
Research Update
Since the first HIV antibody test was 

developed in 1985, HIV testing has always 
been a critical component of both HIV 
prevention and care efforts. Today, with 
more effective treatments and better partner 
notification efforts, this is truer than ever. 
Yet many individuals do not know their 
HIV status, and the Centers for Disease 
Control and Prevention (CDC) suggests 
that it is this lack of knowledge that may 
be driving up to half of the new cases of 
HIV in the United States each year.1

The CDC estimates that about 25 per-
cent of HIV-positive Americans are not 
aware of their status, and that it is trans-
mission between these individuals and 
their partners that accounts for about 54 
percent of new sexually transmitted HIV 
infections.1 People who know that they 
are HIV-positive change their behavior to 
reduce transmission risk to others,2 and can 
receive HIV-specific treatment earlier. 

In 2001, the CDC adopted a “serostatus 
approach” to combating HIV disease, 
seeking to increase the proportion of 

HIV-positive people who were aware of 
their status. Over the next three years, 
this number rose from an estimated 70.5 
percent to an estimated 74.2 percent, a 
change that some researchers credit with 
preventing approximately 6,000 new 
HIV infections over the same period.3 

In recent years, HIV testing strategies 
have shifted away from predominantly 
“targeted” testing that focuses on groups 
most at risk for HIV and toward more 
“screening” (which involves testing large 
numbers of people in a population, 
regardless of risk). In 2006, the CDC 
recommended expanding HIV testing 
efforts to include routine screening in 
health care settings. The CDC guidelines 
suggested that all people between the 
ages of 13 and 64 should be tested at least 
once and that individuals at “high risk” 
should be tested at least annually.4 

Whereas the CDC previously recom-
mended testing in medical settings with 
at least a 1 percent HIV prevalence rate, 
it now describes routine testing as cost-
effective in populations with a prevalence 
rate as low as 0.1 percent. At the same time 

as it has recommended expanding testing 
in medical settings, the CDC has sought 
to promote new models for testing outside 
of medical settings.5 This Research Update 
explores the many settings, both medical 
and nonmedical, in which people can test 
and learn their HIV status, as well as some 
of the aspects of testing that may differ 
among settings, including anonymity, 
type of consent required, and whether 
prevention counseling is offered.

Where Do People Test?
According to a 2006 nationally represen-

tative survey of 2,517 people by the Kaiser 
Family Foundation, 55 percent of adults in 
the United States report that they have been 
tested for HIV at least once, and 21 percent 
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reported having been tested within the prior 
year.6 People test at a variety of public and 
private settings, including counseling and 
testing sites, health departments, hospitals, 
private doctors’ offices, and STD clinics. 
CDC-funded sites (including California 
State Office of AIDS-funded sites) conduct 
more than 2 million HIV tests per year.7 
See “Sources of HIV Tests and Positive 
HIV Tests” on page 3. The rate of HIV-
positive tests at California State Office of 
AIDS-funded sites is 1.9 percent.8

In the Kaiser study above, 40 percent 
of respondents wanted to know how to 
protect their privacy when testing, and 
21 percent said they believed that people 
would think less of them if they knew 
that they had been tested (regardless of 
the test result). While 66 percent thought 
that HIV should be treated as any other 
disease, with routine screening as part of 
regular medical checkups, 27 percent said 
they believed that HIV testing should 
require special procedures, such as a 
patient’s written permission. Among those 
who had never been tested, 61 percent said 
they had not tested because they did not 
think they were at risk, and 21 percent said 
that it was because their doctor had not 
recommended it, but 13 percent said that 
they had not tested because of concerns 
about confidentiality.6

How Venues Differ
The concerns expressed by some in the 

Kaiser survey suggest that different venues 
may be appropriate for different testers. 
Besides setting, three key distinctions 
between types of test sites are whether 
they offer anonymous or confidential 
testing (or both), whether the consent 
for testing is on an “opt-in” or “opt-out” 
basis, and whether prevention counseling 
is offered with HIV testing.

Anonymous versus Confidential. At anon-
ymous test sites, clients are not required 
to give their names to test, and client test 
results are not linked with the client’s 
name. At confidential sites, clients are 

asked for their name, birth date, Social 
Security Number, and, possibly, other 
contact information. This allows for follow-
up contact and makes it easier to integrate 
testing with other client services, such as 
case management or medical services. The 
names of clients who test HIV-positive at 
all confidential sites are forwarded to the 
California State Office of AIDS. Both 
confidential test sites and the California 
State Office of AIDS protect the confi-
dentiality of clients by not sharing their 
names with other parties. 

Opt-In versus Opt-Out. Historically, 
most HIV testing was done on an “opt-in” 
basis. This means that an individual had to 
sign separate, written, HIV-specific consent 
to receive an HIV test. Now, a growing 
number of test settings, particularly medical 
settings, use an “opt-out” model for obtain-
ing consent. This means that the provider 
conducting the testing notifies the client 
that HIV testing will be done unless the 
client objects. The CDC has suggested that 
opt-out counseling is appropriate in some 
settings, arguing that treating HIV more 
like many other diseases reduces stigma and 
other barriers to testing, and that opt-out 
screening increases testing rates.4 

Critics of opt-out testing express con-
cerns that, without a written, HIV-specific 
consent, it will be unclear whether clients 
really know that they are being tested for 
HIV, making it less likely that they will be 
emotionally prepared for an HIV-positive 
result. Some suggest that clients may feel 
uncomfortable refusing testing even when 
they do not want it.9 They also point out 
that some medical tests (for example, 
genetic testing) require a specific, opt-in, 
written consent, because the outcome may 
be stigmatizing or may lead to unwelcome 
negative health information.9

Counseling with Testing. HIV prevention 
counseling, defined as an “interactive pro-
cess to assess risk, recognize risky behaviors, 
and develop a plan to take steps that will 
reduce risk,”1 has been a key weapon in the 
fight against new infections for more than 

20 years. While there is clear evidence that 
people change their HIV transmission-
related behaviors when they discover that 
they are HIV-positive, the evidence that 
people change behaviors when they receive 
an HIV-negative test result is less clear.2,10 
Thus, the CDC’s 2006 recommendations 
state that HIV testing in certain settings, 
such as health care settings, does not require 
HIV prevention counseling.1

The model most counselors are familiar 
with, that of the California State Office of 
AIDS-funded test site, always uses opt-in 
testing, and requires some risk assessment 
to determine the need for prevention 
counseling. Some Office of AIDS-funded 
sites offer anonymous testing, some offer 
confidential testing, and some offer both. 
At many sites, clients at higher risk for 
HIV receive higher-level counseling ser-
vices, while those at lower risk receive 
lower-level prevention services.11 

The following sections describe HIV 
testing in several environments, most of 
which are not Office of AIDS-funded 
sites. The settings discussed below are not 
the only ones in which HIV testing is 
offered; for a discussion of HIV testing in 
prenatal care, substance abuse treatment, 
and rural areas, see the September 2002 
issue of PERSPECTIVES. The integra-
tion of STD and HIV testing services 
is explored in the Winter 2008 issue of 
PERSPECTIVES. Tuberculosis clinics 
and refugee health centers are among the 
other emerging HIV testing settings.

Medical Settings
Most HIV testing in the United States 

is done in medical settings (see “Sources 
of HIV Tests and Positive HIV Tests,” 
page 3). The further expansion of test-
ing in medical settings seeks to build on 
the tremendous success of prenatal HIV 
screening, which has led to dramatic reduc-
tions in mother-to-child transmission in 
the United States.12 Yet much of the HIV 
testing done in these settings in the past 
happened when patients were already ill.
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Physicians state that a variety of factors 
have prevented them from testing their 
patients routinely. One 2007 analysis of 
17 published and unpublished studies 
found several barriers to testing that were 
identified by providers across medical 
settings: insufficient time; burdensome 
consent process; lack of knowledge or 
training; lack of patient acceptance; pre-
test counseling requirements; competing 
priorities; and inadequate reimburse-
ment.13 The CDC has sought to reduce 
many of these barriers by eliminating the 
prevention counseling requirement, and 
allowing opt-out, general consent, rather 
than HIV-specific consent. Reimburse-
ment plans to reduce the cost of massive 
new testing are also being explored.5

In January of 2008, the California 
State Assembly passed Assembly Bill 
682, which eliminated the requirement 
that health care providers obtain written 
consent from patients before ordering an 
HIV test. Instead, providers must: inform 
the patient that an HIV test is planned; 
provide information about the test; inform 
the patient that several treatments for 
HIV exist; advise patients that routine 
testing is recommended for those who test 
HIV-negative; advise patients that they 
have the right to decline the test; and, if 
the patient declines HIV testing, note the 
refusal in the patient’s medical file.14

Medical settings are diverse, and, 
because testing in many settings is not 
based on patient risk, HIV-positivity 
rates vary tremendously by setting. The 
higher the prevalence of HIV in the 
group of people being tested, the more 
cost-effective the testing is. Some of the 
key medical settings where HIV testing 
is conducted are described below.

Doctors’ offices
HIV status is a key aspect of health 

status, and when both patients and 
medical providers know the patient’s 
HIV status, it facilitates more appro-
priate care and referrals. If doctors 

routinely tested all their patients, the 
proportion of people who had taken an 
HIV test would increase dramatically, 
because many people who visit the 
doctor do not seek out specialized HIV 
counseling and testing services.

Despite these benefits, conducting 
routine testing of adult patients pres-
ents challenges. Medical staff must 
ensure that patients understand that 
they are being tested for HIV, and that 
they consent, even on an opt-out basis. 
Although HIV prevention counseling is 
not required in medical settings, medical 
providers must be prepared to respond 
to any HIV-related questions, and to 
support clients who test HIV-positive.

Providers must also decide how best 
to disclose HIV test results to patients. 
In the traditional HIV test counseling 
model, counselors disclose both HIV-
negative and HIV-positive results in 
person. The CDC states that in health 
care settings, HIV-negative results may 
be disclosed to patients “without direct 
personal contact,” but that HIV-positive 
results “should be communicated confi-
dentially through personal contact.”4

Hospitals and Emergency Departments
While HIV testing in doctors’ offices 

reaches many individuals who would likely 
not otherwise test, it cannot effectively 
reach those who do not have a regular 
source of medical care, either because 
they do not have insurance or because 
they face other barriers. The Kaiser Fam-
ily Foundation estimated in 2004 that 45 
percent of people living with HIV lacked 
health insurance, and that 30 percent 
receive health coverage through Medicaid 
(called Medi-Cal in California). Emer-
gency departments are the primary source 
of health care for many of these people, 
and are an increasingly promising site for 
detecting new HIV infections, since one 
review of studies found HIV prevalence 
rates among emergency department clien-
tele of between 2 and 17 percent.15

HIV testing is not yet done routinely 
in emergency departments nationwide, 
but a number of states (including Cali-
fornia, Massachusetts, Michigan, New 
Jersey, New York, and Ohio) have piloted 
such testing.16,17 A 2004 national survey 
found that 57 percent of hospitals provide 
at least some HIV testing in the emer-
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Sources of HIV Tests and Positive HIV Tests
 
Where People Test % of tests* % of HIV-Positive Tests**
Private Doctor/HMO 44% 17%
Hospital, ED, Outpatient 22% 27%
Public Community Clinic 9% 21%
HIV Counseling/Testing Site 5% 9%
Correctional Facility 0.6% 5%
STD Clinic 0.1% 6%
Drug Treatment Clinic 0.7% 2%
Other 8.6% 13%

*Of those who reported having been tested for HIV in the National Health Interview Survey, 2002.

**Of those HIV-positive people who were surveyed in the Supplement to HIV/AIDS Surveillance 2000-2003 report.

Sources: Adapted from Branson BM. Revised Recommendations for HIV Testing in Healthcare Settings in the U.S. Atlanta: 
Centers for Disease Control and Prevention. http://www.cdc.gov/hiv/topics/testing/resources/slidesets/pdf/ testing_
healthcare.pdf. Accessed September 2008, and from Branson BM. Personal communication. September, 2008.



gency department. Most tests were not 
part of a routine testing program, but 
were given in response to occupational 
exposure to HIV, or because of a provid-
er’s suspicion that a patient’s symptoms 
might indicate HIV infection.17 

Between January 2005 and March 2006, 
the CDC studied three emergency depart-
ment demonstration projects of routine 
HIV testing in New York City and Los 
Angeles and Oakland, Calif. Patients who 
stated that they were HIV-negative or 
unaware of their HIV status were offered 
rapid HIV testing on an opt-in basis, and, 
if they agreed, were asked to sign a spe-
cialized consent. In all, 34,627 people (or 
18 percent of people seeking emergency 
care) were offered HIV testing. Of those 
offered testing, 19,556 agreed to testing, 
and 9,365 of those who agreed to testing 
were actually tested. Of those tested, 97 
patients (1 percent) received new diagnoses 
of HIV infection. Of those who tested 
HIV-positive, almost half did not report 
male-to-male sexual contact, injection 
drug use, commercial sex work, or STD 
diagnoses, and so would have been missed 
by traditional, risk-based assessments.16 
Among the challenges facing emergency 
departments in implementing routine 
testing are a lack of funding for testing, 
overcrowding, and insufficient staff. 18,19

In May 2006, the San Francisco 
Department of Health medical care sys-
tem eliminated the requirement for writ-
ten consent for HIV testing, although 
medical providers were still required 
to document HIV-specific consent in 
patient charts. By June 2007, the average 
monthly rate of HIV tests increased by 
44 percent over the number expected 
if the policy change had not happened. 
The monthly average number of new 
positive HIV tests increased from 8.9 to 
14.9, representing a 67 percent increase. 
The researchers could not determine 
whether all the new cases were in fact 
newly diagnosed or if they were simply 
new to that system of care.20

outreach Venues
A large proportion of Americans do 

not have access to regular health care, 
or may not choose to receive an HIV 
test in a medical setting. As part of its 
strategy to increase the number of people 
who know their HIV status, in 2003 the 
CDC announced its plan to “implement 
new models for diagnosing HIV infec-
tion outside medical settings.”5 Outreach 
venues, especially mobile testing sites, 
are critical to this effort, and rapid HIV 
testing in the field has made mobile 
testing even more effective.

In contrast to routine testing, outreach 
efforts  target groups of people at higher risk 
for HIV infection, so the venues chosen as 
test sites are usually places where people at 
higher risk congregate. For example, testing 
in bathhouses, gay festivals, parks, dance 
clubs, and bars can target gay and bisexual 
men, and testing at needle-exchange sites 
can target injection drug users. In Califor-
nia, the Office of AIDS often funds these 
testing efforts.

Between 2004 and 2006, the CDC 
funded a demonstration project aimed at 
testing racial and ethnic minority individu-
als and others at high risk for HIV infection 
in outreach and other community settings. 
In seven major U.S. cities, trained HIV 
counselors tested and counseled 23,900 
people, 30 percent of whom had never 
tested before. Approximately 1 percent of 
the people tested had newly diagnosed HIV 
infection. Forty percent of participants had 
not visited a health care provider in the pre-
ceding year, so without this outreach effort, 
they might have missed the opportunity 
to learn their HIV status.21

Also between 2004 and 2006, the U.S. 
Conference of Mayors and the CDC part-
nered to sponsor behavioral risk assessment 
and HIV testing of racial and ethnic minor-
ity men at gay pride events in nine U.S. 
cities. Of 133 gay or bisexual men of color 
tested, eight (or 6 percent) had confirmed, 
newly diagnosed, HIV-positive results. 
Lack of staff and client unwillingness to 

wait for available staff are among the chal-
lenges of testing in such venues: only about 
one quarter of those who said they were 
willing to be tested actually were tested.16 

Home Testing
The FDA has approved only one 

consumer-controlled kit for HIV (the 
Home Access HIV-1 Test System, avail-
able without prescription). It is not really a 
“home test,” but rather a home collection 
kit. Consumers prick their fingers with a 
special device, place drops of blood on the 
kit’s specially treated card, and mail the 
card in for testing at a licensed laboratory. 
Consumers call for their results, using a 
special identification number.22

Counseling is not required, but cus-
tomers have the option of speaking to 
a counselor before, during, or after the 
test, and HIV-positive people are offered 
referrals for follow-up confirmatory tests 
and to care. This method has the potential 
to be extremely private and convenient, 
since the consumer does not have to leave 
home or interact face-to-face with others. 
Drawbacks include the possibility of mis-
understanding test results (for example, 
believing an HIV-negative test result to 
be accurate after a very recent exposure), 
the possibility of a negative emotional 
reaction to an HIV-positive result, and 
the cost (about $50). 

Conclusion
Testing plays an increasingly impor-

tant role in HIV prevention. Clients 
today have more choices about where 
to test than ever before—including the 
option to test in a variety of medical 
and community settings. While some 
barriers to routine testing have been 
reduced, other challenges remain—
including finding the financial and 
staff resources necessary to implement 
such testing. In the context of expanded 
testing, Office of AIDS-funded coun-
seling and testing sites remain a critical 
prevention resource.
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In many places, clients can choose 
between different types of settings when 
taking an HIV test. Each setting has its 
advantages. HIV test counselors at state-
funded sites can explain some of these 
options and advantages to clients. This 
information can help clients decide which 
setting is most appropriate for them. Some 
of the key differences among sites include 
whether the site offers anonymous or confi-
dential testing (or both), whether the site is 
affiliated with the client’s medical providers 
or health insurance, and whether the site 
offers HIV prevention counseling.

anonymous or Confidential?
Publicly funded anonymous and con-

fidential counseling and testing sites are 
similar in that they both tend to follow the 
guidelines of client-centered counseling, 
and clients’ identities and test results are 
not recorded in their primary care medical 
or insurance files. Confidential sites keep 
a record of client names.

Anonymous sites gather and record client 
information without identifying the client. 
Many clients prefer to share personal infor-
mation about their sexual or drug-using 
behaviors if they can do so anonymously. 
Anonymous testing also offers people who 
are concerned about potential discrimina-
tion (as a result of taking an HIV test or 
testing HIV-positive) the opportunity to 
test without the fear of being identified.

Confidential counseling and testing 
sites gather information about each client 
and record it with the client’s name, which 
makes it possible to follow up with clients 
if they do not return for test results. Con-
fidential sites can also maintain ongoing 
relationships with clients. This allows coun-
selors to direct clients to other services and 
more easily follow up on referrals. This is 
especially useful for clients whose behaviors 
put them at higher risk for HIV and clients 
who test HIV-positive. Confidential testing 

is also more appropriate for clients who 
want a record of their test results, which 
they may need, for example, for immigra-
tion purposes, to show sex partners, or to 
obtain services if they test HIV-positive. 
In anonymous testing, the counselor tells 
the client the result, but the client does not 
receive a written record.

Some venues are more appropriate for 
either anonymous or confidential testing. 
For example, HIV testing in a sex club or 
at a needle exchange site is more compat-
ible with anonymous testing. Medical 
clinics usually offer confidential testing, 
so that clients can be easily referred into 
further medical care and other services.

Medical Settings
For some clients in regular medical 

care, making an HIV test part of their 
annual checkup may be a convenient way 
to monitor their HIV status. Certainly, 
if the client is experiencing other health 
problems that may be related to HIV, it 
is useful for medical providers to know if 
the client is HIV-positive when creating 
a treatment plan. Another advantage of 
testing in a medical setting is that it facili-
tates quick and easy referrals within that 
system of care, contributing to quality 
treatment for HIV-positive individuals.

As discussed above, most testing in 
medical settings is confidential, not anon-
ymous. For example, in a private physi-
cian’s office or an emergency department, 
this means that the client’s HIV status 
becomes part of his or her medical (and 
often, insurance) records. Clients who 
do not feel comfortable having their test 
results as part of these records may choose 
to test elsewhere anonymously. Of course, 
when a client tests HIV-positive, it is 
important that he or she seek appropriate 
medical care as soon as possible, at which 
point his or her HIV status becomes part 
of the medical record.

What about Counseling?
Medical settings vary in the degree 

to which they offer HIV prevention 
counseling with HIV testing. The CDC 
urges medical providers to move toward 
a “screening” model in which HIV 
testing is routine. Therefore, CDC 
does not require prevention counseling 
in these settings. This may be appeal-
ing to some clients who do not want 
counseling. For example, some clients 
who believe that they are at very low 
risk for HIV may not see the point in 
receiving HIV prevention counseling, 
while others who have tested many 
times before may believe that they have 
“heard it all.”

However, client-centered counseling 
goes beyond education. Counselors 
help clients explore the psychological 
and social factors that influence their 
behaviors and discuss their feelings and 
thoughts about their risk behaviors. 
Counselors then help clients think 
through the next steps clients can take 
to reduce their HIV-related risk level. 

When working with a client who is 
reluctant to receive counseling, a coun-
selor may say: “I don’t want to waste your 
time. This won’t be a lecture, and I won’t 
tell you things you already know. Instead, 
I’d like to talk with you about what you 
think is going on in your life that may 
put you and your partners at risk for 
HIV.” At state-funded sites that use the 
two-tiered testing model, client-centered 
counseling is reserved for clients at higher 
risk for HIV, while clients at lower risk 
receive a less-intensive educational inter-
vention, such as a brochure to read or a 
video to watch.

Other issues that may determine the 
right setting for the client are the amount 
of time the client wants to spend in the 
testing session and the place the client 
would feel most comfortable receiving 
an HIV-positive result. If the client has a 
number of questions about HIV  testing, 

Implications for Counseling
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a site that offers counseling may be a 
better choice than one that does not. If 
the client has built a trusting relationship 
with his or her medical provider and 
feels that the provider would be able to 
take the time necessary to emotionally 
support the client, the doctor’s office may 
be the best place to test.

outreach and Mobile Testing
In many communities, HIV counsel-

ing and testing services are available at 
temporary sites in the community—for 
example, in tents at street fairs, in a par-
titioned area of a sex club or bar, or in 
mobile testing vans at a needle exchange 
site. The advantage of this type of setting 
is that it brings HIV testing to events 

with large numbers of people who might 
not otherwise have tested, and makes 
counseling and testing accessible. In the 
past, one of the challenges of this type 
of setting was that many clients did not 
return to receive their test results. Rapid, 
single-session counseling and testing has 
resolved much of this problem. 

Mobile test sites still present counselors 
and clients with challenges. Programs 
must develop procedures to protect cli-
ent privacy despite the thin walls of a 
tent or the cramped quarters of a van. 
Counseling sessions may be interrupted 
by distractions in the environment. 

Most people do not come to such 
venues with HIV testing on their 
minds. While this makes such out-

reach settings an especially effective 
tool for testing people who could not 
otherwise be reached, it also means that 
many people may not have thought 
through the consequences of receiving 
a preliminary HIV-positive result in 
a sex club, at the needle exchange, or 
during the street fair. At a late-night or 
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a Counselor’s Perspective

“The more choices clients have 

about where to test, the more 

likely they are to take the next 

step and learn their status.”
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weekend venue, potential referral sites 
may not be open.

Counselors can assess client readiness 
to test in such settings by asking a few 
key questions: “What would it be like 
if your result comes back preliminary 
positive today?”; “Are you here with 
other people?”; “What were you plan-
ning on doing for the rest of the night?” 
Some clients may not want to receive 
their results and then go back to a street 
fair or may not want others at the needle 
exchange to see them testing. 

Sometimes clients at outreach sites 
are intoxicated. When a client is so 
intoxicated that the counselor believes 
that he or she cannot give informed 

consent and participate in the counsel-
ing session, the counselor should tell 
the client to return when he or she is 
more coherent. 

Home Testing
Home specimen collection tests offer an 

accessible, private, and convenient way to 
test for HIV. Results are given over the tele-
phone, and clients can speak to a counselor 
or can choose not to use counseling. 

One advantage of telephone counsel-
ing is the increased anonymity for clients 
when talking about their sexual and drug-
using practices. Since counseling is not 
required, clients who do not desire it may 
also prefer this option. If a client asks a 

test site counselor about home testing, it 
is important that the counselor lets the 
client know that at this point, only one 
test is approved by the U.S. Food and 
Drug Administration (FDA) for home 
use, and that the sample must still be 
sent to a lab for the results.

Conclusion
Client concerns about convenience, 

privacy, linkage to medical care, and 
the availability of HIV test counseling, 
as well as other factors may all guide 
decisions about where to test. HIV test 
counselors can help clients weigh these 
factors and direct them to the sites where 
they feel most comfortable testing. 
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“OK, I’m glad you told me that you’re feeling nervous. 
Can you tell me what about?” Deanna asks. 

“You know, it’s probably nothing. It’s not like I’ve 
never done this before. But about six months ago I 
hooked up with this guy and we didn’t use a rubber,” 
Bryce replies. “I haven’t been able to get myself to test 
since then.” 

“It sounds like you’ve been concerned about it. Before 
we get started with the testing, I’m going to go over what 
we’ll be doing today and ask you some questions,” Deanna 
says. “Is that OK?” 

“Sure,” Bryce answers.
“We’re going to talk for a while and then we're going 

to take your specimen. Then we’ll talk for about half an 
hour  while the test is developing a result, and then I’ll 
give you your results. Does that make sense?”

Bryce nods. “Yeah. I haven’t tested for a while and I’ve 
never had the same-day test before.”

“It’s a little different,” Deanna acknowledges. “When 
I come back in half an hour, you’ll either have a negative 

result or a preliminary positive result.” Remembering the 
group of Bryce’s friends, she asks, “How would it be if 
your result is preliminary positive today?” 

“It would be really hard, but it would also be a relief to 
stop worrying about it and feeling guilty because I haven’t 
tested. And if I do test positive, I have a lot of support back 
home: I’m really active in the AIDS community there. I 
didn’t really plan on testing today, but when Stephen said 
we should all go and do it, I thought, why not?” 

“So it sounds like you’re testing with some friends. Do 
you think they’d be supportive of you whichever way the 
test goes?” Deanna asks.

“Yeah, we’ve been friends since we were in college. I 
think we’re all probably expecting the best, because it’s 
always gone that way in the past, but I think I would be 
OK with getting bad news with them around. Honestly, I 
know everybody back home, so I feel much more 'incog-
nito' getting my results here.”

“Great. Let’s get started then.” Deanna obtains Bryce’s 
informed consent and begins the risk assessment.

Case Study: Assessing Client Readiness to Test
Bryce is a 33-year-old man from Indiana who is in San Francisco for the Lesbian, Gay, Bisexual, and Transgender Pride 

Parade. He has come to the mobile HIV testing booth at the parade’s festival grounds to test with some friends. As they wait 
to be called in, they laugh and talk among themselves. One by one, his friends are called into the small tents that are used to 
conduct the counseling sessions. Finally, Deanna, an experienced HIV test counselor, calls Bryce in. He smiles shyly and tells her 
that he’s feeling nervous. Deanna had noticed the group of five guys that all arrived together. She remembers past clients who 
showed up to test because their friends were also testing but who were not emotionally prepared for the results.
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Test Yourself
Review Questions
1. The CDC estimates that transmission 
between HIV-positive people who are 
unaware of their status and their partners 
accounts for what proportion of new 
sexually transmitted HIV infections? 
a) approximately one-fourth; b) more 
than half; c) more than two-thirds; d) 
three-fourths.

2. True or False: In California, all health 
care providers must obtain a separate, 
HIV-specific written consent from clients 
before testing the client for HIV.

3. In contrast to targeted HIV testing, 
routine HIV “screening” refers to: a) test-
ing large numbers of individuals without 
informed consent; b) testing large num-
bers of individuals without regard to HIV 
risk; c) testing individuals most at risk for 
HIV; d) both a and c. 

4. The CDC recommends that which 
group of people be screened for HIV? 
a) children under 12; b) young people 
aged 12 to 25; c) people between 13 and 

64 years old; d) adults aged 18 to 65 
years old.

5. Emergency departments may be a 
promising new venue for HIV testing, 
because: a) they are a primary source of 
health care for uninsured people, and early 
studies show a relatively high prevalence 
rate; b) routine testing has recently been 
implemented nationwide; c) both a and 
b; d) none of the above.

6. True or False: The FDA has approved 
several home HIV tests that allow con-
sumers to test themselves for HIV in a way 
that is similar to how home pregnancy 
tests work.

7. Testing in outreach settings allows 
prevention efforts to reach people who: 
a) belong to groups that are at high risk 
for HIV; b) might not otherwise think of 
testing; c) may or may not have regular 
medical care; d) all of the above.

Discussion Questions
1. Why might some clients choose to test 
in their doctors’ offices rather than at 
another location? 

2. What are the advantages and disadvan-
tages of offering HIV testing without pre-
vention counseling in medical settings?

3. What are some of the advantages and 
disadvantages of HIV testing in the emer-
gency room?

4. What are some of the challenges 
involved in delivering mobile HIV test-
ing services? What unique opportunities 
does mobile HIV testing offer?

5. What do you see as the costs and benefits 
of using a “screening” approach to testing, 
rather than a “targeted” approach? 

answers to Review Questions
1. b

2. False. In January 2008, California State 
Assembly Bill 682 eliminated the requirement 
that health care providers obtain written consent 
from patients before ordering an HIV test.

3. b

4. c

5. a

6. False. The FDA has approved only one con-
sumer-controlled kit for HIV. It is not really a 
“home test,” but rather a home collection kit. 

7. d
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