avoid them if you can.  

 

Risk to get HIV from a transfusion 

 If the transfused blood comes from an HIV-positive donor, you are almost certain to get 

HIV. If the transfused blood has been tested for HIV, and if the provider uses a new disposable 

needle and tube to get the blood into your vein, you nevertheless have a small remaining risk to 

get HIV – due primarily to possible errors in testing and labelling blood.  

 

Evidence that transfusions have infected people with HIV 

 Many studies in Africa find that people who have been transfused vs. people who have 

not been transfused are more likely to be HIV-positive. These risks vary from study to study, 

which is reasonable considering that blood programs are more thorough and safer in some places 

than in others. 

As of 2005, WHO estimated that transfusions infect 160,000 people worldwide each 

year,
102

 accounting for 5% of new HIV infections. This is a weak estimate – calculated from 

other estimates of numbers of transfusions and the percentage of transfused blood with HIV. 

Because transfusions are not so common, and because countries with some of the worst HIV 

epidemics (especially South Africa) do a pretty good job screening transfused blood, 5% is likely 

an over-estimate of the proportion of HIV infections from transfusions. 
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Section 11: Donating blood 
 
POST for donating blood 

1. Avoid skin-

piercing 

procedures 

(a) Donating blood is a public service. If you want to donate blood, insist that 

those who collect your blood use only new, disposable instruments. If not, don‟t 

take the risk – even if those who want your blood swear up and down that the 

reused instruments are sterile. If enough people do this, blood banks in Africa 

will shift all blood collection to new disposable equipment – something they 

should have done long ago! 

(b) If you are thinking to sell plasma (blood with the red cells removed): Don‟t 

do it. The risks are too great (see below). 

2. Use new 

disposable 

instruments 

Ask that whoever wants to collect your blood does so with a new needle, tube, 

and collection bag taken from a sealed plastic bag in front of you. 

3. You 

sterilize the 

instruments 

This does not apply to blood donations. 

 

4. Ask 

providers 

how they 

sterilize 

instruments 

For blood donations, this does not apply. Those who want your blood should 

use new disposable equipment. 

 

 

Additional information about donating blood 

Selling or donating plasma: Big international companies buy plasma – blood with 
the red cells removed – to make into blood products. The machines, needles, and tubes that 
are used to separate plasma from red cells and to re-inject the red cells back into you are 
hard to sterilize. Selling plasma is safer in rich countries where governments investigate 
mistakes and enforce sterile procedures. But even there, whatever anyone would pay you 
would not cover your risk.  

 

Risk to get HIV from donating blood  
If a blood bank reuses needles or tubes to collect blood, without any effort to clean, the 

risk to transmit HIV from an infected to a subsequent donor may be estimated at 10% (similar to 

risks with intravenous injections, but with additional blood in the tube). 

If all instruments are new disposables, you have no risk to get HIV while donating blood. 

 

Evidence that donating blood or plasma infected donors 

Collecting plasma infected hundreds of donors in India and Mexico in the late 1980s, and 

an estimated 100,000 donors in China during 1990-95 (see Table 2). 

Many studies in Africa have found that blood donors – often paid replacement donors – 

are more likely to be HIV-positive than other adults in the community. The source of their HIV 

is unknown. But in any case, such studies suggest that donating blood ,may have infected some 

donors with HIV.  
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Section 12: Traditional health care 
 
POST for traditional health care 

1. Avoid skin-

piercing 

procedures 

(a) Don‟t remove body parts. Some traditional health care involves removing 

things, such as eye-teeth (canine teeth), labia or clitoris from girls, or tonsils. 

Avoid all such operations. This goes also for baby boys‟ foreskins – unless you 

are bound by religious beliefs, let men decide when they are older if they want 

to be circumcised (see Section 9). 

(b) For other invasive procedures, if you cannot ensure use of disposables or 

sterile instruments, avoid. 

2. Use new 

disposable 

instruments 

(a) Figure out ahead of time what will happen during the procedure, and ask the 

provider to use new disposables as much as possible – razors, gloves, porcupine 

quills, etc. 

(b) If you receive treatment in a group – such as with your family – consider 

that blood from any one person may be dangerous for all others. Insist that each 

member of the group is treated with their own set of razors, gloves, and other 

disposable instruments. 

(c) If the provider applies medicine to sores (such as a razor cut), is there any 

chance that blood from someone‟s cut could get into medicine that is later used 

on another patient? If so, ask the provider to make new medicine for you. If you 

are in a group that will receive medicine from the same source, ask the provider 

to use a sterile instrument each time he or she takes medicine from that source.  

3. You 

sterilize the 

instruments 

(a) You can sterilize reused instruments by boiling or by holding them in a 

flame. 

(b) If quills or thorns or similar items are required, you can kill HIV by boiling 

them, as you would other instruments. Wiping with alcohol or bleach is not 

enough! 

4. Ask 

providers 

how they 

sterilize 

instruments 

If the provider reuses instruments, ask if they have been boiled after the 

previous patient. 

 
Additional information about traditional health care 

What is “traditional health care”? This book uses a broad definition of “traditional 

health care” to include procedures that people believe are good for their health, even though 

some experts may disagree. Traditional healing practices may be mixed with spiritual beliefs. 

Insofar as risks to transmit HIV through blood-to-blood contact are concerned, there is no need 

to take a position on the effectiveness of these procedures.  

Are traditional and informal providers safe? Let‟s focus on one risk – blood-to-blood 

contact. Some traditional providers are safe, and some aren‟t. It‟s up to you to find people who 

will work with you to help you avoid HIV from blood-to-blood contact.  

As an aside: Some evidence suggests that many traditional and informal providers have 

been as safe as – or safer than – many formal providers. Over the last 20 years, HIV has spread 

faster in relatively wealth African countries at peace, where formal health care is available, than 
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in countries with long term civil wars.
103104105

  For example, 24%-26% of adults are HIV-positive 

in Botswana, Lesotho, and Swaziland – relatively wealthy countries at peace. In contrast, a 

national survey in the Democratic Republic of Congo (DRC) in 2007, after more than a decade 

of civil war, found only 1.3% of adults to have HIV, one of the lowest rates in Africa. Similarly, 

the percentage of adults with HIV in Mozambique was less than 1% at the end of more than a 

decade of civil war in 1992, but increased with peace to 11.5% in 2010.  

The point is: You should be alert in all settings where you may be poked or cut – and not 

be overly distracted by whether someone is a professional in a white coat or someone in jeans or 

other informal clothes. 

 

Risk to get HIV from traditional health care  
 Because many different procedures may be involved, there is no simple answer. You can 

make your own estimates from the procedures and risks described in Table 3. 

 If instruments are sterile or new disposables, if the provider wears new gloves to touch 

any open wound, and if there is no way that blood from a previous patient might have gotten into 

medicines applied to a wound or cut, you have no risk to get HIV from traditional health care 

procedures.   

 

Evidence that traditional health care has infected patients with HIV 

 Some studies show that men and women
106

 circumcised in traditional ceremonies are 

more likely to have HIV infections than other men and women (see Section 9). 

A study among Luos in Kenya reports that men who had received saro (a form of 

traditional blood-letting) were 2.1 times more likely to be HIV-positive than men who had not 

received saro.
107
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Part 2:  

How to protect yourself from HIV  

during cosmetic services 
 

 

 

 

Skin-piercing procedures or accidental cuts and sores are common in cosmetic services. 

Because most discussions about risks for HIV from blood-to-blood contact have focused on 

health care – and even more narrowly on injections – many people ignore other blood-to-blood 

contacts. 

As far as cleaning of instruments is concerned, the situation in cosmetic services is 

generally much worse than in health care. Most doctors and nurses know to sterilize instruments, 

even if they don‟t always do it. However, most people who provide cosmetic services have had 

no formal training about how to sterilize instruments. Consequently, potentially bloody 

instruments are more likely to be reused without sterilization in cosmetic services than in health 

care. 

  

POST for cosmetic services 

In many countries, ministries of health have authority to license and inspect private 

clinics, even if they never do it. On the other hand, those who provide cosmetic services are 

generally accountable only to their patrons. If a barber‟s customers do not know that reusing 

razors is dangerous, the barber is unlikely to go to the expense to use a new one for each 

customer. Cosmetic services are as dangerous as customers accept, or as safe as they demand.  

You can ensure safe cosmetic services with POST (Patron Observed Sterile Treatment). 

This 4-part strategy is similar to POST for health care. Sections 13-18 discuss POST for 

tattooing, scarification, other cosmetic services, and blood-to-blood risks in the home and 

community. For procedures not discussed in these Sections, you can work out for yourself and 

with your providers what to do. We‟d like to hear what works for you. Please share your 

experiences and suggestions at: http://dontgetstuck.wordpress.com/ 

 

http://dontgetstuck.wordpress.com/
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Section 13: Tattooing 
 
Box 13: POST for tattooing 

1. Avoid skin-

piercing 

procedures 

Don‟t get a tattoo. This only works for people who are willing to forego a 

tattoo. 

2. Use new 

disposable 

instruments 

(a) Ask the tattooist to use new disposable needle(s) from sealed packages. 

(b) Ask the tattooist to use new disposable inkpots from sealed packages. 

(c) Ask the tattooist to open a new bottle of ink for you (one for each color). If 

the tattooist does do so, but instead pours ink from a larger bottle into your 

(disposable) inkpot, you may be in danger. Ink from the larger bottle may be 

contaminated if the tattooist had earlier poured excess ink from a client‟s inkpot 

back into the bottle. HIV could go from client to needles to inkpot to ink bottle 

– and that ink could be poked into you. Ask the tattooist what he or she does 

with excess ink. If you believe he or she is careful, that‟s your call. 

3. You 

sterilize the 

instruments 

You can boil needles and inkpots. 

4. Ask 

providers 

how they 

sterilize 

instruments 

Ask the tattooist to boil or autoclave hand-pieces. Vibrating hand-pieces that 

do not come into contact with skin may be contaminated by small bits of blood 

and tissue thrown into the air while tattooing. If hand-pieces are not sterilized 

after use, HIV and other pathogens (germs) may vibrate off them onto 

subsequent clients. 

 

Additional information about tattooing 
Several technologies are commonly practiced to apply tattoos. Tattoos can be applied by 

hand manipulation of needles to make multiple punctures in the skin. The newer technology uses 

a small hand-held electric machine that moves a small bundle of needles to puncture the skin. 

Getting a tattoo is risky business if the provider is not careful. 

 

Risk to get HIV from tattooing 
If the tattooist reuses needles or inkpots from an HIV-positive client with no effort to 

clean, or uses left-over ink from an HIV-positive client, your risk to get HIV from tattooing may 

be estimated at greater than 10%. If the tattooist is careful with needles but reuses left-over ink, 

your risk may still exceed 10%.   

 

Evidence that tattooing has infected some people with HIV 
There is some evidence that tattooing transmits HIV. For example, a study in India that 

followed and tested adults every 3 months asked about tattoos along with other risks. Those who 

received a tattoo between visits were 2.4 times more likely to show up with a new HIV infection 

at their next visit compared to those without new tattoos.
108

 Similarly, a study in the US found 

that men who became HIV-positive in prison were 4 times more likely than other men to have 

received a tattoo in prison.
109
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Section 14: Scarification 
 
Box 13: POST for scarification 

1. Avoid skin-

piercing 

procedures 

Don‟t get scarification marks. This only works for people who are willing to 

forego the marks.  

2. Use new 

disposable 

instruments 

(a) Ask the scarifier to use a new razor (or other new cutting instrument) for 

you.  

(b) If the scarifier rubs any substance into the scar, make sure there is no chance 

that a previous client‟s blood has gotten into the substance. You can, for 

example, ask the scarifier to make a portion especially for you. If you are being 

treated in a group, you can ask the scarifier to set aside a portion for each 

person before beginning the process. 

(c) If you are being treated in a group, ask the scarifier to put on a new glove or 

gloves for each person he or she treats.  

3. You 

sterilize the 

instruments 

If a cutting instrument must be reused, you could ask to sterilize it by holding it 

in a flame or boiling it.  

4. Ask 

providers 

how they 

sterilize 

instruments 

If the scarifier wants to reuse a cutting instrument that he or she has used with 

other clients, ask if it has been boiled after the last client. 

 

Additional information about scarification 
Scarification is common in some African communities, for example to indicate a person‟s 

ethnic group. In some cases it is almost required. 

 

Risk to get HIV from scarification 
If the scarifier reuses a razor from an HIV-positive client with no effort to clean, your 

risk to get HIV may be estimated at 3% (deep cuts, but without a hollow needle). If the substance 

that is rubbed into your cuts has been contaminated by blood from a previous HIV-positive 

client, that adds to your risk. 

If the razor is new, if the substance rubbed into your scar is not contaminated by anyone‟s 

blood, and if the scarifier wears new gloves, you have no risk to get HIV from scarification. 

 

Evidence that scarification has infected some people with HIV 
Studies that ask about scarification provide no consistent picture. Some studies find that 

people who have been scarified are more likely to be HIV-positive than people who have not, 

while others report the opposite. This inconsistent evidence suggests that scarification may have 

infected some people, but that other risks have been more important.  
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Section 15: Piercing 

 
POST for piercing 

1. Avoid 

skin-

piercing 

procedures 

Avoiding is safest, but this is not necessary. You can easily ensure you receive a 

safe procedure. 

2. Use new 

disposable 

instruments 

If you receive a piercing, use a gold or silver wire or a gun and stud, and ensure 

that these are new. Do not allow anyone to prick themselves with the wire to test 

for sharpness.  

 

3. You 

sterilize the 

instruments 

If a steel wire is used to pierce, watch to see that it has been boiled or held over a 

flame until is hot enough to burn you, and then air cooled. 

4. Ask 

providers 

how they 

sterilize 

instruments 

See above. Boil or flame a reused steel wire. 

 

Additional information about piercing 
Piercing of the ears, and in some cases the nose, is commonly done in early childhood in 

many communities. Later, according to style, many men and women arrange for additional body 

piercing (including especially ear and nose piercing). 

Ear and nose piercing is often done with a gold wire, which is twisted and left in the hole. 

Because a new gold wire is used for each client, this does not transmit disease from one client to 

another. However, to show that the wire is sharp, some piercers may prick their finger to draw 

blood before piercing. Don‟t allow this; it is a risk to transmit HIV and other pathogens (germs). 

Another common method is to pierce with a steel wire, after which a gold wire or stud is 

placed in the hole. With this method, the steel wire might be reused without sterilization, posing 

a risk to transmit HIV. In some beauty salons, the steel wire is wiped with alcohol between 

clients, which does not reliably kill HIV.  

Sometimes piercing is done with a gun which shoots a stud into an ear or nose. The stud 

remains in the hole. Because a new stud is used for each client, this presents no risk to transmit 

HIV from a previous client.  

  

Risk to get HIV from piercing 

If a tool (such as a steel wire) is reused to pierce ears, noses, or other body parts without 

any effort to clean, or if the piercer first pricks his or her finger to show that the wire is sharp, the 

risk to transmit HIV from an infected client or piercer to a subsequent client may be estimated at 

less than 1% (Table 3). Although piercing is a deep wound, the needle used is not hollow (as in 

an injection), so less blood is involved. 

If the wire is new, boiled, or heated in a flame, or if you get a new stud, you have no 

chance to get HIV from piercing.  



 45 

Section 16: Hair styling, haircutting, and shaving 
 

POST for beauty salons, haircutting, and shaving 

1. Avoid 

skin-

piercing 

procedures 

(a) Avoid shaving in public places if you are not able to ensure the razor is new.  

(b) When you get a haircut, don‟t let the barber shave your neck unless he or she 

uses a new razor.  

(c) If your barber plans to use an electric clippers to cut your hair to your scalp 

(for a bald look), and if you are not sure the clippers have been sterilized, ask the 

barber to shave your head with a new razor instead. 

2. Use new 

disposable 

instruments 

(a) For any procedure that uses a razor, ask your barber to use a new razor or half 

razor for you. You can buy and bring this, or the barber may have a supply of 

new razors. (Some shaving instruments accept a razor, while others accept a half 

razor.) 

(b) Use disposable paper napkins to clean and wipe cuts and sores.  

3. You 

sterilize the 

instruments 

(a) Bring your own comb. Combs that are reused at a barber shop or beauty salon 

could carry blood or pus from previous clients‟ scalp sores. 

(b) Bring your own electric clippers. 

(c) Bring your own handkerchief or other cloth to wipe cuts. 

4. Ask 

providers 

how they 

sterilize 

instruments 

(a) All instruments reused at a barber shop or beauty salon – combs, scissors, 

hand-clippers, electric clippers – should be boiled (or autoclaved). 

(b) If your barber uses an electric clipper to cut your hair at least 0.5 cm from 

your scalp, and you are sure there is no chance he or she will nick your scalp, 

you might be OK. Think about it before you decide. Electric clippers that are not 

boiled or autoclaved are a risk. Their blades cannot be reliably sterilized by 

wiping or soaking in bleach or alcohol because they have many small gaps that 

collect hair and dirt. Blood, pus, and HIV can get into such gaps, where HIV is 

hard to reach and kill. 

 
Additional information about hair styling, hair cutting, and shaving 

Scalp shaving: Some men like the bald look. Scalp shaving is common for children – it 

helps to keep them clean and prevents lice infections. Barbers often use electric clippers to shave 

heads. Even if clippers are designed to be boiled or autoclaved, many barbers do not have 

enough clippers to boil them after each use. Hence, many barbers reuse clippers that are not 

sterile.  

Hair straightening: Chemicals to straighten hair are harsh and may cause scalp sores. 

When you go for hair styling at a salon, consider the risk that one or more clients before you had 

scalp sores. If so, combs and scissors reused without boiling (wiping or soaking are not enough) 

may carry HIV that can get into sores on your head. 

 

Risk to get HIV from shaving, haircutting, and hair styling 
If a barber or hair stylist reuses razors, clippers, or combs from an HIV-positive client 

without any effort to clean, and if both the previous client and you have cuts or sores, your risk 

to get HIV may be estimated at less than 1% (Table 3). Although these risks are small, they are 

common. Even a small risk can be important over time. You can avoid these risks. 
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If your barber uses a new razor and sterilizes combs and clippers, or if you bring your 

own, you can be sure that you will not get HIV from hair-cutting or styling. 
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Section 17: Manicures and pedicures 
 

POST for manicures and pedicures 

1. Avoid 

skin-

piercing 

procedures 

If you are not sure that your provider has sterilized all reused instruments, stay 

way. Do it yourself at home, or go to another provider. 

2. Use new 

disposable 

instruments 

Some instruments used in manicures and pedicures, such as razors, are so cheap 

that they can be treated as single-use disposables. You can buy and bring razors 

and other disposables, or ask your provider to take them out of sealed packages 

in front of you. 

3. You 

sterilize the 

instruments 

(a) You can buy a set of reusable instruments that you keep at home and bring to 

the provider to use. If they‟re only used for you, you don‟t need to sterilize them.  

(b) If you are in doubt about whether a provider has sterilized instruments, you 

can sterilize some of them on the spot by passing them through a flame until they 

are hot enough to burn you, and then letting them air cool. 

4. Ask 

providers 

how they 

sterilize 

instruments 

In beauty salons, a common procedure to clean instruments between customers is 

to wipe them with bleach or alcohol, or to soak them in a pan with bleach, 

alcohol, Dettol, other chemical, or even just water. This is not enough. Insist that 

the instruments used on you have been boiled or flamed. 

 

Additional information about manicures and pedicures 

During manicures and pedicures, cuticle cutters and cuticle pushers are used to clean the 

nails. Neither is supposed to pierce the skin, but they often do. Corn cutters, reusable knives, 

cuticle pushers, and surgical blades may be used to remove dead skin. Often there is bleeding 

during these processes.  Another common procedure is to remove blackheads with a tool that 

presses the skin. This often leads to bleeding, which could contaminate the tool. 

 

Risk to get HIV from a manicure or pedicure 
 If a manicurist reuses an instrument that has cut a previous HIV-positive client without 

any effort to clean, and if the instrument cuts you, your risk to get HIV may be estimated as 

0.5%-3%, depending on the depth of the cut and on other factors. 

 If all instruments are disposables or sterilized, or you bring your own instruments from 

home, you can be sure you will not get HIV from a manicure or pedicure. 
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Section 18: Other blood contacts in the 

 home and community 
 

POST for other blood contacts in the home and community 

1. Avoid 

skin-

piercing 

procedures 

(a) If you or someone else is bleeding, wash and cover the wound to protect 

others from blood contact. 

(b) Some community rituals involve potential blood-to-blood contact, such as 

nyau, a traditional dance in Zambia, in which men whip each other. Avoid such 

rituals, or revise them to prevent blood-to-blood contact. 

(c) During games and sports, ask anyone who is bleeding to sit out until the 

wound is healed or covered. If they won‟t do so, take yourself out of the game – 

and out of harm‟s way.  

2. Use new 

disposable 

instruments 

This doesn‟t apply to most things you use around the house. 

 

3. You 

sterilize the 

instruments 

(a) Anything that gets blood on it, or might get blood on it, should not be shared 

without being sterilized (boiled). Some things are cheap enough that everyone 

can have their own – razor, comb, etc. 

(b) In parts of Africa, people use needles to remove jiggers (that is: to dig insect 

larvae out of toenail cuticles). You can sterilize needles by holding them in a 

flame until they are hot enough to burn you, and then allowing to air cool. 

4. Ask 

providers 

how they 

sterilize 

instruments 

Not relevant. 

 

Additional information for other blood contacts in the home and community 

 Any family member may have a blood-borne virus that others don’t have: Some 

germs – such as those that cause colds and flu – pass from one family member to others easily 

and fast through the air or through touch. If one person in the family is sick, you can assume that 

everyone has been exposed, even though some are able to beat the infection. However, viruses 

that live primarily in the blood, like HIV, do not spread so easily within a family. Blood from 

anyone else in your family may be a danger to you – it might carry a virus you don‟t have, such 

as hepatitis B, hepatitis C, or HIV. 

Bites: Most human bites are low risk to transmit HIV. Rare cases of HIV transmission 

have been reported through severe bites “with extensive tissue tearing and damage and presence 

of blood.”
110

 

Razors, combs: Risks to transmit HIV through sharing these items are increased when 

anyone has a sore with blood or pus. If you make a practice of sharing these items, sooner or 

later you may share small amounts of blood. 
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Annex 1: Percentage of adults with HIV in African countries 

and world regions 
 

Region, country % of adults 

with HIV  

 Region country % of adults 

with HIV  

World (except Africa) 0.3  East Asia  0.1 

North America 0.5  South and Southeast Asia 0.3 

Central and South America 0.5  Middle East and North Africa 0.1 

Western Europe 0.2  East Europe and Central Asia 0.8 

Continental Sub-Saharan Africa 5.0    

 West Africa     East Africa  

     Benin 1.2       Burundi 3.3 

     Burkina Faso 1.2       Djibouti 2.5 

     Cote d‟Ivoire 4.7       Eritrea 0.8 

     Gambia 2.0      Ethiopia 1.4 

     Ghana 1.8      Kenya 6.3 

     Guinea 1.8      Rwanda 2.9 

     Guinea-Bissau 2.5      Somalia 0.6 

     Liberia 1.5      Sudan 1.3 

     Mali 1.3      Tanzania 5.6 

     Mauritania 0.7      Uganda 6.5 

     Niger 0.8  Southern Africa  

     Nigeria 3.6      Botswana 25 

     Senegal 0.9      Lesotho 24 

     Sierra Leone 1.6      Madagascar 0.2 

     Togo 3.2      Malawi 11  

 Central Africa       Mozambique 12  

     Angola 2.0      Namibia 13 

     Cameroon 5.3      South Africa 18 

     Central African Republic 4.7      Swaziland 26 

     Chad 3.4      Zambia 14 

     Congo 3.4      Zimbabwe 14 

     Democratic Republic of the Congo 1.3    

     Equatorial Guinea 5.0    

     Gabon 5.2    

Sources: Most data are from: UNAIDS Report on the Global Epidemic 2010, available at: 

http://www.unaids.org/globalreport/Global_report.htm (accessed 4 July 2011). UNAIDS lists 

Sudan and Somalia in North Africa; the above table shows them in East Africa. UNAIDS does 

not give HIV prevalence for Ethiopia and Democratic Republic of the Congo; for these 

countries, the table shows HIV prevalence from national Demographic and Health Surveys 

(available at: http://www.measuredhs.com/countries/). 
 

http://www.unaids.org/globalreport/Global_report.htm
http://www.measuredhs.com/countries/
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Annex 2: Mother-to-child and heterosexual transmission: 

risks and prevention 
 

Mother-to-child transmission 
Risks: If no care is taken to prevent mother-to-child HIV transmission, about a third of 

children born to HIV-infected women will be infected, including 20% infected before or during 

delivery, and the remainder infected from breastfeeding (approximately 0.5% per month).
111

 

Prevention: HIV transmission from mother-to-child is almost entirely preventable. If you 

are pregnant, and if you live in a country with a lot of unexplained HIV infections, it‟s a good 

precaution to get tested for HIV during antenatal care. If you are HIV-positive, it says nothing 

about your sexual behaviour or your spouse‟s behaviour. But it is important to know, so you can 

protect your unborn child. 

If you are pregnant and HIV-positive, you can protect your baby by starting yourself on 

antiviral treatment, no matter your stage of infection.
112

 In addition, babies of HIV-positive 

mothers should receive antiviral drugs after birth to help them resist infection. 

Technology and programs to prevent mother-to-child transmission have been changing 

and improving year-by-year. If you are HIV-positive and pregnant, or know someone who is, ask 

around to find the best program to prevent mother-to-child transmission. Check with churches, 

NGOs, public hospitals, and private doctors to see what is available.  

 

Heterosexual transmission 

Risks: In Africa, Europe, and the US, scientists have followed heterosexual couples in 

which one of the partners was infected with HIV, asked them about their sexual behaviour, and 

observed how many partners became infected. From these studies, the estimated average risk to 

contract HIV through vaginal sex without a condom with an HIV-infected partner is 0.05% to 

0.11% per coital act, or about once per 900 to 2,000 coital acts (Annex 2 Table). Generally, less 

than 10% of HIV-positive men or women with HIV-negative spouses transmit HIV to their 

spouses in a year, even with continued unprotected (without condom) sex. 

 

Annex 2 Table: Estimated risks to get HIV from an HIV-infected sex partner 

Exposures (without a condom) Estimated risk 

Vaginal sex  0.05%-0.11% 

Anal intercourse, receptive 0.5%-3% 

Anal intercourse, insertive       0.07% 

Oral sex, receptive 0.01%-0.04% 

Oral sex, insertive 0.005% 

Sources: references.
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Many factors influence the efficiency of sexual transmission between men and women. 

Risk is greater when the HIV-positive partner has a very new infection; in early infections, 

semen or vaginal fluids are likely to have more virus than at other times. Some evidence shows 

that male circumcision reduces men‟s risk to get HIV from women, but increases women‟s risk 

to get HIV from men. Risk increases an estimated 2-4 times if either partner has a genital ulcer 

or sexually transmitted disease (STD).
119

 In addition, risk appears to vary from person to person 

for reasons no one understands. 
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If a man is HIV-positive, unprotected anal sex (penis in anus) is much more dangerous 

for the woman than vaginal sex (see Annex 2 Table). 

Preventing HIV acquisition from spouses and other long-term partners: With more 

HIV testing, including near-routine testing of pregnant women as part of programs to prevent 

mother-to-child transmission, millions of couples in Africa are learning of HIV infection in one 

or both partners. While an HIV-positive test is bad news, knowing that a husband or wife is HIV-

positive allow couples to take care of the HIV-positive partner and to protect the HIV-negative 

partner and new children. 

If your spouse or someone else tests HIV-positive, this does not tell you anything about 

their sexual behaviour. Many HIV-positive husbands and wives deny having other partners. And 

virtually all who had other sex partners had possible blood exposures as well. It‟s not possible to 

say how anyone got HIV without tracing and testing sex partners, and testing others who visited 

the same clinics, dentists, hairdressers, etc. 

Similarly, knowing that you and your spouse have had no outside sexual risks does not 

tell you anything about your HIV status. Either of you may be HIV-positive from blood 

exposures. If you are both HIV-negative and want to stay that way, you need to work with you 

spouse to limit not only sexual risks, but also blood exposures.   

Discordant couples can protect the HIV-negative partner by using condoms with all 

penetrative sex. Recent research shows that HIV transmission can be dramatically reduced if the 

HIV-positive partner starts antiviral treatment. Another option for couples who want to get 

pregnant is pre-exposure prophylaxis with antiviral drugs for the HIV-negative partner. It is 

reasonable to expect that these options will improve over time, so that couples will soon be able 

to live with HIV as a chronic but not fatal disease that rarely transmits to spouses or children.  

Preventing HIV acquisition from casual and commercial partners: The risk to 

contract HIV from a sex worker or non-regular sexual partner depends on the risk associated 

with the specific sexual acts (see Annex 2 Table) and on the risk that a partner is HIV-positive. 

Good advice to avoid getting HIV from non-regular partners is summarized in a simple acronym 

– ABC: Abstain or Be faithful to one partner; if not, use a Condom. In addition, treating any 

STDs that you have reduces your risk to get HIV if you have unprotected sex. Our one caveat is 

that injections to threat STDs may be risks for HIV, so you should take care to ensure safe STD 

treatment (see Section 1). 
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Annex 3: Additional resources 
 
Surveys of healthcare facilities  
 

Service Provision Assessments for Ghana, Kenya, Namibia, Rwanda, Tanzania, Uganda, and 

Zambia are available from ORC Macro at:  

http://www.measuredhs.com/pubs/search/search_results.cfm?Type=21&srchTp=type&newSrch=

1 (accessed 8 January 2011) 

 

HIV survival outside the body 

 

Abdala N, Stephens PC, Griffith BP, Heimer R. Survival of HIV-1 in syringes. J Acquir 

Immune Defic Syndr 1999, 20, 73-80.  

 

Centers for Disease Control and Prevention (CDC). Recommendations for Prevention of HIV 

Transmission in Health-Care Settings. MMWR 1987; 36 (suppl 2). Available at: 

http://www.cdc.gov/mmwr/preview/mmwrhtml/00023587.htm (accessed 11 January 2011). 

 

Heimer R, Abdala N. Viability of HIV-1 in syringes; implications for interventions among 

injection drug users. AIDS Reader 2000; 10: 410-417. 

 

Kramer A, Schwebke I, Kampf G. How long do nosocomial pathogens persist on inanimate 

surfaces? A systematic review. BMC Infect Dis 2006; 6: 130. Available at: 

http://www.biomedcentral.com/content/pdf/1471-2334-6-130.pdf (accessed 7 January 2011). 

 

Resnick L, Veren K, Salahuddin Z, Tondreau S, Markham PD. Stability and inactivation of 

HTLV-III/LAV under clinical and laboratory environments. JAMA 1986; 255: 1887-1891.  

 

Sattar SA, Springthorpe VS. Survival and disinfectant inactivation of the human 

immunodeficiency virus: a critical review. Rev Infect Dis. 1991 13: 430-447. 

 

Standard precautions, disinfecting, sterilizing  

 
Infection Control Practices Advisory Committee. Guideline for Disinfection and Sterilization in 

Healthcare Facilities, 2008. Atlanta: CDC, 2008. Available at: 

http://www.cdc.gov/hicpac/pdf/guidelines/Disinfection_Nov_2008.pdf (accessed 11 January 

2011). Pages 83-93 provide detailed guidelines for sterilization and high-level chemical 

disinfection. 

 

Rutala WA, Weber DJ. Disinfection and sterilization in healthcare facilities. Chapel Hill: 

University of North Carolina, 2004. Available at: 

http://www.unc.edu/depts/spice/dis/DisinfectionAndSterilizationInHealthcare.pdf (accessed 11 

Janaury 2011). See also the parent website for this chapter, organizaed by the University of 

North Carolina, Chapel Hill, North Carolina: http://www.disinfectionandsterilization.org 

(accessed 11 January 2011). 

 

http://www.measuredhs.com/pubs/search/search_results.cfm?Type=21&srchTp=type&newSrch=1
http://www.measuredhs.com/pubs/search/search_results.cfm?Type=21&srchTp=type&newSrch=1
http://www.cdc.gov/mmwr/preview/mmwrhtml/00023587.htm
http://www.biomedcentral.com/content/pdf/1471-2334-6-130.pdf
http://www.cdc.gov/hicpac/pdf/guidelines/Disinfection_Nov_2008.pdf
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