
Research Update 
The relationship between coun-

selor and client is a central compo-
nent of the counseling process, and
the quality of this relationship is a
significant element in the success of
a counseling interaction.1 The best
outcomes tend to occur when a
therapeutic relationship exists in
which the counselor communicates
respect, genuineness, and empathic
understanding to the client.2

Boundaries provide a way to
conceptualize and maintain appro-
priate behavior and styles of relat-
ing for both counselor and client.
Maintaining clear boundaries helps
ensure that both the counselor and
the client adhere to their distinct
roles and limit opportunities for
them to transgress those roles.3

Boundaries are difficult to define
because they are not a simple set of
rules and ethics. Boundaries encom-
pass the limits of the counseling rela-
tionship while ensuring the safety
necessary for both client and coun-
selor to be spontaneous in a ses-
sion. Boundaries protect the client’s

vulnerabilities and provide a frame-
work for exploring his or her
thoughts and feelings.4

Although most of the research
on boundaries applies to counsel-
ing and therapy in general, rather
than HIV counseling in particular,
it offers important insights for HIV
test counselors. 

Setting and Maintaining Boundaries
Counselors need to understand

the rules and roles for both counselor
and client, and it is important for
counselors to communicate these
rules to clients, by example and, if
necessary, by explicit statements.5
However, counselors cannot expect
clients to understand and maintain
boundaries; it is the counselor ’s
responsibility to constantly and
actively make judgements about
where to draw boundaries and to do
so with wisdom and compassion.1
As situations arise that may challenge
boundaries, it is the counselor ’s
responsibility to recognize limits and
manage them. This may involve
engaging clients directly in helping
to define limits most appropriate to

their needs and preferences.6
A boundary violation by a coun-

selor can be harmful because it
interferes with the basic structure
of counseling that allows the client
to feel safe. A boundary violation
occurs whenever the counselor acts
on the basis of his or her own needs
or desires rather than on behalf of
the client’s needs and best interests.
Such boundary violations include
participating in sexual activity with
a client, lending or borrowing
money, asking a client for advice, or
trying to obtain other forms of help
or support from the client.5

Counselors must not take advan-
tage of their expertise or position of
trust to exploit clients. When coun-
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selors consciously or unconsciously
allow their needs to take prece-
dence over the needs of the client,
boundary violations are more likely
to occur. It is important for coun-
selors to be aware that they are in a
position of authority in the coun-
seling session, and the resulting
power imbalance may increase the
potential for inappropriate influence
to occur.4

Given that boundaries are limits
that allow for a safe environment to
address client needs, altering these
limits creates ambiguity about
what is allowed, which clients may
interpret as an intrusion into their
sphere of safety. In addition to
harming clients, boundary viola-
tions can have detrimental effects
on counseling and the broader ther-
apeutic community, because the
more clients have negative experi-
ences with counselors, the less like-
ly they are to trust counselors and
test for HIV again in the future.4

One boundary that counselors
must never cross is that of sexual
intimacy with a client. In addition
to the potential harm and the
exploitive nature of using the coun-
seling setting for personal sexual
gain, the counselor-client relation-
ship is likely to change because for
many people sexual intimacy is a
defining feature of a relationship.
Sexual interaction breaks the origi-
nal contract and central boundary
between counselor and client.1

Although professional ethical
codes provide important and useful
guidelines for counselors, these
guidelines are general and cannot
possibly address every possible sit-
uation or dilemma that may arise in
a counseling session. As a result,
there may be situations in which a
counselor may decide to cross cer-
tain boundaries for the greater good
of helping the client. It is important
to avoid extending a boundary
impulsively. There must be sound
reasoning behind such a decision
that can stand up to peer scrutiny.1

When faced with a decision to

extend a boundary, a useful exer-
cise is for the counselor to ask him
or herself two questions: “Can I
expect this boundary extension to
further empower the client?” and
“If the boundary extension turns
out to be less helpful than expected,
can the failure be used therapeu-
tically to further empower the
client?” Affirmative answers to
both of these questions would sug-
gest that the counselor is justified in
extending the boundary, but it is
important to approach these ques-
tions from an impartial, neutral
stance and, if possible, after con-
sulting a colleague.1

Confidentiality
Client confidentiality is one of

the most important boundaries in
the counselor-client relationship.
Confidentiality is the ethical foun-
dation of counseling that encour-
ages client disclosure while
protecting the client from having
the disclosure revealed outside of
the counseling context. The client is
more likely to confide in the coun-
selor with the knowledge that the
sensitive information revealed dur-
ing the session will remain confi-
dential. Confidentiality is essential
to establishing trust between coun-
selor and client.7

There are situations in which it is
appropriate or necessary to break a
client’s confidentiality. An impor-
tant example of breaching confi-
dentiality is the duty to warn when
there is impending danger to the
client or to other people. The 1976
legal case that set a precedent for
the duty to warn is Tarasoff v.
Regents of University of California,
the first case to address the respon-
sibility of practitioners to warn
third parties of potential harm from
their clients.7

The Tarasoff case involved a client
telling his psychotherapist that he
was going to kill his girlfriend. The
therapist notified the police, who
detained the client but released him
after deciding that he was not an

immediate threat. The client later
killed his girlfriend, and her parents
sued the therapist for failure to
detain a dangerous client and for
failure to warn the victim and other
people likely to have contact with
her. The court decided that the
threat of public peril outweighed
the importance of client confiden-
tiality. Although counselors and
therapists have a responsibility to
maintain client confidentiality, this
confidentiality is not absolute
because they also have a responsi-
bility to protect public welfare.7

The Tarasoff ruling stipulated
that the “duty to protect” should
exist in situations in which the fol-
lowing three conditions are met: a
special relationship (as between
therapist and client); a reasonable
prediction of conduct that consti-
tutes an imminent threat of vio-
lence; and an identifiable victim.
The court also stated that it is the
therapist’s obligation to break con-
fidentiality only when it is neces-
sary to avert danger to others. One
interpretation of this statement is
that there are various ways other
than breaking a client’s confiden-
tiality to protect potential victims.
for example, encouraging behavior
change may protect third parties
while maintaining confidentiality.7

The Tarasoff ruling—codified
into California law—is widely cited
as the precedent for cases involving
the duty to warn, but it is legally
binding only in California and
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applies only to licensed therapists,
not to HIV test counselors. There is
no federal law addressing the limits
of client confidentiality. While
some states have laws pertaining to
these issues, others do not, and
laws in different states may vary
dramatically.7

Partner Notification
Partner notification is the process

of informing sexual or needle-shar-
ing partners of clients who test pos-
itive for HIV or other sexually
transmitted infections that they
may have been exposed to infec-
tion. Partner notification has been
controversial since the beginning of
the AIDS epidemic because of the
debate between the rights of the
individual to confidentiality and the
responsibilities of the state to pro-
tect public health.8 Although health
care providers have an ethical
responsibility to make sure sexual
and needle-sharing partners are
notified of exposure to HIV and
other sexually transmitted diseases
(STDs), doing so may compromise
client rights to confidentiality.9

The goals of partner notification
are: to provide services to sexual
and needle-sharing partners of HIV-
positive clients so they can avoid
infection or prevent transmission to
others if they are already infected;
and to offer partners early access to
individualized counseling, HIV
testing, medical evaluation, treat-
ment, and other prevention servic-
es, as appropriate.10 In addition,
partner notification, also called
“contact tracing” or “partner coun-
seling and referral services” (PCRS),
provides an opportunity to educate

both clients and their partners
about risk-reduction strategies.9
Partner notification can also be an
effective way of identifying sexual
and drug-injecting networks at high
risk for transmission of HIV and
other STDs. This information can be
useful for planning and directing
prevention interventions to reduce
risk within these networks.10

Different states have different
laws regarding partner notification
of HIV and other STDs. The Centers
for Disease Control and Prevention
(CDC) requires federally funded
HIV testing sites to make partner
notification programs available to
clients who test HIV-positive. In
addition, the World Health Or-
ganization and the United States
Preventive Services Task Force rec-
ommend partner notification as a
strategy to curb STD transmission.9

Partner notification benefits
partners exposed to HIV whether
or not they are infected. Those who
are infected have the benefit of
early diagnosis and, therefore, the
opportunity to begin treatment.
Those who test HIV-negative may
become more aware of their risks
and benefit from client-centered
counseling, which research has
shown to be effective at reducing
the risk for STD infection.8

There are three main methods
for undertaking HIV partner notifi-
cation: client referral (also called
self referral) involves the client
agreeing to notify his or her part-
ners of exposure and referring
them to appropriate services; pro-
vider referral entails the test coun-
selor or other provider obtaining
consent from the HIV-positive
client, then initiating the confiden-
tial notification process, which is
usually carried out by the local
public health department; and con-
tract referral is a combination of the
two by which the client agrees to
notify partners with the under-
standing that the provider will take
over notification responsibilities for
partners who do not visit the clinic

within a contracted time period.8
Research suggests that provider
referral is more effective than client
referral,9 but it also requires more
staff training and is more costly and
labor-intensive.8

There are a number of potential
obstacles that may arise when
attempting to implement partner
notification. In some cases, clients
do not know who their partners are
or where to locate them. Because
clients who test HIV-positive may
have been infected for long periods
of time before diagnosis, it is diffi-
cult for providers to determine how
far back in a client’s history they
should look to find partners who
may have been exposed. In general,
current or relatively recent partners
are the most likely to be identified,
located, and counseled through
partner notification programs.8

Partner notification may also be
especially difficult among hard-to-
reach populations, including injec-
tion drug users and homeless peo-
ple. As a result of these difficulties,
there are often large differences
between the number of partners
identified, the number for whom
adequate locating information is
available, and the number success-
fully notified.8

Despite its benefits, partner noti-
fication may also lead to adverse
outcomes, perhaps most notably,
domestic violence against the HIV-
positive client by the partner after
being notified. Other potential
adverse effects include stress,
stigmatization, discrimination, loss
of confidentiality, and emotional
trauma. The potential for adverse
effects highlights the need for cau-
tion and the importance of the train-
ing needed for safe and effective
partner notification.8 

It is important to note that part-
ner notification for HIV is different
than for other STDs, because there is
no cure for HIV and because the
social stigma that often accompanies
HIV infection may lead to discrimi-
nation against HIV-positive people.10
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HIV Surveillance
Another challenge to confiden-

tiality arises out of the process of
surveillance that collects data to
track the progression of the epidem-
ic. In 1983, the CDC implemented a
policy that requires states to report
the names of all people diagnosed
with AIDS. Although states have
not been required to report cases of
HIV infection, the CDC has recently
given states a deadline of July 1,
2004 to implement a system of
tracking HIV infection or risk losing
substantial federal funding. Many

states currently use a name-based
reporting system, while a handful
of states have chosen to use a code-
based reporting system that main-
tains the confidentiality of the
HIV-positive client’s identity.11

On July 1, 2002, California became
the most recent state to adopt the pol-
icy of “non-names reporting.” Under
the new system, every positive HIV
antibody test at confidential test sites
will be assigned a unique identifier
code based on information about the
client, including last name, gender,
date of birth, and last four digits of

his or her Social Security Number.
The non-name code contains no infor-
mation that can be used to trace the
test result back to the client, thus pro-
tecting confidentiality of test results.11

Under the new California law,
anonymous HIV test sites are not
required to report HIV-positive test
results because they do not collect
any identifying information. How-
ever, when HIV-positive people seek
medical care, including CD4+ count
and viral load testing, medical
providers are required to comply
with the reporting process.12
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Within the context of HIV coun-
seling and testing, many intimate
conversations occur that challenge
counselors to maintain profession-
al boundaries, the ethical standards
of behavior to which counselors
must adhere in order to provide
safety and focus in the session.
Among these standards are avoid-
ing self-disclosure, being aware of
“countertransferencial” feelings
and their effects on counseling, and
maintaining confidentiality. 

Self-Disclosure
Situations may arise in which

counselors are tempted to disclose
personal information about them-
selves to clients, sometimes in an
attempt to display empathy.
Although self-disclosure can be
effective in certain therapeutic situ-
ations, it is generally not appropri-
ate within the client-centered model
of HIV counseling and testing. Self-
disclosure should be used rarely
and mindfully, if at all.

One reason for counselors to avoid
self-disclosure is that doing so may
give the client the opportunity to use
the information to inappropriately
shift the focus of the session onto the
counselor. For example, if a coun-
selor tries to place a client at ease and
show empathy by disclosing that he

or she also was terrified when first
testing for HIV, the client may ask
the counselor follow-up questions,
including the counselor’s test results. 

Self-disclosure should never
include information about a coun-
selor’s current sexual behaviors or
substance use, largely because these
behaviors are so closely related to
the topics of the counseling session.
There is also the potential for an
emotional charge that would dis-
tract from the session’s goals by
shifting the focus to the counselor
instead of the client .

As another example, a counselor
may be tempted to reveal his or her
history of recovery from alcoholism
in response to a client’s disclosure of
a similar history. A more effective
approach is to give clients positive
feedback for taking care of them-
selves, perhaps by asking how long
they have been sober and respond-
ing with supportive comments, such
as, “That is quite an accomplishment.
How are you doing with it?”

Before deciding to employ self-
disclosure, the counselor must be cer-
tain there is no other way to achieve
the desired purpose. Usually, there
is another way that is more effective
without undermining the dynamics
of the session. The counselor must
also be certain that the disclosure is

in the interest of helping the client
rather than serving the counselor’s
own needs. 

A rare case in which self-disclo-
sure may be appropriate is if a coun-
selor is working with a client who is
grieving the loss of a loved one and
feels isolated, is difficult to reach,
or is having trouble opening up. If
nothing else seems to be working, a
counselor who has had a similar
experience may disclose this as a way
to normalize the experience, to make
it easier for the client to open up, and
to put him or her at ease. 

“Third personing” can accomplish
goals similar to self-disclosure with-
out risking the integrity of client-cen-
tered principals. Rather than dis-
closing personal experiences,
counselors may refer to “other
clients” or “a friend” as a reference.
For example, the counselor might
say, “Other clients have also said that
it is difficult to consistently use con-
doms,” and then follow up with
some of the approaches “these
clients” have found useful.

Countertransference
“Countertransference” is a psy-

chological term referring to feelings
or thoughts a counselor may have for
a client that have less to do with the
client and more to do with the coun-
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selor’s fantasy of the client. Alternately,
“transference” refers to a client’s pro-
jections onto the counselor.  

Within HIV counseling and test-
ing, countertransference often
involves erotic feelings the counselor
has for the client. Whether a coun-
selor is attracted to a client is not
problematic in itself. Given the con-
text of intimate sexual discussion, it
may be understandable that such feel-
ings occasionally arise. What can
cause problems is how counselors
react to these feelings. Some coun-
selors may find themselves asking
questions about or steering the ses-
sion into areas that have more to do
with the counselor’s personal inter-
ests than the client’s risks. This is an
infraction of professional boundaries. 

For example, it is a gross violation
of boundaries for a counselor who is
attracted to a client to give the client
his or her home phone number or
to make a date with the client. Such
behavior could lead to the counselor’s
dismissal. To help reinforce profes-
sional boundaries, many HIV testing
agencies have policies against coun-
selors having social contact with
clients for several years after coun-
seling them. These policies protect
clients as well as counselors from cre-
ating relationships that have dual,
often conflicting purposes, are almost
always damaging to the client and
counselor, and are unethical.

If erotic feelings arise during a ses-
sion, it is essential for counselors to
find ways to put them aside. Learn-
ing to recognize and observe with
detachment one’s own thoughts and
feelings towards a client is the mark
of a good counselor. For example, a
counselor may develop an internal
monologue that says, “I find this
client very attractive, and I want to
know more about his relationship
difficulties. It is okay for me to find
him attractive, but I’m not going to
act on it, and it is none of my busi-
ness what his relationship difficul-
ties are unless they contribute to his
HIV risks.” This kind of exercise may
help enable the counselor to remain
appropriately focused. However, it
is important for counselors to main-
tain a balanced perspective so that
attempts to avoid topics that may
raise countertransferencial feelings
do not overshadow the goals of the
counseling session to provide an
accurate risk assessment. 

Discussing one’s attraction to a
client with a colleague or supervi-
sor is an appropriate way for coun-
selors to release an erotic charge.
Additionally, counselors may con-
sider referring the client to a differ-
ent counselor for the disclosure ses-
sion, although this may not be pos-
sible at all test sites. 

Confidentiality
Within the context of HIV coun-

seling and testing, the term “confi-
dentiality” has two connotations. One
connotation refers to the type of HIV
testing service an agency offers,
meaning that “confidential” testing
differs from “anonymous” testing in
that it involves collection of client
names and other identifying infor-
mation. The other connotation refers
to professional boundaries and the
requirement that all client informa-
tion remain private to enhance the
safety of the session. This aspect of
confidentiality applies to both anony-
mous and confidential test sites. 

The safety created by confiden-
tiality within a session is crucial.

Unauthorized release of a client’s
HIV test result could affect job secu-
rity, housing, insurance benefits, child
custody, or other important elements
of his or her life. Even the appear-
ance of lax confidentiality can under-
mine the goals of HIV counseling.

For example, without the safety of
confidentiality, clients are unlikely to
divulge important information about
their risks. If a client overhears a
counselor discussing a session with
a colleague, the client’s perception of
safety may be damaged. This client
may understandably be concerned
about the careless manner counselors
treat private information and may
subsequently choose to withhold
important information about his or
her risks. When discussing cases with
colleagues, counselors must be vig-
ilant to ensure their conversations
occur in private and do not reveal
identifying information about clients.

Another example of carelessness
is leaving client files open or unat-
tended. Unattended client files are
signals to clients that the informa-
tion they provide counselors about
private matters regarding sexual
behaviors, drug use, and relation-
ship dynamics is not secure and,
therefore, not confidential. As a
result, they may choose to not dis-
close important information, choose
to test elsewhere, or tell their
friends how carelessly the testing
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agency keeps client files.
According to state laws, there may

be exceptions to confidentiality. Those
exceptions are usually in the areas of
providing information that is sub-
poenaed by a court of law; reporting
child abuse, elder abuse, or domes-
tic violence; and informing endan-
gered third parties of an imminent
threat. When medical records are sub-
poenaed, the prevailing state law
holds precedence. At anonymous test
sites there are no records kept and,
therefore, none to subpoena. For
counselors at confidential sites, the
procedures on reporting laws are
established by their agencies. Coun-
selors should always consult their
supervisors on how best to handle
these issues if they arise.

Standard child abuse reporting
laws apply at confidential, but not
anonymous, test sites. A counselor
who has reason to believe that a client
is involved in child abuse must, in
collaboration with agency supervi-
sors, report this to child protective
services or the local police. However,
it is important to keep all references
to HIV confidential. If a client is 18
or older and was the victim of child
abuse before the age of 18, it is the
responsibility of the client—not the
counselor—to make the report. 

If a client tests HIV-positive, it is
important to notify his or her sex-
ual or needle-sharing partners
because they may have been exposed
to infection. The preferred method

of informing partners is for the client
to disclose his or her test result. If the
client is unwilling or unable to inform
his or her partners, the counselor can
refer the client to the local health
department for assistance. Most
health departments have trained
health officers who gather informa-
tion from the HIV-positive client
about past partners and notify them
without using the client’s name or
other identifying information. 

If the client remains unwilling to
inform past and current partners,
work with the client to explain the
importance of notifying partners,
and refer him or her for counseling.
Some clients need time after the
shock or anger of hearing an HIV-
positive disclosure to integrate the
test results before they are able to
tell others about their diagnosis.
Anecdotal experience from agencies
that provide follow-up counseling
to clients who test HIV-positive
suggests that within a few weeks of
receiving medical and social servic-
es and with supportive counseling,
clients who were previously unwill-
ing or unable to inform partners
become more receptive to doing so.

HIV Surveillance 
Since 1983, the Centers for Disease

Control and Prevention (CDC) has
required states to report all cases of
AIDS, the disease characterized by
HIV infection, opportunistic condi-
tions, and low CD4+ cell counts.

However, AIDS statistics do not give
an accurate representation of an epi-
demic that includes increasing num-
bers of people who are HIV-positive
but do not have AIDS. Many states
have implemented programs that
report the names of all people who
test HIV-positive, but a handful of
states have decided on a policy that
reports HIV infections to the CDC
using a unique code—rather than a
name—that cannot be linked back to
the HIV-positive person. 

On July 1, 2002, California became
the most recent state to adopt the pol-
icy of “non-names reporting.” Non-
names reporting uses a mechanism
that prevents reporting a case of HIV
infection more than once and distin-
guishes one case from another. Anon-
names report is generated when a
client tests HIV-positive at a confi-
dential test site—but not at an
anonymous site—or when a client
receives medical care for HIV infec-
tion from a medical provider. 

To generate the unique identifier
code that is reported with an HIV-
positive test result, testing agencies
collect a client’s last name, complete
date of birth, gender, and the last four
digits of a client’s Social Security
Number. Additionally, confidential
test sites ask for contact information
from a client, usually a telephone
number or address, to be used sep-
arately from the reporting informa-
tion and only to contact the client if
he or she fails to return for test results.

6 PERSPECTIVES: BOUNDARIES

References
1. Sommers-Flanagan R, Elliott D, Sommers-
Flanagan J. Exploring the edges: Boundaries
and breaks. Ethics and Behavior. 1998; 8(1): 37–48.

2. Glauser AS, Bozarth JD. Person-centered
counseling: The culture within. Journal of Coun-
seling and Development. 2001; 79: 142–147.

3. Owen IR. Boundaries in the practice of
humanistic counselling. British Journal of Guid-
ance and Counselling. 1997; 25(2): 163–174.

4. Smith JL. Boundary violations and subse-
quent treatment. Journal of Sex Education and
Therapy. 1999; 24(4): 262–267.

5. Hartmann E. The concept of boundaries in
counselling and psychotherapy. British Journal
of Guidance and Counselling. 1997; 25(2): 147–162.

6. Hermansson G. Boundaries and boundary
management in counseling: The never-ending
story. British Journal of Guidance and Counselling.
1997; 25(2): 133–146.

7. Hook MK, Cleveland JL. To tell or not to
tell: Breaching confidentiality with clients with
HIV and AIDS. Ethics and Behavior. 1999; 9(4):
365–381.

8. Fenton KA, Peterman TA. HIV partner noti-
fication: Taking a new look. AIDS. 1997; 11(13):
1535–1546. 

9. Macke BA, Maher JE. Partner notification
in the United States: An evidence-based review.
American Journal of Preventive Medicine. 1999;
17(3): 230–242.

10. Centers for Disease Control and Preven-
tion. HIV Partner Counseling and Referral Ser-
vices: Guidance. U.S. Department of Health and
Human Services, Public Health Service, Cen-
ters for Disease Control and Prevention,
National Center for HIV, STD, and TB Pre-
vention, Divisions of HIV/AIDS Prevention.
December 30, 1998.

11. Heredia C. California to track HIV cases by
code: AIDS-delaying drugs mask disease’s
spread. San Francisco Chronicle. July 1, 2002.

12. Common Questions and Answers about
California’s HIV Reporting Regulations. Cali-
fornia Department of Health Services, Office of
AIDS. September 16, 2002: http://www.
dhs.cahwnet.gov/ps/ooa/HIVReporting/
Questions/HCPQuestions.htm.



If clients express concerns regarding
the collection of personal data that
will be sent to the CDC, explain that
the personal information is converted
into a “Soundex” code, an eight-digit
code that does not contain their name
or any other identifying information
that can be traced back to them. 

If clients do not want to disclose
their personal information, coun-

selors at confidential test sites may
refer them to an anonymous test site,
which does not collect personal infor-
mation. However, it is important to
explain that even if they test anony-
mously, if their test result comes back
HIV-positive, a non-names code will
be reported to the CDC by their med-
ical provider when they seek med-
ical treatment or diagnostic tests.

If non-names reporting proves to
be an effective system for providing
accurate HIV surveillance data, HIV
testing agencies and clients in states
with names-reporting policy may
pressure their elected officials to
adopt a non-names system. This may
increase HIV testing among people
at risk for HIV who feel uncomfort-
able with names reporting.
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Counseling Intervention
From the beginning of the session, Dan is aware

that he is attracted to Jackie. He finds himself wish-
ing he could meet a woman like her who seems to
have so many of the qualities he values. At various
times during the session, Dan takes a deep breath as
a way to re-focus himself so he can concentrate on
providing a thorough risk assessment.

As Jackie begins talking about being new to dat-
ing and the difficulties of meeting people with
whom she is compatible, Dan is tempted to tell her
that he has first-hand knowledge of how difficult
dating can be after many years of marriage. Instead,
Dan gathers himself and talks about how other
recently divorced clients have also found dating and
safer sex to be difficult issues.

Jackie says she feels awkward bringing up condoms
with her partners, and because her partners have never
initiated condom use, she has never used them. This
makes Dan think about his own experiences with con-
doms, which have been mostly unsuccessful. When-
ever he has tried to use condoms, his sexual func-
tioning has suffered. Dan recently discovered that his
own difficult experiences with condoms allowed him
to make empathic statements during counseling ses-
sions, whereas in the past he would simply educate
clients on the need to practice safer sex. 

Dan directs the discussion into risk reduction meth-
ods Jackie can use if she has sex without condoms. He
discusses the hierarchy of risk and, while talking about
oral sex as a less risky alternative to unprotected vagi-
nal intercourse, he realizes for the first time that he

should apply the same advice to himself when he is
unable to use condoms. 

Jackie then says that she wishes she could meet a
man like Dan who is so nice and handsome. Dan feels
flattered but also nervous because he is unsure of his
ability to handle this situation appropriately. Jackie
asks Dan if he is single, and Dan feels conflicted about
revealing that he is also newly divorced and finds dat-
ing difficult. He is tempted to say that he also wants
to meet someone just like her, but he has enough pres-
ence of mind to realize that pursuing his own feelings
would damage the integrity of the counseling session,
especially at a time when Jackie is feeling vulnerable. 

With a deep breath Dan fumbles for composure
and words. The best he can manage is saying thank
you as he averts his gaze from hers. After recompos-
ing himself, he brings up the issue of support, asking
her, “Do you have anyone you can talk to who can
support you while you are out there dating and try-
ing to be safe?” Jackie says she has a girlfriend with
whom she can talk about these things. Dan encour-
ages her to seek her girlfriend’s support, adding that
it is difficult to make significant changes without this
kind of support. He also offers Jackie a referral to a
women’s support group.

After the session, Dan meets with his supervisor
to discuss his feelings about Jackie and what Dan
should do if he meets Jackie outside of the clinic.
With the supervisor’s help, Dan realizes that he
would need to be polite in such a situation but
remain detached from any involvement with Jackie
for two years, according to the agency’s policy.

Case Study
Dan is a 38-year-old heterosexual HIV test counselor who, until recently, had been married. His marriage ended five

months ago, and he is now dating women and trying to apply the safer sex messages he has always conveyed to his clients.
The last time Dan had used condoms, however, was about 20 years ago, and he finds it difficult to implement the new
behavior. Dan’s client is Jackie, a woman in her mid-thirties who is also newly divorced and new to the dating scene. She
is testing because she is concerned about having unprotected sex.



Review Questions

1. True or False: A client is more
likely to confide in a counselor with
the knowledge that the sensitive
information revealed during the
session will remain confidential.

2. Under which circumstances is it
acceptable for a counselor to make
a date with a current or former
client? a) during a counseling ses-
sion; b) during a social occasion
outside of the counseling environ-
ment; c) after a period of time stip-
ulated by the rules of the testing
agency; d) never.

3. True or False: A boundary viola-
tion occurs whenever a counselor acts
on the basis of his or her own needs
or desires rather than on behalf of the
client’s needs and best interests.

4. What are the goals of partner
notification? a) to provide services
to sexual and needle-sharing part-
ners of HIV-positive clients so they
can avoid infection or prevent
transmission to others if they are
already infected; b) to offer part-
ners early access to individualized

counseling, HIV testing, medical
evaluation, treatment, and other
prevention services; c) to identify
sexual and drug-injecting networks
at high risk for transmission of HIV
and other STDs; d) all of the above.

5. True or False: Partner notifica-
tion is controversial because of the
debate between the rights of the
individual to confidentiality and
the responsibilities of protecting
public health.8

6. What are the main methods for
undertaking HIV partner notifica-
tion? a) client referral; b) provider
referral; c) contract referral; d) all of
the above.

7. True or False: Boundaries pro-
tect the client’s vulnerabilities and
provide a framework for exploring
his or her thoughts and feelings. 

8. True or False: Under California’s
non-names reporting law, all HIV
test sites are required to report HIV-
positive test results to the CDC. 

Discussion Questions

1. What are professional bound-
aries for HIV test counselors?

2. What are some alternatives to
self-disclosure?

3. What are local referrals for con-
fidential HIV testing and anony-
mous HIV testing?

4. What are the procedures at your
agency for child abuse reporting?

5. What are the procedures for the
local partner notification service?

6. Which local laws may potential-
ly affect client confidentiality?

7. What are the pros and cons of
HIV partner notification?

Answers
1. True.

2. c.

3. True.

4. d.

5. True.

6. d.

7. True.

8. False. Anonymous test sites in California
are not required to report HIV-positive test
results because they do not collect identifying
information about clients. However, when peo-
ple who test HIV-positive anonymously seek
HIV medical treatment or diagnostic tests,
their medical providers will report their
serostatus to the CDC.
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