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For the past several years, demand

for HIV antibody testing at state-
funded sites has been overwhelming.
This is true largely because of two
events. First, basketball star Magic
Johnson disclosed his HIV infection in
1991 and brought unprecedented
awareness to antibody testing. Second,
in 199??, the state conducted an out-
reach campaign that encouraged peo-
ple to “Get Tested.” Increased
volume—in some areas demand
quadrupled—was seen initially as a
sign of the success of testing programs
to reach out into many communities
and test as many people as possible.

However, policymakers are now
scrutinizing the benefits of such
widespread testing and counseling,
based in part on the expense of such
programs as well as the belief that
many people are testing needlessly.
They argue that these factors are drain-
ing resources and inhibiting programs
from meeting their central purpose:
screening clients who have engaged in
high-risk activities or are most likely to
do so, and providing these people with
counseling and education to bring
about behavior change.

Many of those who have sought
testing in recent years participate little
or not at all in high-risk behaviors; 63
percent of those testing at state-
funded test sites in California during
1992 fell into this category and have
been identified, for brevity’s sake, as
low- or no-risk clients. The definition
of a no- or low-risk client is based on
the statistical probability that a person
will test positive given his or her HIV
infection risk—or absence of risk.

While testing and counseling pro-
grams have by definition focused on
the HIV antibody test, it has become
clear that many people—particularly
low- and no-risk clients—may be
better served by other HIV-related
services. For instance, these clients
may need referrals for education, in-
depth counseling, or medical care. In
addition, it is no longer true that
testing and counseling are available,
as in the past, only at public sites or a
handful of other sources. Many pri-
vate physicians and clinics, as well as
free, grant-funded sites, offer testing.

“Triage” is being looked to as a
possible method to respond to what is
perhaps a misuse of testing. Triage is
a process for screening clients’ risks
and needs by telephone or in-person
to determine which clients should be
tested in a particular program and
what priority they should be given to
receive services. Policymakers assert
that people who insist on testing
despite their low- or no-risk status,
and who can afford to pay for testing
and counseling, should not further tax
free testing programs.

This article focuses on triage strate-
gies and ways that communities have
begun to implement elements of triage
into their programs. It presents details
about plans by California to implement
a triage system, and it discusses tech-
niques for performing triage as well as
dilemmas raised by proposed changes.

Triage
While triage is a relatively new

concept in HIV antibody testing,
several public testing programs across
the country have already implemented
triage strategies. In Seattle, a hotline is
staffed by trained counselors who
assess the risk of those seeking test-
ing. When counselors identify low- or
no-risk callers they refer them to a fee-
for-service testing and counseling
component of the public health depart-
ment. Overall, the rate of positive
results in all public testing programs
was 1.2%, or approximately 600 of
50,000 people tested in 1992. In the
low- and no-risk site, which began its
work in the spring of 1993, nearly
1,000 clients were seen in a three-
month period and two clients tested
positive, a rate of .2%. The program is
supported largely by client fees, which
are based on a sliding scale.

In Fresno, telephone counselors
assess infection risks and offer coun-
seling to people seeking an appoint-
ment for antibody testing. Estimates
by Fresno officials suggest that since
the phone triage program was started
in early 1993, 10 percent of callers
have been referred to fee-for-service
programs and 20 percent have real-
ized by the end of the call that they
did not need to test. Another 5 per-

cent to 10 percent were educated
about the “window period” of infec-
tion and decided to wait to test until
this six-month period had passed.

Clients visit test sites in Colorado
without making appointments, and
counselors perform triage in person.
Clients complete a risk-assessment
tool and risk-reduction “plan” prior to
seeing a counselor. The plan surveys
thoughts related to changing risk
behaviors, and helps the counselor
understand the client’s awareness
about risks and interest in changing
behaviors. Because they have this
information at the outset of the ses-
sion, counselors have more time to
intervene and assess client’s needs.

California’s Triage Plan
In anticipation of a $3 million short-

fall in the state’s testing program in the
current fiscal year, the Office of AIDS is
considering various options, including
recommending a triage system. The
goal for local testing programs would
be to give priority, within existing
testing resources, to people who are at
highest risk for HIV infection. In 1992,
17 percent of those who tested identi-
fied no risk for HIV infection. Had these
individuals alone not tested, officials
estimate that testing programs could
have redirected $1.7 million.

Currently in the discussion and
pilot phases of development, the
recommendation would be that coun-
selors assess caller risk and give
priority appointments to those at
highest risk. They would discuss with
low- and no-risk callers whether the
test is necessary for them and what
alternative services would meet their
needs. Counselors would refer low- or
no-risk clients who insist on testing,
and who can pay for the test, to fee-
based programs. If callers cannot pay
or continue to want a test through the
public program, they would be given a
“low priority” appointment for coun-
seling and testing. Low priority means
a client would be assigned an appoint-
ment further in the future than some-
one identified as being at higher risk.
When these clients visit the test site,
they would receive further counseling
and, as appropriate, be referred else-
where. If clients decline a referral,
they would then be tested.

Another option being considered is
to give low- and no-risk clients who
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test antibody negative written materials or have
them view a video to reinforce the importance
of avoiding risk, but not offer post-test counsel-
ing to them. All clients who test antibody posi-
tive would be given counseling. In addition, all
high-risk clients would be referred for STD
screening, and all antibody positive clients
would be educated about and supported in
notifying sexual and needle-sharing partners.

Triage Counseling Techniques
Be aware that phone counseling has a spe-

cial focus and demands excellent listening
skills. While in-person contact gives coun-
selors the opportunity to assess through visual
cues, the telephone requires and allows a
counselor to closely monitor and comment on
voice quality, tone, and pauses.

Telephone counselors must convey to clients
what to expect during the phone call. This will
help callers make the transition from expect-
ing simply to schedule an appointment to
responding to questions. A counselor might
begin by greeting the client and asking how
the counselor may be of assistance. When the
client responds, for example, “I’m calling to
schedule an HIV test,” counselors can respond,
“Before I know whether I can schedule a testing
and counseling appointment, I need to ask
some questions about your testing history and
risks for HIV infection.”

Clients may be surprised by this change.
They may feel entitled to an appointment
based on previous experience, and may express
curiosity, anger or frustration at the change.
Clarify for callers in a neutral and calm tone
that program requirements have changed,
making it necessary to ask these questions.

Follow the client’s lead while being aware
that the counselor’s role is to learn whether
the client has tested before, and if so, where
and when. The counselor can then ask the
client: “What makes you seek testing and
counseling now?” It may be necessary to clari-
fy the risk of specific behaviors and explain
methods of HIV transmission as well as the
infection “window period” to help clients
determine whether the test is appropriate.

Finally, informing clients of other testing
options may be appropriate if they do not meet
criteria for testing and counseling. Providing
clients with accurate referral information for
confidential testing, fee-for-service testing, or
services not related to the test should reflect
the needs of the client and must be given with
sensitivity to each client’s concerns.

Concerns about Triage
Many people involved in HIV antibody test

counseling, from counselors to program plan-
ners, have expressed concerns about institut-
ing a triage system and what appears to be a
more restrictive testing policy. Among these
concerns are that: the turnabout in messages
given by counselors may be confusing and
difficult for counselors as well as clients;
criteria used to define a person as being at
low-risk will improperly turn away people who
are actually infected; and adequate assessment
cannot be performed by telephone. It is impor-
tant for policymakers as well as counselors to

be aware of each other’s concerns, and to be
willing to revise the triage model as needed.

The sense of responsibility counselors may
feel when facing triage — the idea of saying
no, of redirecting some clients to other
resources — is especially powerful. Not unlike
recently revised messages about needle-clean-
ing guidelines and widespread ambiguity
about the risk of oral sex, the thoughtful
counselor may have doubts about the value of
the changing nature of testing priorities and
may hesitate to defer clients from testing. This
is especially true because counselors are
trained to see clients as individuals, not statis-
tics, and to see risk, no matter how relatively
insignificant, as something about which clients
must be counseled.

Some low-income and apparently low-risk
clients who are either unwilling to reveal their
risks or do not understand their risks may be
less willing to test if their choices are restricted.
As has been proven in other triage programs,
some of these clients are infected with HIV.

Counselors should continue to use their
best discretion and err on the side of testing if
the client’s risk profile is not clear. Counselors
should also consider triage as an approach to
better meet the needs of clients. If unneces-
sary, antibody testing is no service. After
further education, testing may be neither what
clients want or need, but the referrals that
counselors can offer may get clients to services
that will help them.

Clients who once received public health
messages encouraging testing and are now
referred elsewhere, may have difficulty under-
standing this new message. Counselors must be
prepared to respond to client feelings about
being turned away, and to acknowledge to clients
that the message has changed: some people may
not need to test, but they may need education
and counseling. Further, the public presentation
of testing program services services needs to
change to reflect the new approach.

The opportunity to meet with clients in-
person is an important aspect of the current
counseling model. However, officials with the
telephone triage program in Fresno claim the
added anonymity of telephone counseling
leads to greater disclosure than in-person
counseling. It is probably true that some
people respond better to one counseling set-
ting than to another, but, if skillfully coun-
seled and educated, most clients will disclose
sufficient information in either setting.

Adapting to the New Limits
It is important for HIV antibody test coun-

selors working in triage and test-related counsel-
ing to continue focusing on clients as individuals,
performing the best risk assessment possible,
making appropriate counseling interventions
and linking clients to optimal referrals. In addi-
tion, in light of triage, the final step of letting go
and moving on is even more critical.

Counselors have always realized there are
limits to the test counseling role and that
some clients test to address unfounded fears.
Triage explicitly acknowledges these limits by
institutionalizing them and offers counselors a
framework in which to respond.
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