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Abstract: According to Centers for Disease Control and Prevention estimates, thousands of Americans are infected with HIV but

are unaware of their infection status. National disease prevention goals to identify and treat these individuals will benefit from

HIV risk screening, counseling, testing, and referral services conducted in nontraditional settings and the use of alternative

diagnostic methods such as oral fluid-based HIV antibody testing. Using a mail survey of the fifty-four U.S. dental schools (85

percent response rate), this study assessed the teaching and practice of HIV risk screening, as well as the opinions of dental

educators regarding HIV counseling and testing and a possible role for oral fluid-based HIV antibody testing in dental offices. All

responding dental schools have curriculum and clinical education training regarding HIV behavioral risks, medical history, and

use of oral manifestations as indicators of HIV. Educators felt risk screening and referral for HIV counseling and testing was part

of a dentist’s professional role. One-third of respondents indicated they might include HIV counseling and testing using a rapid

oral fluid-based HIV antibody test in their clinics. However, these respondents lacked confidence that graduating dentists have the

skills and willingness to conduct HIV counseling and testing in dental practice. Lack of training in prevention counseling was

seen as a primary barrier.
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D
espite extensive education and prevention ef-

forts, the Centers for Disease Control and

Prevention (CDC) estimates over 300,000

Americans are unaware they are HIV positive, while

an additional 40,000 become infected annually.1

These numbers may be reduced if more health pro-

viders offered voluntary human immunodeficiency

virus (HIV) counseling, testing, and referral services

to at-risk individuals, employed rapid testing tech-

nologies for screening, and offered these services in

nontraditional settings.2 In the revised HIV guide-

lines for counseling, testing, and referral,3 the CDC

recommends that HIV interventions should ideally

consist of integrated prevention counseling and test-

ing services. However, the guidelines also acknowl-

edge the need of public and private providers to have

flexibility in offering prevention counseling and HIV

testing as separate services. That is, prevention coun-

seling could be offered without HIV testing and vice

versa. When disaggregated counseling, testing, and

referral services are offered, clear and appropriate

methods of patient referral to other providers are es-

sential to access the missing component. Neverthe-

less, all HIV testing should include pre/post-test

counseling that is considered to be informational in

nature and includes how HIV is transmitted and pre-

vented, the meaning of HIV test results, and how to

obtain further information or prevention counseling.3

Standard HIV-1 antibody testing with blood-

based plasma or serum tests involves an initial screen-

ing enzyme immunoassay. If this initial screening test

is negative, then the HIV antibody test is read as nega-

tive. If the enzyme immunoassay is indeterminant or

reactive (positive), the blood specimen is retested in

duplicate. If this is negative, the testing ends and the

test is reported as negative, whereas if either dupli-

cate test is indeterminant or reactive, a more spe-

cific immunofluorescence assay or Western blot as-

say that detects selective HIV surface protein markers

is done as a confirmatory test.3 A report of HIV-anti-
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body status using this traditional method of sequen-

tial testing involves laboratory testing time varying

from a few days (usually when the initial enzyme

immunoassay is negative) to one to two weeks (usu-

ally when the repeated enzyme immunoassays and

confirmatory immunofluorescence assay or Western

blot assay are positive).3

  Several nontraditional tests for HIV-1 antibod-

ies (shown in Table 1) are currently approved for use

in the United States or are undergoing clinical trials.

Oral mucosal transudate-based strategies allow flu-

ids to be collected easily, with minimal training, and

under safe collection procedures that avoid the use

of needles and glass collection tubes. These systems

consist of a treated cotton pad or collection platform

that is placed between the cheek and lower gum for

two minutes.4 The devices draw antibody-rich tran-

sudate from the oral mucosa that can be tested for

HIV-1 antibodies. Rapid enzyme immunoassay HIV-

1 tests can be performed accurately, at reasonable

cost, and within the time frame (results within one

hour) of a typical clinic visit in many public health

settings.5 Although a preliminary HIV positive diag-

nosis may be given at the time of testing, a confirmed

result requires a return visit and additional testing.3

Rapid, on-site HIV testing has also been preferred

by clients in different testing settings and has resulted

in significant improvement in the number of persons

learning their serostatus, without increasing the costs

or decreasing the effectiveness of counseling and test-

ing.6 Coupling oral mucosal transudate collection with

rapid on-site HIV testing should further improve the

delivery of HIV prevention services by allowing test

results to be obtained shortly after fluid collection.

Because results do not require a laboratory, this test

could be conducted in most dental practice settings.

Oral mucosal transudate-based rapid HIV an-

tibody tests might also serve as a means to expand

health screening for HIV/AIDS into nontraditional

settings such as dental schools and private dental

offices. Estimates from several national surveys com-

pleted in the 1990s indicate that 58 to 75 percent of

the U.S. population visits a dentist yearly.7 For the

asymptomatic HIV-infected person, a visit to the den-

tist may be the only health care sought during the

year. The national Medical Expenditure Panel Sur-

vey indicates that approximately 115 million civil-

ian, non-institutionalized Americans made at least

one visit to a dentist in 1996. The vast majority of

these visits were for diagnostic procedures includ-

ing examinations and radiographs.8 Each diagnostic

visit provides an opportunity to screen for systemic

diseases such as HIV/AIDS through medical history

review and routine head and neck examinations for

HIV-associated oral manifestations such as candidi-

asis, hairy leukoplakia, Kaposi’s sarcoma, lymphoma,

or necrotizing ulcerative periodontal disease.9 Nota-

bly, oral manifestations of HIV are indicators of pos-

sible HIV infection in undiagnosed individuals and

are markers for immune suppression.10

Table 1. Oral fluid and/or rapid HIV-1 antibody tests

Test name and Requires Collection FDA approval
manufacturer Fluid source Rapid test * Requires lab needles device  status

OraSure® OMT No (traditional test Yes No Treated Collection device
[OraSure sequence with 1-2  cotton pad approved
Technologies, weeks for result 12/1994;
Bethlehem, PA]  reporting) Western blot

approved 6/1996

Single Use Blood Yes (results Yes Yes Venipuncture Approved
Diagnostic plasma or within 1 hour) and serum 5/1992
System serum separator
HIV-1® (SUDS), tube
[Abbott Murex,
Abbot Park , IL]

OraQuick®, Whole blood Yes No Yes Cotton pad Conditional
[Abbott plasma or (results within collection approval
Laboratories, serum 20 minutes) platform and 5/2002
Abbott Park, IL finger stick
and OraSure device
Technologies, OMT Yes (results No No Cotton pad In clinical
Bethlehem, PA] within 20 collection trials

minutes platform

Key: OMT=Oral Mucosal Transudate
*All rapid tests are based on enzyme immunoassays and require subsequent Western blot testing for confirmation.
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The professional role of dental health care

workers has traditionally been seen as restricted to

the care of the oral cavity. However, a broader vision

of dentists as full partners in the health care enter-

prise has been endorsed by some dental leaders.11

The objectives of this study were to determine the

curriculum content, clinical practices regarding HIV

risk screening, counseling, and testing, and opinions

of leading dental educators regarding dental profes-

sional roles in health promotion activities, and spe-

cifically the feasibility of rapid oral fluid-based HIV

counseling and testing in dental practice.

Materials and Methods
The authors developed a thirty-one-item sur-

vey in consultation with the CDC that was pretested

by several University of North Carolina (UNC) den-

tal school faculty members not on the research team.

This survey was then sent by email attachment to

associate deans for clinical services/affairs at all fifty-

four schools of dentistry in the United States and

U.S. territories, as identified in the 1999-2000 Di-

rectory of Institutional Members and Association

Officers of the American Association of Dental

Schools (now American Dental Education Associa-

tion). The survey was described in a cover letter as

one phase of a national project examining the feasi-

bility of instituting HIV testing of at-risk individuals

in dental facilities. Based on pre-testing, the survey

was estimated to take ten to fifteen minutes to com-

plete. Associate deans were requested to complete

the voluntary confidential survey themselves. If they

felt they were not the most qualified or appropriate

person to answer the questions, they were asked to

forward the survey to whoever could best respond to

these questions for their school.

Two follow-up mailings (a cover letter, paper

copy of the survey instrument, and a self-addressed

stamped return envelope) were sent to initial

nonrespondents, as well as an additional email cor-

respondence. Surveys were completed between De-

cember 2000 and August 2001. Data were entered

into an ACCESS database created for the project, and

survey item response frequencies were analyzed in a

SAS statistical package (SAS Institute, Cary, NC).

Results
Completed surveys were received from forty-

six of fifty-four schools, representing a response rate

of 85 percent. Of these, twenty-nine schools partici-

pated in the training of dental hygiene students. The

respondents’ primary role at the school were: 59 per-

cent associate dean for clinical services/affairs; 13

percent department chairs or program directors; 17

percent other teaching faculty; and 11 percent oth-

ers, often self-described as the occupational health

or infection control educator. Forty-one of the forty-

six respondents held dental degrees. Two-thirds of

respondent schools were public and one-third were

privately funded. Geographic distribution was 35

percent from the South, 26 percent from the North-

east, 22 percent from the Midwest, 15 percent from

the West, and 2 percent from U.S. Territories.

Curriculum and Practices
Table 2 shows the degree to which topics rel-

evant to HIV risk screening and testing are covered

in the dental school curriculum, based on the

respondent’s interpretation of what constituted little

versus moderate versus extensive coverage. A mod-

erate to extensive degree of coverage was given by

Table 2. Degree to which the following topics are covered in the dental school curriculum

(Percentage of schools responding out of 46 schools)
Extensive Moderate Little None Don’t Know

Epidemiology of HIV disease (demographics) 52% 43% 4 % 0 0
Screening for HIV behavioral risks (e.g., injection 46% 50% 4 % 0 0

drug use, unsafe sex, etc.)
Medical history suggesting HIV risk 70% 30% 0 0 0

(e.g., hepatitis, sexually transmitted diseases,
pneumocystis carinii pneumonia, etc.)

Oral manifestations as markers of HIV (e.g., thrush, 78% 22% 0 0 0
Kaposi’s sarcoma, hairy leukoplakia, etc.)

Legal aspects of HIV testing and sharing 33% 30% 30% 0 6%
information about HIV with a patient

Referring at-risk patients for HIV counseling 15% 33% 37%   2% 13%
and testing
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95-100 percent of schools for the topics of: 1) epide-

miology of HIV disease, 2) screening for HIV be-

havioral risks, 3) medical history suggesting HIV

risk, and 4) oral manifestations as markers of HIV.

The legal aspects of HIV testing and sharing of in-

formation about HIV with a patient received moder-

ate to extensive coverage by 63 percent of schools.

Less than half (48 percent) of schools reported mod-

erate to extensive education regarding referring at-

risk patients for HIV counseling and testing.

Because new graduates are likely to model the

practice behaviors they learn in their dental school

clinics, respondents were asked this question: “In

your clinics, how often does your school screen for

HIV using:  a) HIV risk behaviors such as injection

drug use; b) medical history findings suggesting HIV

risk such as sexually transmitted diseases or hepati-

tis C; c) oral manifestations of HIV as markers of

disease; and d) actual testing for HIV-antibody se-

ropositivity?” Response options were: always, some-

times, rarely, never, and don’t know.

Table 3 summarizes the responses. Oral mani-

festations and medical history findings were always

used in the school clinics by 78 percent and 76 per-

cent, respectively, of respondent schools. HIV risk

behaviors were always used by 54 percent of schools.

Actual testing for HIV-antibody seropositivity was

never used by 63 percent, sometimes used to screen

patients for HIV by 13 percent of schools, and rarely

used by 22 percent.

All schools reported having prompt HIV coun-

seling, testing, and post-exposure prophylaxis medi-

cations available for students, faculty, and staff who

encounter occupational blood and body fluid expo-

sures. However, these services were not always on-

site at the dental school. Prompt HIV counseling and

testing for source patients involved in occupational

exposures was provided for 93 percent of schools.

Sixty-three percent of respondents were aware that

rapid HIV antibody tests were available at their in-

stitution or referring facility for source patient test-

ing. The dental school is the site where source pa-

Table 3. Frequency with which schools screen patients for HIV in their clinics using the following indicators of HIV
risk. (Percentage of schools responding out of 46 schools)

Risk indicator Always screen Sometimes screen Rarely screen Never screen Don’t know/skip

Oral manifestations 78% 15% 2% 0% 4%
Medical history 76% 4% 9% 4% 7%
HIV risk behaviors 54% 13% 9% 17% 7%
Actually test for HIV 0% 13% 22% 63% 2%

Table 4. Respondents’ level of confidence in their dental and dental hygiene graduates’ viewing health screening and
promotion activities as part of their professional roles

Dental Graduates (Respondent n=46) Dental Hygiene Graduates (Respondent n=29)

Don’t Know/ Don’t Know/
Confident Not Confident Skip Confident Not Confident Skip

Health  Screening Number Number Number Number Number Number
or Promotion Activity (%) (%) (%) (%) (%) (%)

Oral cancer screening 46 0 0 23 0 6
(100%) (0%) (0%) (79%) (0%) (21%)

Hypertension/blood 45 0 1 23 0 6
pressure screening (98%) (0%) (2%) (79%) (0%) (21%)

Tobacco screening/ 40 2 4 23 0 6
tobacco cessation (87%) (4%) (9%) (79%) (0%) (21%)

Nutrition screening/ 32 10 4 22 0 7
diet counseling (70%) (22%) (8%) (76%) (0%) (24%)

HIV risk screening 30 9 7 14 2 13
(65%) (20%) (15%) (48%) (7%) (45%)

Refer for HIV counseling 23 13 10 6 8 15
and testing (50%) (28%) (22%) (21%) (27%) (52%)

Alcohol/drug abuse 23 14 9 11 6 12
screening (50%) (30%) (20%) (38%) (21%) (41%)
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tient HIV counseling and testing is typically provided

for 26 percent of schools, while HIV counseling and

testing for students, faculty, and staff with occupa-

tional exposures is provided in dental schools only

13 percent of the time. The majority of student, fac-

ulty, and staff testing occurs in the student or em-

ployee health service (70 percent), and source pa-

tient testing most often occurs in either the student/

employee health service (37 percent) or the univer-

sity hospital (35 percent).

Opinions of Dental Educators
Regarding general health assessment and health

promotion activities, respondents were asked to an-

swer on a “Yes, No, or Don’t Know” scale the fol-

lowing question: “Do you feel confident in saying

that your dental (dental hygiene) graduates view the

following as part of their professional roles?” Table

4 shows the responses. Nearly all respondents felt

their dental graduates viewed screening for oral can-

cer (100 percent) and hypertension (98 percent) as

part of their professional roles. Other health screen-

ing and counseling activities were perceived with

varying degrees of lower confidence in their dental

students, despite having been indoctrinated to view

the activity as part of a dentist’s professional role,

including: tobacco screening/cessation (87 percent);

nutrition screening/diet counseling (70 percent); HIV

risk screening (65 percent); alcohol/drug abuse

screening (50 percent); and referring at-risk patients

for HIV counseling and testing (50 percent). Respon-

dents from the twenty-nine schools that offered or

participated in dental hygiene educational programs

were, as a whole, relatively less confident in the den-

tal hygienist perceiving a professional role for health

promotion activities other than nutrition screening

and diet counseling. However, a hygienist’s role in

oral cancer screening, hypertension screening, and

tobacco screening and cessation was still expected

by approximately four of five respondents.

When asked to give their perspective on

whether HIV risk screening and then referral for HIV

counseling and testing to other health care providers

should be part of the role of dentists, 63 percent

thought it should and 24 percent thought it possibly

should. A parallel question asked whether actual pro-

vision of HIV counseling and testing in the dental

office was part of the role of dentists. Only 13 per-

cent agreed that it was, and another 33 percent

thought that HIV counseling and testing possibly

should be part of the role. Thirteen percent of re-

spondents thought their school would be very likely

to include HIV testing in the clinics for patients iden-

tified to be possibly at risk if there was an easy-to-

administer, accurate, and inexpensive chair-side HIV

antibody test that used a quick mouth swab and gave

results in twenty minutes. An additional 20 percent

of schools would be somewhat likely to use such a

test in their clinics.

If a rapid chair-side oral-fluid HIV test became

commercially available, 24 percent of respondents

thought their graduating dental students would have

the skills to do HIV counseling and testing, but only

11 percent thought they would be willing. Issues or

challenges and positive aspects involved in conduct-

ing HIV counseling and testing in dental settings as

observed by respondents are indicated in Figure 1.

The most common concern was the dentist’s lack of

counseling skills. Although 80 percent of respondents

reported their students received some training in

counseling skills for risk behaviors such as tobacco

use or recreational drug use, only twelve schools (26

percent) reported that this included some degree of

HIV counseling, such as pre- and post-test informa-

tional and/or prevention counseling. Thirteen schools

(28 percent) used either role-playing or patient simu-

lation or both to teach counseling skills and often

used small groups, videos, or direct observation to

enhance the patient simulations or role-playing. Con-

tent about HIV was included in role-playing or pa-

tient simulations by seven schools (15 percent).

Discussion

HIV/AIDS Curriculum and
Practices in U.S. Dental Schools

Information about HIV/AIDS was first intro-

duced into the dental school curriculum in the mid-

to-late 1980s. The stimulus was concern for main-

taining universal blood and body fluid precautions

and routine infection control procedures to prevent

cross-contamination and occupational transmission

of HIV to health care workers.12 A Task Force on

AIDS and Dental Education was convened by the

American Association of Dental Schools in Septem-

ber 1987 to identify and explore issues applicable to

the training of primary health care providers in atti-

tudes, knowledge, and skills required for the preven-
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tion, diagnosis, treatment, and management of HIV

infection and other infectious diseases.13 At the start

of the third decade of our experience with AIDS, vir-

tually all dental schools include the following HIV/

AIDS-related topics in the predoctoral curriculum:

epidemiology, behavioral transmission risks, medi-

cal history findings, common associated systemic

opportunistic diseases, and oral manifestations.

Although oral examination combined with

medical and social history has been suggested as a

limited screening tool for HIV infection,14 less em-

phasis has been placed in the dental school curricu-

lum on the legal aspects of HIV counseling and test-

ing and referral of at-risk patients when suspicion is

aroused by medical history and oral exam. As the

numbers of individuals infected with HIV continues

Figure 1. Dental administrator/educator’s opinion of the positive aspects and issues/challenges of doing HIV
counseling and testing in dental settings
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to increase, dental practices could be important places

to provide access to HIV counseling, testing, and

referral for patients at increased risk for HIV. Com-

petence and knowledge about HIV disease, testing

procedures, and skill in counseling are needed for

the dental clinician faced with this challenge.15

The use of laboratory tests by dental school

providers to evaluate systemic health risk was as-

sessed in 1990.16 In this study, six U.S. dental schools

reported conducting from two to twenty routine

screening blood tests on undergraduate clinic pa-

tients, and six others were performing selective test-

ing according to medical history, symptoms, planned

treatment, and relative risk.16 Screening was most

often undertaken to diagnose anemia, diabetes, and

syphilis. One school engaged in serologic HIV coun-

seling and testing near the start of the HIV epidemic

in the United States. Between 1985 and 1987 at the

University of Minnesota, Murrah and Scholtes17 re-

ported serologic screening of 206 new dental patients

for HIV antibodies when medical history and oral

exam findings suggested high risk. All patients posi-

tive for HIV underwent risk prevention counseling

and referral for further medical evaluation and treat-

ment by infectious disease specialists. Eleven, or 5.3

percent, of those tested were positive, comparing fa-

vorably with the 7.1 percent seroprevalence in area

physicians’ offices.17

Today, dental school-based HIV counseling and

testing are largely related to management of occupa-

tional injuries according to locally organized, formal

protocols.18 As healthcare organizations, dental

schools are required by the 1992 Occupational Health

and Safety Administration blood-borne pathogen

standard19 to establish blood-borne pathogen expo-

sure-control plans with written protocols for prompt

reporting, evaluation, counseling, treatment, and fol-

low-up of exposures to potentially infectious mate-

rials, including HIV. The most recent guidelines from

the U.S. Public Health Service20 for management of

occupational exposures to HIV and recommendations

for post-exposure prophylaxis call for testing of the

source patient for hepatitis B and C viruses and HIV

as soon as possible, with use of U.S. Food and Drug

Administration-approved rapid HIV-antibody tests,

particularly if testing by enzyme immunoassay can-

not be completed within twenty-four to forty-eight

hours. This is because agents used for post-exposure

prophylaxis must be administered promptly (i.e.,

within hours) in order to be effective. Thus, timely

knowledge of the source patient’s HIV status is im-

portant for making informed decisions about the need

for postexposure prophylaxis and appropriate drug

regimens. Protocols for HIV testing of source pa-

tients should include methods for obtaining informed

consent, in accordance with applicable state and lo-

cal laws, and for maintaining confidentiality.20

Although the majority of source patients were

tested at facilities affiliated with the respondent’s

dental school, approximately a quarter of schools we

surveyed had some provision for on-site HIV test-

ing. If the source patient could be tested immedi-

ately at the dental site with a rapid test and the source

patient was HIV-infected, post-exposure prophylaxis

could be offered immediately. If the source was HIV-

negative, exposed dental personnel may be less likely

to begin taking antiretroviral medications (while they

are waiting for test results), thus reducing unneces-

sary days on post-exposure prophylaxis and associ-

ated risks and costs.21,22

Opinions of Dental Educators on
Health Promotion and HIV

Respondents’ opinions of dentist involvement

in health promotion and disease prevention activi-

ties related to oral and systemic health varied from a

strong endorsement of screening for oral cancer and

hypertension as being part of the dentist’s professional

role to moderate acceptance of the dentist’s role in

tobacco screening and cessation. Significantly less

confidence was held that dentists view their profes-

sional role as including nutrition screening, alcohol

and recreational drug use screening, HIV risk screen-

ing, or referral for HIV counseling and testing. Den-

tal practice health histories are routinely updated,

blood pressure is monitored, and screening oral ex-

aminations are conducted by dental hygienists, who

play a key role in oral health promotion activities,23-

25 but respondents held significantly less confidence

in a professional role for the hygienist compared to

the dentist in those health promotion activities.

Some of the challenges to conducting HIV

counseling and testing in dental settings recognized

by respondents include factors directly related to HIV

such as the dentist’s lack of adequate HIV preven-

tion training, issues of informed consent, concern

about maintaining confidentiality, and patient accep-

tance. It is important for the dentist to understand

the ethical and federal- and state-specific medicole-

gal aspects regarding HIV testing and pre-test/post-

test counseling prior to engaging in this activity. Other

concerns are common to general health promotion
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activities in dental settings, such as: lack of interest

on the part of dentists, perception that health promo-

tion is outside the domain of dentistry, time con-

straints of dental practice, and lack of reimbursement.

Dentists are usually not experienced in deliv-

ering diagnoses of potentially life-threatening con-

ditions, with the exception of cases of infrequent di-

agnoses of oral cancer, and may find the experience

to be stressful.26

It is encouraging that most respondents felt HIV

counseling and testing in dental practice for at-risk

patients would make a positive contribution to the

public and the profession. These benefits included

early identification of HIV infection so the patient

could access life-prolonging antiretroviral medica-

tions, greater integration of oral and systemic health

efforts, contribution to general health promotion and

education, and provision of a public health service.

An additional benefit to the provider may be avoid-

ing potential legal action for failure to recognize the

oral manifestations of HIV disease and for failing to

refer the patient for follow-up care and testing.27

Dental school training molds graduates’ opin-

ions of their professional roles and duties and influ-

ences their future practice patterns.28 A dental pro-

fessional role in tobacco screening and cessation

activities, although not endorsed by all of our respon-

dents, was relatively well accepted. Acceptance of

the dental professional’s role in tobacco cessation has

grown over time as the adverse effects of tobacco on

oral tissues and on general health and well-being have

been recognized and dental organizations have de-

veloped supportive policy statements.29 In 1998,

twenty-three U.S. dental schools and 110 dental hy-

giene programs had formal tobacco use cessation

activities integrated in their student clinics.30 Effec-

tive interdisciplinary tobacco cessation programs

incorporated into the dental school curriculum have

been described31 and may serve as models for other

public health interventions, such as HIV prevention.

It appears that the stigma historically associated with

HIV disease remains a barrier to increasing HIV risk

screening and referral, but dental school faculty tol-

erance toward individuals with AIDS fortunately

appears to be improving.32 Support by local and na-

tional dental organizations for HIV risk screening

and referral for testing or actual HIV counseling and

testing in dental facilities may increase professional

acceptance of this concept, particularly in areas of

the country where HIV seroprevalence is high.

Limitations of this study include several fac-

tors. Respondents were not provided with guidelines

for how to determine if their curriculum provided

little, moderate, or extensive coverage of specific

areas of HIV education. This allows for individual

variability in the interpretation of the adjectives. Im-

portantly, only one respondent from each dental school

was asked to respond to the survey; hence, student

and clinical instructor opinions were not elicited. In

the future, it would be important to understand clini-

cal instructors’ and dental students’ willingness and

ability to conduct HIV counseling and testing and

patients’ willingness to obtain such services in dental

facilities, both as part of post-exposure protocols in

response to needlestick injuries and as voluntary test-

ing to determine the patient’s HIV status.

Conclusion
Dental schools have the curriculum and clini-

cal education environment necessary to facilitate

dentists’ performing HIV risk screening and referral

in dental practice. Respondents felt that risk screen-

ing and referral for HIV counseling and testing were

part of a dentist’s professional role. A third of re-

spondents might perform HIV counseling, testing,

and referral using a rapid oral fluid-based test in their

clinics to identify HIV disease in selected patients.

Additional training and also modeling of effective

counseling skills in promoting healthy behaviors (par-

ticularly in HIV prevention) are needed to provide

effective patient-centered counseling. Most dental

educators lacked confidence that graduating students

would be willing to actually conduct HIV counsel-

ing, testing, and referral in their dental practices.

HIV counseling, testing, and referral of patients

in dental facilities, using rapid oral fluid-based tests,

are most likely to be accepted by the profession and

public when viewed as an important health screen-

ing activity within the scope of dentistry. Linkages

to health care stakeholders like physicians and pub-

lic health resources should be established to facili-

tate follow-up confirmatory testing, psychological

and prevention counseling, and medical care.
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