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Revised Guidelines for HIV Counseling, Testing,
and Referral

Summary

These guidelines replace CDC’s 1994 guidelines, HIV Counseling, Testing, and
Referral Standards and Guidelines, and contain recommendations for public- and
private-sector policy makers and service providers of human immunodeficiency
virus (HIV) counseling, testing, and referral (CTR). To develop these guidelines,
CDC used an evidence-based approach advocated by the U.S. Preventive
Services Task Force and public health practice guidelines. The recommendations
are based on evidence from all available scientific sources; where evidence is
lacking, opinion of “best practices” by specialists in the field has been used.

This revision was prompted by scientific and programmatic advances in HIV
CTR, as well as advances in prevention and the treatment and care of HIV-infected
persons. These advances include a) demonstrated efficacy of HIV prevention
counseling models aimed at behavioral risk reduction; b) effective treatments for
HIV infection and opportunistic infections; c) effective treatment regimens for
preventing perinatal transmission; and d) new test technologies.

Although the new guidelines include many aspects of the previous ones (e.g.,
encouragement of confidential and anonymous voluntary HIV testing, need for
informed consent, and provision of HIV prevention counseling that focuses on the
client’s own risk), the new guidelines differ in several respects, including

e giving guidance to all providers of voluntary HIV CTR in the public and
private sectors;

e using an evidence-based approach to provide specific recommendations for
CTR;

e underscoring the importance of early knowledge of HIV status and making
testing more accessible and available;

e acknowledging providers’ need for flexibility in implementing the
guidelines, given their particular client base, setting HIV prevalence level,
and available resources;

e recommending that CTR be targeted efficiently through risk screening and
other strategies; and

e addressing ways to improve the quality and provision of HIV CTR.

INTRODUCTION

Purpose of the Guidelines

These guidelines were developed for policy makers and service providers in the
many settings that offer voluntary human immunodeficiency virus (HIV) counseling,
testing, and referral (CTR) — public and private, urban and rural, and those with high and
low HIV prevalence (Box 1). The guidelines are intended to be used to develop CTR
services and policies in traditional clinical settings (e.g., sexually transmitted disease
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BOX 1. HIV counseling, testing, and referral (CTR) settings

Settings that provide HIV CTR include but are not limited to the following traditional
clinical and nontraditional settings:

* Adolescent health * Family planningclinics * Qutreach programs
clinics, school-based . Freestanding HIV test (e.g., syringe ex-
health centers, change programs)

university health sites . .
. * Prenatalclinics
centers * Hospital emergency
. AIDS services departments . Prlvgte-sectgr
. ) service providers
organizations * Hospitals/otherurgent
« Clinics serving men care centers . Publlcly.funded
: . counselingand
who have sex with « Managed care organi- .
. testing sites
men zations
. . » Sexually transmitted
* Community-based ¢ Men’s health clinics Y

. disease clinics
organizations

: * Migrant health centers * Tuberculosisclinics
* Community health

centers * Occupational/employee

.. Women'’s health clinics
health clinics

» Correctional facilities

* Drug oralcohol
prevention and
treatment programs

[STDI clinics, private physicians’ offices) and nontraditional settings (e.g., community-
based or outreach settings [homeless shelters, bars]), which can be important places to
provide access to CTR to persons at increased HIV risk. The Public Health Service is
responsible for ensuring the quality of services in publicly funded programs, and many
aspects of these guidelines focus on such programs. The guidelines could also be useful
for CTR in other settings (e.g., for insurance, military, and blood donation purposes).
Recommendations should be tailored to fit the needs of clients, communities, and pro-
grams within local, state, and federal rules and regulations.

Evolution of the Guidelines

These guidelines revise and update several sets of CDC guidelines for HIV CTR. The
first CDC guidelines, published in 1986, highlighted the importance of offering voluntary
testing and counseling and maintaining confidential records (7). In 1987, new guidelines
emphasized the need to decrease barriers to counseling and testing, especially disclo-
sure of personal information (2). In 1993, an additional report described the model of HIV
prevention counseling currently recommended — an interactive rather than didactic
model focusing on a personalized HIV risk-reduction plan (3). In 1994, HIV Counseling,
Testing and Referral Standards and Guidelines focused on standard counseling and test-
ing procedures and reiterated the importance of the HIV prevention counseling model
and the need for confidentiality of counseling (4).
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Because of recent advances in HIV treatment and prevention (5-32, Revised Recom-
mendations for HIV Screening of Pregnant Women ), CDC consulted with multiple part-
ners to revise the 1994 guidelines using an evidence-based approach (33,34) and to
expand the target audience to all providers of HIV CTR in the United States (33). Where
scientific findings were lacking, recommendations were guided by “best practices” from
specialists in the field. These guidelines were developed through the following five-step
approach:

Address user needs. A survey was conducted of publicly funded sites that offer HIV
CTR to assess user satisfaction with the 1994 CDC guidelines for HIV CTR. Internal
and external content specialists were consulted on key areas to address.

Review scientific literature. Approximately 5,000 abstracts were screened and
approximately 600 relevant publications were reviewed and synthesized where
appropriate. Approximately 20 previously published CDC guidelines related to HIV
CTR also were summarized.

Obtain technical opinion. A panel of technical specialists from public and private
sectors; governmental and nongovernmental agencies; and legal, ethics, and
policy fields was convened to review the recommendations.

Obtain user input. Internal CDC comments, public and private provider
assessments, key consultant interviews, broad external reviews, and public
comments through the Federal Register were obtained.

Publish electronically and in hard copy. Single copies of this report are available
from CDC’s National Prevention Information Network (NPIN) website at <http://
www.cdcnpin.org> or by calling (800) 458-5231. The guidelines are also available
at the HIV Counseling, Testing, and Referral website at <http://www.cdc.gov/hiv/
ctr>. They will be updated and posted periodically.

Similarities and Differences Between Current and Previous
Guidelines
Aspects of previous CDC HIV guidelines that are unchanged include

encouraging availability of anonymous as well as confidential HIV testing;
ensuring that HIV testing is informed, voluntary, and consented;
emphasizing access to testing and effective provision of test results;

advocating routine recommendation of HIV CTR in settings (e.g., publicly funded
clinics) serving clients at increased behavioral or clinical risk for HIV infection;

recommending use of a prevention counseling approach aimed at personal risk
reduction for HIV-infected persons and persons at increased risk for HIV; and

stressing the need to provide information regarding the HIV test to all who take the
test.


http://www.cdcnpin.org
http://www.cdcnpin.org
http://www.cdc.gov/hiv/ctr
http://www.cdc.gov/hiv/ctr
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Differences in the new guidelines include

» giving guidance to all providers of voluntary HIV CTR in the public and private
sectors;

+ using an evidence-based approach to provide specific recommendations for CTR;

» underscoring the importance of early knowledge of HIV status and making HIV
testing more accessible and available;

» acknowledging providers’ need for flexibility inimplementing the guidelines, given
their particular client base, setting HIV prevalence level, and available resources;

* recommending that CTR be targeted efficiently through risk screening and other
strategies; and

» addressing ways to improve the quality and provision of HIV CTR.

Advances in HIV/AIDS Prevention and Treatment Interventions

During the past 2 decades, HIV infection and severe HIV-related diseases (e.g.,
acquired immunodeficiency syndrome [AIDS]) have become a leading cause of illness
and death in the United States. As of December 31, 2000, a total of 774,467 persons were
reported with AIDS, and 448,060 of these persons had died; the number of persons living
with AIDS (322,865) was the highest ever reported (35 ). Approximately 800,000-900,000
persons in the United States are infected with HIV, and approximately 275,000 of these
persons might not know they are infected (36 ).

Since the last CTR guidelines were published, many advances have been made in
HIV/AIDS prevention and treatment, including development of effective antiretroviral
therapies that have reduced HIV-related iliness and death. However, although medical
treatment has improved the quality and length of life for HIV-infected persons, it cannot
cure HIV disease. Furthermore, the successes of new medical therapies might have led
to relaxed attitudes toward safer sex (e.g., increased incidence of unprotected anal sex
by young men who have sex with men) by HIV-infected persons and uninfected persons
at increased risk (36,37 ). Additional advances include improved understanding of HIV
transmission; a wider array of HIV test technologies; effective prevention counseling
approaches; and practical, beneficial referral strategies — all of which could reduce the
impact of the HIV epidemic in the United States.

Early knowledge of HIV infection is now recognized as a critical component in control-
ling the spread of HIV infection (38). Cohort studies have demonstrated that many
infected persons decrease behaviors that transmit infection to sex or needle-sharing
partners once they are aware of their positive HIV status (39-46 ). HIV-infected persons
who are unaware of their infection do not reduce risk behaviors (42,47-49). Persons
tested for HIV who do not return for test results might even increase their risk for trans-
mitting HIV to partners (50 ). Because medical treatment that lowers HIV viral load might
also reduce risk for transmission to others (57), early referral to medical care could
prevent HIV transmission in communities while reducing a person’s risk for HIV-related
illness and death.

The array of HIV test technologies available has expanded, possibly enhancing a
person’s willingness to be tested and learn his or her HIV status. HIV tests can use
specimens collected by less-invasive methods (e.g., oral fluid, urine, and finger-stick
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blood), in addition to serum specimens collected by venipuncture. Rapid HIV testing
allows clients to receive results the same day, which is useful in urgent medical circum-
stances and settings where clients tend not to return for HIV test results (e.g., some STD
clinics). HIV testing can also be conducted using commercially available home sample
collection devices (52).

Also during the 1990s, randomized controlled trials demonstrated that, for persons at
increased HIV risk, certain prevention counseling approaches can be effective in reduc-
ing high-risk behaviors and new sexually transmitted infections (5,78-21). The counsel-
ing approach used is critical to effectiveness; interactive counseling approaches directed
at a client’s personal risk and the situations in which risk occurs are more effective than
didactic, informational approaches (5). Because personalized prevention counseling can
require more provider time and training than traditional counseling approaches, provid-
ing it to everyone receiving HIV testing might not be feasible. This recognition has led to
a new area of health services research — developing strategies that effectively target
CTR services to persons most likely to benefit from them.

The improved health of HIV-infected persons on antiretroviral therapy, along with
new test technologies and effective counseling approaches, has contributed to an im-
proved understanding of the importance of referral to needed services. In addition, new
guidelines for partner counseling and referral services (PCRS) (27) and prevention case
management (28 ) were developed specifically for publicly funded clinics and could also
be useful to providers in other settings. Specialists in the field have also identified situa-
tions in which additional counseling or psychosocial support services might benefit HIV
prevention efforts. Finally, advances in several areas have led to new guidelines for
preventing mother-to-child transmission (see Revised Recommendations for HIV Screen-
ing of Pregnant Women ), treating opportunistic infections (23,53) and other sexually
transmitted (29) and bloodborne diseases (30-32), and managing occupational and
nonoccupational exposure and prophylaxis (54,55). These developments were consid-
ered in the formulation of the new CTR guidelines.

Despite these advances in HIV prevention and care, a substantial number of opportu-
nities for HIV prevention through CTR are missed. At publicly funded sites, approxi-
mately 70% of persons tested received their results and information regarding the test,
but fewer persons likely received HIV prevention counseling and referrals. In private
settings, a lower proportion of all clients are tested, and few receive prevention counsel-
ing and referrals (56-59). In many potential testing settings (e.g., emergency depart-
ments), HIV prevention counseling and testing are not uniformly offered, and data
regarding types, completion, and effectiveness of referrals are not routinely collected.

Goals of HIV CTR

» Ensure that HIV-infected persons and persons at increased risk for HIV
— have access to HIV testing to promote early knowledge of their HIV status;

— receive high-quality* HIV prevention counseling to reduce their risk for
transmitting or acquiring HIV; and

* Delivered according to recommended protocols (for counseling, referral, and evaluation) or
regulatory standards (for testing).



6 MMWR November 9, 2001

— have access to appropriate medical, preventive, and psychosocial support
services.

* Promote early knowledge of HIV status through HIV testing and ensure that all
persons either recommended or receiving HIV testing are provided information
regarding transmission, prevention, and the meaning of HIV test results.

Principles of HIV CTR

Effective HIV CTR is based on the following principles:

* Protect confidentiality of clients who are recommended or receive HIV CTR
services. Information regarding a client’s use of HIV CTR services should remain
private (i.e., confidential). Personal information should not be divulged to others in
ways inconsistent with the client’s original consent.

+ Obtain informed consent before HIV testing. HIV testing should be voluntary and
free of coercion. Informed consent before HIV testing is essential. Information
regarding consent may be presented orally or in writing and should use language
the clientcan understand. Accepting or refusing testing must not have detrimental
consequences to the quality of care offered. Documentation of informed consent
should be in writing, preferably with the client’s signature. State or local laws and
regulations governing HIV testing should be followed.

Information regarding consent may be presented separately from or combined
with other consent procedures for health services (e.g., as part of a package of
tests or care for certain conditions). However, if consent for HIV testing is combined
with consent for other tests or procedures, the inclusion of HIV testing should be
specifically discussed with the client. For a discussion of HIV testing in pregnant
women, consult the guidelines for HIV screening of pregnant women (see Revised
Recommendations for HIV Screening of Pregnant Women ).

* Provide clients the option of anonymous HIV testing. Anonymous testing (i.e.,
consented voluntary testing conducted without a client’s identifying information
being linked to testing or medical records, including the request for testing or test
results) has been used widely and effectively. Anonymous testing can benefit the
health of individual persons and the public by prompting earlier entry into medical
care (60 ). Persons who would otherwise not be tested might seek anonymous HIV
testing and learn their HIV status. Consistent with public health best practices,
states in which anonymous testing is not available should reconsider their policy.
Whenthe client has no clear preference regarding testing type, confidential testing
(i.e., information documented in client’s record) should be recommended to
promote receipt of test results and linkage to follow-up counseling and referral for
needed services. Clients opting foranonymous testing should be informed that the
provider cannot link the client’s test result to the client by name. Therefore, if the
client does not return for test results, the provider will not be able to contact the
client with those results.

* Provide information regarding the HIV test to all who are recommended the test
and to all who receive the test, regardless of whether prevention counseling is
provided. The information should include a description of ways in which HIV is
transmitted, the importance of obtaining test results, and the meaning of HIV test
results.
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» Adhere to local, state, and federal regulations and policies that govern provision
of HIV services. Laws at the local, state, and federal levels might address aspects
of HIV services or regulate how services are provided to particular persons (e.g.,
minors). In addition, policies, local ordinances, funding source requirements, and
planning processes could also affect a provider’s decisions regarding which
services to provide and how to provide them.

* Provide services that are responsive to client and community needs and
priorities. Providers should work to remove barriers to accessing services and
tailor services to individual and community needs. To ensure that clients find
services accessible and acceptable, services can be offered in nontraditional
settings (i.e., community-based or outreach settings); hours of operation can be
expanded or altered; unnecessary delays can be eliminated (e.g., integrating
counseling and testing for STDs/HIV with counseling and testing for hepatitis); test
results can be obtained more easily (e.g., with rapid testing or by telephone in
certain situations); and less-invasive specimen collection can be used (e.g., oral
fluid, urine, or finger-stick blood).

* Provide services that are appropriate to the client’s culture, language, sex, sexual
orientation, age, and developmental level. These factors could affect how the
client seeks, accepts, and understands HIV services. Providers should consider
these factors when designing and providing HIV services to increase the likelihood
of return for test results and acceptance of counseling and referral services.

» Ensure high-quality services. To ensure ongoing, high-quality services that serve
client and community needs, providers should develop and implement written
protocols for CTR and written quality assurance and evaluation procedures. Many
state and local health departments have substantial expertise in providing and
monitoring the quality of HIV CTR services and can be a resource to private
providers or community-based or outreach settings initiating these services.

TARGETED VERSUS ROUTINELY RECOMMENDED HIV CTR

Providers in all settings (traditional and nontraditional) should ideally recommend
CTRto all clients on a routine basis to ensure that all clients who could benefit from CTR
receive these services. However, resources might be insufficient to permit this practice.
Therefore, these guidelines contain recommendations aimed at ensuring that as many
persons as possible who are HIV-infected or at risk for HIV who do not know their HIV
status have access to testing, prevention counseling, and referrals.

Routinely Recommending CTR to All Clients Versus
Targeting CTR to Selected Clients

Studies have documented that, in settings serving clients at increased behavioral and
clinical risk for HIV infection, targeting HIV testing based on reported risk factors will miss
many HIV-infected clients (67-69). However, in low prevalence settings, where most
clients have minimal risk, targeting clients for HIV testing based on risk screening might
be more feasible for identifying small numbers of HIV-infected persons (70). Providers
should consider three factors in determining whether to recommend HIV CTR to all
clients or to target only selected clients.
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* Type of setting.
* HIV prevalence of the setting.

» Behavioral and clinical HIV risk of the individual clients in the setting.

Although certain types of settings serve populations at increased risk (e.g., STD clin-
ics), others might serve individual clients at increased risk (e.g., private physicians’
offices in areas of low prevalence). Individual risk can be ascertained through risk screen-
ing. Under certain circumstances — perinatal transmission, acute occupational expo-
sure, and acute nonoccupational (i.e., high-risk sexual or needle-sharing) exposure —
providers should recommend HIV CTR regardless of setting prevalence or behavioral or
clinical risk, based on the respective guidelines (Revised Recommendations for HIV
Screening of Pregnant Women,54,55).

Using Prevalence Data to Establish Service Priorities

Few data exist to define “high” and “low” HIV prevalence and describe how these
definitions could help develop and prioritize HIV CTR services. A study conducted in the
early 1990s for acute care hospitals with >1% HIV prevalence reported that routine
voluntary HIV testing of all patients within a specific age range could be a feasible way to
identify a large proportion of HIV-infected patients (77). This 1% prevalence can be used
as general guidance for whether to routinely recommend or target HIV counseling and
testing in other settings.

The threshold of HIV prevalence that should lead to routine recommendations for HIV
testing of all clients within a setting can vary within and across settings and should be set
in consideration of available resources. Services could be routinely recommended in
settings with HIV prevalence rates <1% but higher than other settings in the community,
according to U.S. prevalence data (72 ). If HIV prevalence data are outdated or unknown,
providers should consult their local or state health department for assistance in deter-
mining appropriate HIV CTR strategies. Alternatively, providers could employ routine
voluntary testing to obtain information on prevalence in their particular settings.

Because of the availability of antiretroviral therapy to reduce the risk for perinatal
HIV transmission, all pregnant women should be recommended HIV testing regardless of
setting prevalence or behavioral or clinical risk (see Revised Recommendations for HIV
Screening of Pregnant Women ).

Determining Individual HIV Risk Through Risk Screening*

Aclient'sindividual HIV risk can be determined through risk screening based on self-
reported behavioral risk (Box 2) and clinical signs or symptoms. Behavioral risks include
injection-drug use or unprotected intercourse with a person at increased risk for HIV.
Clinical signs and symptoms include STDs, which indicate increased risk for HIV infection,
or other signs or symptoms (e.g., of acute retroviral or opportunistic infections), which
might suggest the presence of HIV infection. Insufficient data exist to support the efficacy
of any one risk-screening approach over others (e.g., face-to-face discussion or inter-
views, self-administered questionnaires, computer-assisted interviews, or simple open-
ended questions asked by providers) (Box 2) (61,70).

* Risk screening differs from risk assessment, which is a part of HIV prevention counseling
(see HIV Prevention Counseling).
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BOX 2. Examples of two risk-screening strategies to elicit client-reported HIV risks

* Open-ended question by provider, “What are you doing now or what have you
done in the past that you think may put you at risk for HIV infection?”

* Screening questions* (i.e., a checklist) for use with a self-administered
questionnaire, face-to-face or computer-assisted interview, or other instru-
ment: “Since your last HIV test (if ever), have you

— injected drugs and shared equipment (e.g., needles, syringes, cotton,
water) with others?”

— had unprotected intercourse with someone that you think might be infected
(e.g., a partner who injected drugs, has been diagnosed or treated for a
sexually transmitted disease [STD] or hepatitis, has had multiple or
anonymous sex partners, or has exchanged sex for drugs or money)?”

— had unprotected vaginal or anal intercourse with more than one sex
partner?”

— been diagnosed or treated for an STD, hepatitis, or tuberculosis?”
— had a fever or illness of unknown cause?”

— been told you have an infection related to a ‘weak immune system’?”

* Clients who respond affirmatively to >1 of these questions should be considered at
increased risk for HIV.

Recommendations for Routinely Recommended and Targeted
CTR by Setting and Circumstance

Decisions regarding whether to recommend routine or targeted services are based
on the behavioral and clinical HIV risk of the client population in the setting, the level of
HIV prevalence of the setting, and the behavioral and clinical HIV risk of individual clients
(Box 3). These factors should not be used to determine recommendations for CTR in
circumstances in which treatment potential exists (i.e., perinatal transmission and acute
occupational or nonoccupational exposure).

Settings Serving Populations at Increased Behavioral or Clinical Risk

HIV CTR should be routinely recommended for all clients in settings where the client
population is at increased behavioral or clinical risk for acquiring or transmitting HIV
infection, regardless of setting prevalence (Box 4 and Figure 1). These services should be
provided on-site. In these settings, clients with ongoing risk behaviors should be linked to
additional HIV prevention and support services (e.g., PCRS, drug or alcohol prevention
and treatment), as appropriate. HIV-infected clients should receive ongoing HIV preven-
tion counseling applicable to their personal situation.
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BOX 3. Clients who should be recommended HIV prevention counseling, testing,
and referral

« All clients in settings serving client populations at increased behavioral or
clinical HIV risk (regardless of setting HIV prevalence).

* Individual clients in settings with <1%* HIV prevalence who'

— have clinical signs or symptoms suggesting HIV infection (e.g., fever or
illness of unknown origin, opportunistic infection [including active
tuberculosis disease] without known reason forimmune suppression),

— have diagnoses suggesting increased risk for HIV infection (e.g., another
sexually transmitted disease [STD] or bloodborne infection),

— self-report HIV risks (see Box 2), or
— specifically request an HIV test.
« Allclients in settings with a >1%?® HIV prevalence.f
* Regardless of setting prevalence or behavioral or clinical risk,
— all pregnant women,'
— all clients with possible acute occupational exposure, and
— allclients with known sexual or needle-sharing exposure to an HIV-infected

person.

* Or lower than other settings in the community.

T Constitutes risk screening; see Determining Individual HIV Risk Through Risk
Screening.

8 Or higher than other settings in the community.

1 Clients should be routinely recommended testing, and if risk is identified during risk
screening, they should also be recommended HIV prevention counseling and referral.

BOX 4. Examples of settings that serve populations at increased behavioral or clinical
risk for HIV infection

» Adolescent or school-based health * Freestanding HIV test sites

clinics with high rates of sexually - H | hel
transmitted diseases (STD) omeless shelters
* Outreach programs (e.g., syringe

exchange programs)

STDclinics

* Clinics serving men who have sex
with men

» Correctional facilities, prisons, juve-
nile detention centers

Tuberculosis (TB) clinics*

* Drug or alcohol prevention and
treatment programs

* Only persons with confirmed or suspected TB and their contacts should routinely be
recommended HIV CTR.
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FIGURE 1. An example of counseling, testing, and referral in settings serving popula-
tions at increased behavioral or clinical HIV risk

Client population

HIV prevention counseling and HIV testing
with informed consent and information

N

Test (-) Test (+)
Referral to medical, Referral to medical,
prevention, and support prevention, and
services, if applicable support services

Low Prevalence Settings

In low prevalence settings (e.g., <1%, see Using Prevalence Data to Establish Service
Priorities) where the client population is generally not at increased behavioral or clinical
HIV risk, CTR should be targeted to clients based on risk screening (Figure 2). Prevention
counseling and referral are recommended for persons at increased risk even if HIV
testing is declined. Any client who requests HIV testing should receive it, regardless of
risk. These settings likely represent most health-care settings.

High Prevalence Settings

In high prevalence settings (e.g., >1%), all clients should be routinely recommended
HIV testing (Figure 3). Risk screening should be used to determine if HIV prevention
counseling and referral should also be recommended. CTR should be provided on-site. In
these settings, clients with ongoing risk behaviors identified during risk screening should
be linked to additional HIV prevention and support services (e.g., PCRS and drug or
alcohol prevention and treatment), as appropriate.

Circumstances For Which HIV Preventive Treatment Exists

Prophylaxis exists for a limited number of situations: perinatal transmission, acute
occupational exposure, and acute nonoccupational (i.e., high-risk sexual or needle-
sharing) exposure. Regardless of population risk, setting prevalence, or individual
behavioral or clinical risk, voluntary HIV testing should be routinely recommended to a)
all pregnant women, b) clients with acute occupational exposure, and c) clients with
acute nonoccupational (e.g., high-risk sexual or needle-sharing) exposure. Regardless of
whether a client receives an HIV test, HIV prevention counseling and referral should
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FIGURE 2. An example of HIV counseling, testing, and referral in low prevalence
settings

Client population

Risk screening

Risk " No risk

!

HIV prevention counseling and HIV testing
with informed consent and information

N

Test (-) Test (+)
Referral to medical, Referral to medical,
prevention, and support prevention, and
services, if applicable support services

FIGURE 3. An example of HIV counseling, testing, and referral in high prevalence
settings

Client population

Risk screening

Risk No risk

/ ~

HIV prevention counseling and HIV HIV testing
testing with informed consent  with informed consent
and information ‘a/ndinformation
Test (-) Test (+) Test (-)

! ~

Referral to medical, Referral to medical,
prevention, and support prevention, and
services, if applicable support services
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target pregnant women based on risk screening and be routinely recommended to cli-
ents with either acute occupational or nonoccupational exposures. For further informa-
tion, consult the respective guidelines on perinatal transmission, acute occupational
exposure, and acute nonoccupational exposure (Revised Recommendations for HIV
Screening of Pregnant Women,54,55).

A Framework for Implementing HIV CTR

CTR are interrelated interventions that ideally should be integrated and offered in all
settings. However, these guidelines acknowledge public and private providers’ needs for
flexibility. Certain providers might be able to offer prevention counseling but not an HIV
test, whereas others might be able to offer an HIV test but not prevention counseling.
Although all providers in settings serving populations at increased behavioral or clinical
risk for HIV (e.g., STD clinics) should provide HIV CTR on-site, not all can. These providers
should maintain clear and appropriate methods of referral to providers of prevention
counseling or testing elsewhere. To ensure client referral, providers who offer HIV coun-
seling and testing should collaborate with providers serving populations at increased risk
for HIV who might not provide these services.

HIV COUNSELING

HIV counseling seeks to reduce HIV acquisition and transmission through the
following:

» Information. Clients should receive information regarding HIV transmission and
prevention and the meaning of HIV test results. Provision of information is different
frominformed consent.

» HIV prevention counseling. Clients should receive help to identify the specific
behaviors putting them at risk for acquiring or transmitting HIV and commit to steps
to reduce this risk. Prevention counseling can involve >1 sessions.

Information

All clients who are recommended or who request HIV testing should receive the
following information, even if the test is declined:

 Information regarding the HIV test and its benefits and consequences.

* Risks for transmission and how HIV can be prevented.

» The importance of obtaining test results and explicit procedures for doing so.

* The meaning of the test results in explicit, understandable language.*

* Where to obtain further information or, if applicable, HIV prevention counseling.

* Where to obtain other services (see Typical Referral Needs).

* For example, “A negative test means no HIV was found. But if you were exposed to HIV
recently — in the last 1-2 months — this test may not be able to pick that up.” See Negative
HIV Test Results.
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In certain settings where HIV testing is offered, other useful information includes
a) descriptions or demonstrations of how to use condoms correctly; b) information
regarding risk-free and safer sex options (73); ¢) information regarding other sexually
transmitted and bloodborne diseases; d) descriptions regarding the effectiveness of
using clean needles, syringes, cotton, water, and other drug paraphernalia; e) informa-
tion regarding drug treatment; and f) information regarding the possible effect of HIV
vaccines on test results for persons participating in HIV vaccine trials (see Additional
Counseling Considerations for Special Situations and Positive HIV Test Results).

For efficiency, information can be provided in a pamphlet, brochure, or video rather
than a face-to-face encounter with a counselor. This approach allows the provider to
focus face-to-face interactions on prevention counseling approaches proven effective
with persons at increased risk for HIV infection. Information should be provided in a
manner appropriate to the client’s culture, language, sex, sexual orientation, age, and
developmental level. Certain informational videos and large-group presentations that
provide explicit information regarding correct use of condoms have proven effective in
reducing new STDs (719-21,74) and could be effective in reducing HIV.

HIV Prevention Counseling

HIV prevention counseling should focus on the client’s own unique circumstances and
risk and should help the client set and reach an explicit behavior-change goal to reduce
the chance of acquiring or transmitting HIV. HIV prevention counseling is usually, but not
always, conducted in the context of HIV testing. The client-centered* HIV prevention
counseling model involves two brief sessions (4,5,75), whereas other effective models
are longer or involve more sessions (5-8,10,11,13-18,76-79 ). Regardless of the model
used, in HIV prevention counseling, the counselor or provider focuses on assessing the
client’s personal risk or circumstances and helping the client set and reach a specific,
realistic, risk-reduction goal. These guidelines avoid using the terms “pretest”and
“posttest” counseling to underscore that prevention counseling is a risk-reduction pro-
cess that might involve only one or >1 session.

Several models for HIV prevention counseling in conjunction with HIV testing have
been developed, evaluated in controlled studies, and documented to be efficacious in
changing behavior or reducing sexually transmitted infections, including individual face-
to-face counseling (5,72), large- and small-group counseling with a facilitator
(6,16,18,79), and video-based counseling (719). For more information regarding inter-
ventions, see The Compendium of HIV Prevention Interventions with Evidence of Effec-
tiveness at <http://www.cdc.gov/hiv/pubs/hivcompendium.pdf>.

Client-Centered HIV Prevention Counseling

Since 1993, CDC has recommended one interactive counseling model, called client-
centered HIV prevention counseling (3,4 ), which involves two face-to-face sessions with
a provider or counselor (3-5,75,80). This model has traditionally used a two-step HIV

* Client-centered is used here to mean that the counseling sessions focus on the client’'s own
risk circumstances, risk behaviors, and prevention needs. This term should not be confused
with the more intensive, client-centered approach advocated by psychologist Carl R. Rogers,
although some skills and strategies that involve the client in the prevention counseling
process might be similar (Rogers CR. Client-centered therapy: its current practice,
implications, and theory. Boston, MA: Houghton Mifflin, 1951).
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testing approach in which clients are physically present at a setting for the HIV test (initial
session) and then return for HIV test results (follow-up session). Each session might
require 15-20 minutes (including testing and referral) for clients at increased risk for HIV,
but could take only a few minutes for those at lower risk. In the first session, a personal-
ized risk assessment* encourages clients to identify, understand, and acknowledge the
behaviors and circumstances that put them at increased risk for acquiring HIV. The ses-
sion explores previous attempts to reduce risk and identifies successes and challenges in
these efforts. This in-depth exploration of risk allows the counselor to help the client
consider ways to reduce personal risk and commit to a single, explicit step to do so. In the
second session, when HIV test results are provided, the counselor discusses the test
results, asks the client to describe the risk-reduction step attempted (and acknowledges
positive steps made), helps the client identify and commit to additional behavioral steps,
and provides appropriate referrals (e.g., to PCRS).
In one large, randomized, controlled trial, this model was reported to be

» effective at reducing high-risk sexual behaviors and new STDs (5);
 feasible to use even in busy publicly funded clinics;
» acceptable to clients, counselors, and health-care providers (80); and

+ cost-effective at preventing STDs in persons at increased risk for HIV (87-83).

The model was reported to be especially effective among adolescents and persons
with ongoing sexual risk behaviors (e.g., newly diagnosed STDs) (5). Although the ben-
efits of client-centered HIV prevention counseling in reducing high-risk drug behaviors
are unknown, studies have indicated that similar counseling approaches that help clients
explore risks and set specific risk-reduction goals reduce risky drug use behaviors
(39-41,84).

Observational studies and reviews of programs in various settings have indicated
that many counselors are still unfamiliar with the specific goals of the client-centered HIV
prevention counseling model (75,85 ) (Amy S. DeGroff, M.P.H., written communication,
2000). Because “client-centered” is sometimes misinterpreted as “face-to-face,” pro-
viders in many HIV test sites deliver face-to-face informational messages in response to
a generic checklist risk assessment. This type of counseling provides advice rather than
encouraging client participation or discussion of personal risk; it seldom focuses on per-
sonal goal setting. “Client-centered” can also be misinterpreted to mean that the coun-
selor should avoid directing the session. Although attentive listening and respect for
clients’ concerns are important elements of effective counseling, the primary goal of
client-centered HIV prevention counseling is risk reduction. HIV prevention counseling
usually requires provider training and support and ongoing quality assurance to achieve
optimal benefit. Providers can contact their state health department’s HIV/AIDS program
office for information on local training opportunities. For information on client-centered
counseling with rapid testing, see Addressing Barriers to HIV Prevention Counseling.

* Personal risk assessment is an essential element of HIV prevention counseling in which the
client and counselor work to understand and acknowledge the client’s personal risk for HIV.
Risk assessment is not synonymous with risk screening (see Determining Individual Client
Risk Through Risk Screening and Box 2), which helps determine which clients should be
recommended HIV CTR.
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Elements of HIV Prevention Counseling

Regardless of the HIV prevention counseling model used, some counseling elements
have been used repeatedly in effective interventions and are recognized by many spe-
cialists as critical in counseling success (Technical Expert Panel Review of CDC HIV Coun-
seling, Testing, and Referral Guidelines; February 18-19, 1999; Atlanta, Georgia).

The following elements should be part of all HIV prevention counseling sessions:

* Keep the session focused on HIV risk reduction. Each counseling session should be
tailored to address the personal HIV risk of the client rather than providing a
predetermined set of information. Although counselors must be willing to address
problems that pose barriers to HIV risk reduction (e.g., alcohol use in certain
situations), counselors should not allow the session to be distracted by the client’s
additional problems unrelated to HIV. Certain counseling techniques (e.g., open-
ended questions [Box 5], role-play scenarios, attentive listening, and a
nonjudgmental and supportive approach) can encourage the client to remain
focused on personal HIV risk reduction.

* Include an in-depth, personalized risk assessment. Sometimes called “enhancing
self-perception of risk,” risk assessment allows the counselor and client to identify,
acknowledge, and understand the details and context of the client’s HIV risk
(17,86,87). Keeping the assessment personal, instead of global, will help the client
identify concrete, acceptable protective measures to reduce personal HIV risk (Box
6). The risk assessment should explore previous risk-reduction efforts and identify
successes and challenges in those efforts. Factors associated with continued risk
behavior that might be important to explore include using drugs or alcohol before
sexual activity, underestimating personal risk, perceiving that precautionary
changes are not an accepted peer norm, perceiving limited self-efficacy for
successful change efforts, receiving reinforcement for frequent unsafe practices
(e.g., a negative HIV test result after risk behaviors), and perceiving that
vulnerability is associated with “luck” or “fate” (86-89).

» Acknowledge and provide support for positive steps already made. Exploring
previous risk-reduction efforts is essential for understanding the strengths and
challenges faced by the client in reducing risk. Support for positive steps already
taken increases the clients’ beliefs that they can successfully take further HIV risk-
reduction steps. For some clients, simply agreeing to an HIV test is an important
step in reducing risk (5,75 ).

* Clarify critical rather than general misconceptions. In most situations, counselors
should focus on reducing the client’s current risk and avoid discussions regarding
HIV transmission modes and the meaning of HIV test results. However, when
clients believe they have minimal HIV risk but describe more substantial risk, the
counselor should discuss the HIV transmission risk associated with specific
behaviors or activities the clients describe and then discuss lower-risk alternatives
(73). For example, if clients indicate that they believe oral sex with a risky sex
partner poses little or no HIV risk, the counselor can clarify that, although oral sex
with an infected partner might result in lower HIV transmission risk than anal sex,
oral sexis not arisk-free behavior, particularly when commonly practiced. If clients
indicate that they do not need to be concerned about HIV transmission among
needle-sharing partners if they use clean needles, the counselor can clarify that



Vol. 50 / No. RR-19

MMWR

BOX 5. Examples of closed-ended versus open-ended questions
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Closed-ended questions, which might
interfere with client-centered human
immunodeficiency virus (HIV) preven-
tion counseling

Have you ever injected drugs?
OR

Have you (for a male client) ever had
sex with a 