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Infonning patients and their families of the di­
agnosis of any serious illness is a difficult but 
familiar task for family physicians. Few of us are 
trained for this role. We develop a personal style 
based on the observation of others, approaches 
and philosophies advocated in the medical litera­
ture,I,2 and notions of how we would want this 
information made known to ourselves or to 
members of our families. But mainly our style 
is developed by trial and error. 

Notifying patients that their test for the 
human immunodeficiency virus (HIV) is positive 
can be particularly difficult, given the serious­
ness of the diagnosis from both a medical and a 
social perspective. When performed skillfully, 
this undertaking can provide the foundation for 
a strong physician-patient relationship. Negative 
impact on the patient and family can be kept 
within reasonable limits. When done poorly, the 
patient is left with feelings of isolation, despair, 
and antagonism toward the health care system. 
The physician-patient relationship may never 
recover. 

Much has been learned about mv testing and 
counseling that can provide guidance for physi­
cians. Patient education and pre-test and post­
test counseling, as well as an understanding and 
sensitive approach, are keys to this challeng­
ing interaction. 3-5 This Current Report-HW 
offers some suggestions based on our experi­
ences and those of mv counseling and testing 
services.6 . 
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Pre-Test Counseling 
Effective management of mv testing begins 
with pre-test counseling. Testing should not 
be performed until there has been adequate ed­
ucation about mv and informed consent has 
been obtained. If the patient does not appear 
emotionally prepared for the possibility of 
an mv-positive result, it may be advisable to 

postpone testing until additional counseling is 
performed. 

Risk factors for mv should be identified by 
obtaining a thorough sexual and drug history 
and inquiring about the receipt of blood prod­
ucts between 1978 and 1985. For patients who 
request mv testing but have no stated risk fac­
tors, it is usually wise to perform the test. Some 
patients will need the additional reassurance a 
negative mv test result can provide; others have 
risk factors they are unwilling to disclose. 
Guidelines for risk avoidance, including safer 
sex, drug rehabilitation, and safer injection drug 
use need to be discussed at this time. These 
guidelines are important regardless of risk fac­
tors or mv status. 

The best time for education is during pre-test 
counseling. Asking what the patient already 
knows can help clarify misconceptions and guide 
the discussion. Many patients need an explana­
tion of what mv is, how long the latency period 
between infection and disease can be, and the 
difference between being mv-positive and hav­
ing AIDS. A discussion of the antibody tests is 
important. 7 Proper testing for HIV antibodies 
begins with a screening test, the enzyme-linked 
immunosorbent assay (ELISA). If this test is 
positive, it is followed by a confirmatory test, 
either the Western blot test or the im­
munofluorescent antibody test. The patient 
must understand that a "window" period exists 
between infection and seroconversion. During 
that time, false-negative test results can occur. 
Most persons will seroconvert by 6 to 8 weeks 
after exposure, and the vast majority by 3 
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months. Occasionally, seroconversion does not 
occur for many months thereafter or, rarely, not 
at all. Retesting is advised for persons who might 
be in this window period. 

Infonned consent for HIV testing requires 
that the risks and benefits be discussed in detail. 
Just having the test done, regardless of the re­
sult, carries some risk. Others may assume that 
the person belongs to a high-risk group. Insur­
ance companies have refused coverage after find­
ing out that an HIV test was perfonned. Finally, 
false-positive and false-negative results, although 
uncommon, can result in serious personal, medi­
cal, and social problems. 

For the person who is antibody-negative, the 
negative test results provide reassurance but can 
give a misleading sense of security, which can 
result in unsafe behaviors and failure to be 
appropriately retested. For persons testing 
HIV-positive, benefits include preventing trans­
mission by changing risk behaviors, early 
diagnosis and treatment, and partner notifica­
tion (by the patient, physician, or health depart­
ment). In addition, many patients will have 
spent months or years worrying about their 
HIV status. Even for those whose tests are 
positive, it can be a relief to resolve this uncer­
tainty. Risks include depression, substance abuse, 
and suicide. Social consequences, such as isola­
tion, discrimination,8,9 and abandonment by 
friends and family, occur frequently. 

Loss of confidentiality is another important 
risk to HIV-positive patients. Confidentiality can 
be difficult to assure in a primary care practice 
that functions much like a small community. 
Physicians, nurses, laboratory technicians, and 
office staff often have access to HIV test results. 
Special measures may be required to protect the 
patient's privacy. In addition, many patients are 
concerned about disclosure of test results to in­
surance companies and public health authorities. 
Laws regarding the release of infonnation vary 
from state to state. Before consenting to anti­
body testing, the patient must know to whom 
the test results might be disclosed. When con­
fidentiality cannot be guaranteed, anonymous 
testing should be strongly considered. Anony­
mous testing requires that specific patient iden­
tification is not used. This fonn of testing can 
prevent social problems resulting from the re-

362 JABFP Sept.-Oct. 1991 Vol. 4 No.5 

lease of infonnation to other parties, including 
family members, friends, acquaintances, co­
workers; and employers. 

The physician needs to assess how the patient 
will cope while waiting for the test result. Un­
derstanding the patient's social support network 
(family, friends, social and religious groups) can 
provide the physician with important insight 
into the patient's needs. Finding out who pa­
tients will infonn about their decision to be 
tested can identify sources of support as well as 
potential problems. Knowing about previous re­
sponse patterns to stress can help predict what 
might occur if the test result is positive. 

Finally, the patient should be told that results, 
whether positive or negative, will be given in 
person at the follow-up visit. Because telephone 
notification of positive results is dangerous, and 
contrary to the principles of a positive physi­
cian-patient relationship, the physician can insist 
upon a policy of personal post-test counseling. 

Post-Test Counseling 
During post-test counseling, little infonnation 
will be absorbed, especially if the test result is 
positive. At the beginning of the session, the pa­
tient can be given the opportunity to bring up 
any problems or questions that have come up 
since the last visit. Most patients will be anxious 
to find out their test results, and the physician 
should proceed without delay. 

HW-Negative Result 
For the seronegative patient, HIV testing can 
provide an opportunity to change high-risk be­
haviors. Counseling about safer sex, clean needle 
use, and treatment for drug dependency can be 
successful at this time. For patients with recent 
or ongoing risk behaviors who may be in the 
window period, a plan for follow-up testing is 
essential. 

HIV-Positive Result 
A clear statement should be made that the test 
is positive and the patient is infected with the 
HIV virus. A positive HIV test is interpreted by 
most patients as the diagnosis of a terminal ill­
ness or even as a death sentence. Some degree 
of psychological shock usually follows. There­
fore, most patients are not able to take in much 
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information. This encounter is not the time for 
detailed explanations of immunology, the spec­
trum of HIV disease, safe sex practices, or an 
elaborate health care plan. The patient's own 
questions and concerns should guide the rest of 
the session. 

Having a positive HIV test often creates pro­
found feelings of isolation and fear of being 
abandoned by others, including health care pro­
viders. lo One of the most important goals of this 
session is to convey the message that the physi­
cian, patient, and family will continue to work 
closely together. We use the definition of a 
family as "a group of intimates with a history 
and a future."ll p 1099 

The physician needs to convey some sense of 
hope. Clinical illness might not occur for years, 
the development of new antiviral drugs is prom­
ising, and effective treatments for most compli­
cations of HIV disease are now available. The 
physician's willingness to provide comprehensive 
primary care can be comforting. Use of the 
word "we" when talking about the patient's care 
can foster a sense of togetherness rather than 
isolation. 

Under these stressful circumstances, however, 
such reassurance may offer little consolation. 
The physician should assess how the patient will 
cope with this crisis and whom he or she will 
tell. The potential for suicide, drug abuse, or 
other self-destructive behavior needs to be ad­
dressed. Partner notification may be an immedi­
ate and pressing issue at this time. 

A clear, short-term plan should be in place by 
the end of this session. Periodic physical exami­
nations, laboratory testing, and specific treat­
ments can be mentioned briefly as part of the 
plan. Further discussion of a comprehensive and 
individualized treatment plan can be reserved for 
future visits. A return visit within a week should 
be scheduled. A written appointment slip will 
avoid confusion and emphasize the active 
management plan that is now in effect. During 
the interval before the next visit, the patient 
should be encouraged to contact the office on­
call system, community support services, or 
national hotlines if further problems or ques­
tions arise. Members of the family and support 
network can be encouraged to use these services 
as well. 

Above all, the session should build a sense of 
connection between the patient and physician. 
We recommend a handshake or other form of 
physical contact to strengthen that connection 
and to give the unspoken message that HIV is 
not casually transmitted. The patient should 
leave the office knowing that the physician will 
be at the center of a team that includes the pa­
tient, family, support network, and other medical 
specialists and social service agencies to assure 
the best possible care. 

Conclusion 
Family physicians are in an ideal position to 
identify HIV-infected persons and provide com­
prehensive HIV care. HIV testing and counsel­
ing can be the foundation for that care. The 
techniques described above are intended to help 
in this challenging task. 

Our thanks to Pamela LoPinto for her valuable help in the 
preparation of this manuscript. 
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