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Executive Summary 
 
In 2006, the CDC released revised recommendations for HIV testing that recommend routine 
screening of patients ages 13 to 64 in all health care settings.  These revised testing 
recommendations respond to epidemiologic data and concrete evidence that routine screening can 
identify infected individuals earlier.  Earlier diagnosis and treatment can both substantially improve 
the health of those infected with HIV and prevent new infections.  Research shows that there is a brief 
window period after diagnosis during which newly diagnosed patients are most likely to seek care.  
Timely diagnosis and timely follow-up care must go hand in hand.1

 
Based on a review of existing literature and interviews with a range of clinicians, this document is 
written for providers who want to screen for HIV more routinely, but need ideas or strategies on how 
to arrange follow-up care.  Part One summarizes common elements of successful follow-up care 
strategies from a variety of settings and Part Two highlights approaches employed by primary care 
clinicians in a variety of settings. The goal is to provide a tool for clinicians to help newly diagnosed 
HIV positive individuals have access to the care they need.  A related primer for clinicians can be 
accessed by visiting the American Academy of HIV Medicine’s website (www.aahivm.org ).  
 

http://www.aahivm.org/
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Introduction 
 
In 2006, the CDC released revised recommendations for HIV testing that recommend routine 
screening of patients ages 13 to 64 in all health care settings, including hospital emergency 
departments, urgent care clinics, inpatient services, substance abuse treatment clinics, public health 
clinics, community clinics, correctional health-care facilities, and primary care settings.   
 
Based on a review of existing literature and interviews with a range of clinicians, this document is 
written for providers who want to screen for HIV more routinely, but need ideas or strategies on how 
to arrange follow-up care.  Part One summarizes common elements of successful follow-up care 
strategies from a variety of settings and Part Two highlights approaches employed by primary care 
clinicians in a variety of settings. The goal is to provide a tool for clinicians to help newly diagnosed 
HIV positive individuals have access to the care they need.  A related primer for clinicians can be 
accessed by visiting www.aahivm.org .     
 
Importantly, and in many ways, the basics of arranging follow-up care for HIV infected patients are 
similar to arranging follow-up care and referrals for other serious or chronic conditions.  Providers 
need only dedicate a small amount of time and resources to learning about HIV/AIDS follow-up care.  
By incorporating this knowledge and corresponding procedures into the operation of their health care 
practices, primary care providers can make a significant difference in HIV/AIDS care. 
 
Part One – Basic Steps 
 
Section 1:  Follow-up Care – Getting Started 
 
Successful strategies for follow-up care begin by putting in place strong routine screening 
procedures.  While this document focuses on follow-up care after screening and initial diagnosis, the 
following basic information will help guide the design of routine screening for most health care 
practices.   
 
Major changes from previously issued CDC HIV testing guidelines are as follows: 
 
For patients in all health care settings: 
 

• HIV screening is recommended for patients in all health care settings after the patient is 
notified that testing will be performed unless the patient declines (opt-out screening). 

• Persons at high risk for HIV infection should be screened for HIV at least annually. 
• Separate written consent for HIV testing should not be required; general consent for medical 

care should be considered sufficient to encompass consent for HIV testing. 
• Prevention counseling should not be required with HIV diagnostic testing or as part of HIV 

screening programs in health care settings. 
 

http://www.aahivm.org/
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For pregnant women: 

 
• HIV screening should be included in the routine panel of prenatal screening tests for all 

pregnant women. 
• Opt-out screening is also recommended for pregnant women. 
• Separate written consent for HIV testing should not be required; general consent for medical 

care should be considered sufficient to encompass consent for HIV testing. 
• Repeat screening in the third trimester is recommended in certain jurisdictions with elevated 

rates of HIV infection among pregnant women.   
 
To view the full recommendations, visit www.cdc.gov/mmwr/preview/mmwrhtml/rr551a1.htm .  
 
The case for these recommendations is solid.  The HIV/AIDS epidemic in the U.S. meets widely 
accepted public health requirements for routine screening.  Further, the face of the disease has 
changed, leaving many at risk of acquiring the infection even though they do not perceive themselves 
to be among those likely to be infected.2  CDC estimates that 25% of people living with HIV do not 
know they are infected.  The majority of new infections are transmitted sexually and it is estimated 
that the 25% who are unaware of their infection account for over half of the approximately 56,000 new 
infections that occur each year.  Routine screening has the promise of identifying infected individuals 
earlier.  Earlier diagnosis and treatment can both substantially improve the health of those infected 
with HIV and prevent new infections, since studies have shown that people substantially reduce high 
risk sexual behaviors once they know they are HIV positive.    
 
Armed with an understanding of these testing guidelines, the following steps should be taken with 
regard to routine testing: 
 

• Clinicians should become aware of state/regional HIV testing laws and incorporate HIV testing 
into general consent processes or develop consent tools that work in their setting.  The 
website www.nccc.ucsf.edu has information on relevant state-specific testing laws, including 
information on informed consent.  Click here for an example of an informed consent form that 
incorporates HIV testing. (Appendix 1) 

 
• “Basics of HIV Screening and Testing” from the Pacific AIDS Education and Training Center 

(http://www.sfaetc.ucsf.edu/resources/PDF/HIVTestingBasics_March2008.pdf) (Appendix 2) 
and the HIV testing module from the California STD/HIV Prevention Training Center 
(www.stdhivtraining.org/resource.php?id=190&ret=clinical_resources ) (Appendix 3) will help 
clinicians understand the issues surrounding HIV/AIDS testing, including which test to use, and 
help them develop a plan for testing their patients.  A useful HIV Testing Checklist has been 
developed by the Southeast AIDS Education and Training Center.  Click here or visit 
(www.aidsetc.org/doc/etres/se-testingchecklist.doc  (Appendix 4) to view this document.  For 
further information or to request training on a topic related to HIV screening, contact the 
regional or local AIDS Education and Training Center (AETC).  Visit the AETC National 
Resource Center website at www.aidsetc.org to access the AETC directory.      

 

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr551a1.htm
http://www.nccc.ucsf.edu/
http://www.sfaetc.ucsf.edu/resources/PDF/HIVTestingBasics_March2008.pdf
http://www.stdhivtraining.org/resource.php?id=190&ret=clinical_resources
http://www.aidsetc.org/doc/etres/se-testingchecklist.doc
http://www.aidsetc.org/
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Clinicians choosing to implement rapid testing should develop a specific plan for confirmatory testing 
that assigns responsibility for confirmatory testing, explains the process and results to patients, and 
schedules follow-up appointments for patients to receive test results.   
 
The benefits associated with routine screening can only be realized if routine screening is coupled 
with successful approaches to assure that newly diagnosed patients receive timely, appropriate and 
necessary follow up care and services.  Non-HIV primary care clinicians should develop relationships 
and referral systems with HIV care clinicians.  Since there is a brief window period after diagnosis 
during which newly diagnosed patients are most likely to seek care, timely diagnosis and timely 
follow-up care must go hand in hand.3

 
Section 2:  Connecting to Care 
 
Just as with other aspects of medical practice, a plan addressing key issues surrounding patient care 
and referrals must be formulated prior to implementing an HIV testing program.  These issues 
include: 
 

• What are the state laws and processes related to HIV/AIDS 
• Where to refer patients and how to assure successful referrals 
• When to refer patients 
• How to discuss test results with patients 

 
Connecting to Care - Step 1:  Learn about state laws and processes related to 
HIV/AIDS 
 
Clinicians can contact state departments of health to learn about state specific laws and processes, 
including informed consent, reporting requirements, partner notification and the availability and 
responsibilities of Disease Intervention Specialists.  The CDC recently released new 
recommendations regarding partner services.  These recommendations can be viewed by visiting 
www.cdc.gov/mmwr/preview/mmwrhtml/rr57e1030a1.htm .  Most states and some cities or localities 
have laws and regulations related to confidentially informing partners that they have been exposed to 
HIV. Clinicians should know and comply with any such requirements in the areas in which they 
practice.  Health departments often can assist patients by notifying, counseling and providing HIV 
testing for partners without revealing a patient’s identify, but the extent of partner notification 
requirements differs from state to state.  For example, some health departments require that even if a 
patient refuses to report a partner, the clinician must report to the health department any partner of 
whom he or she is aware.  And finally, ask the state and/or local health department about the 
availability of Disease Intervention Specialists (DIS) to assist in follow-up care efforts.  While the DIS 
is usually associated with partner notification efforts and the range of their responsibilities differ from 
state to state, they are often asked to facilitate linkage to care for HIV positive individuals.  State and 
local health department information can be accessed by visiting 
www.cdc.gov/mmwr/international/relres.html.  States vary regarding how to access information, but if 
local health department links are not available, narrow your search to HIV/std prevention programs.   

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr57e1030a1.htm
http://www.cdc.gov/mmwr/international/relres.html
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It’s also important to ask the state and/or local health department about the availability of case 
management and/or peer intervention programs to assist follow-up into care efforts.  Research has 
shown that case management for HIV/AIDS follow-up into care can be highly effective. 4   
 
Connecting to Care - Steps 2 and 3:  Choosing where to refer patients, 
establishing referral relationships, and putting in place successful referral 
systems 
 
First steps to making sure HIV infected patients receive the care they need are similar in many ways 
to what clinicians do to make referrals for other serious or chronic conditions.  This includes 
researching local clinicians, establishing relationships with those clinicians, and developing referral 
processes that help assure patients get the care they need.  And, while the basic referral process is 
similar, special care should be taken to understand the unique issues facing many newly diagnosed 
HIV infected patients.5   It’s helpful to break down the referral process into three categories:  local 
health care system-level steps, practice-level steps, and patient-level steps.       
 

 Local health care system-level steps 
 

• Credentialed clinicians.  Identify area HIV/AIDS credentialed clinicians and their health care 
coverage requirements, including identifying clinicians who accept patients without health care 
coverage.   Visit www.aahivm.org and www.hivma.org to identify area clinicians, including 
Ryan White Care Act clinicians who provide care to low-income and uninsured patients. The 
HIVMA website provider locator tool includes the ability to search clinicians by health care 
coverage criteria (i.e. private insurance, Medicaid, no insurance, etc.).  Contact the National 
Association of State AIDS Directors (NASTAD) at www.nastad.org (then go to the membership 
directory) or visit http://hab.hrsa.gov/programs/granteecontacts.html for a list of Ryan White 
clinicians.  Many Ryan White clinicians also see patients who are covered by health insurance.   

 
• Support services.  Identify HIV/AIDS support services.  Useful links which provide region 

specific search capabilities include:  www.avert.org, www.thebody.com/index/hotlines, 
www.directory.poz.com, and www.cdcnpin.org.  State and local HIV/STD branches should 
have useful contact information on these.  

  
 Practice-level steps 

 
• Referral relationships.  Build relationships with area HIV/AIDS care and service clinicians.  A 

letter of inquiry and introduction can help make an initial contact (Appendix 5).  Put in place 
convenient appointment scheduling arrangements with referral clinicians, such as standing 
times for new appointments, and work with local clinicians to minimize waiting times for 
appointments.  Evidence shows that longer waiting times to get appointments correlate with 
lower rates of referral completion by patients.6   

 

http://www.aahivm.org/
http://www.hivma.org/
http://www.nastad.org/
http://hab.hrsa.gov/programs/granteecontacts.html
http://www.avert.org/
http://www.thebody.com/index/hotlines
http://www.directory.poz.com/
http://www.cdcnpin.org/
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• Clinician roles and responsibilities.  Where necessary, establish written Memoranda of 

Understanding (MOU) (Appendix 6) with other clinicians and agencies in order to specify roles 
and responsibilities, including how referrals will be made and easy to reach contact people 
within each clinicians’ office. 7,8    Click here for an MOU template or see the accompanying 
CD.  Include clarification of whether patients will be co-managed by your practice and those to 
whom you refer patients.  If patients will be co-managed, clarify who is managing which 
medications, who orders what tests, and how such information will be consistently 
communicated among involved clinicians.  It is well accepted that better communication among 
clinicians improves patient outcomes. 9 

 
• Referral forms.  Use a simple, standardized referral form that indicates how and when the 

referring clinician wants to be notified re: a patient’s progress/status.  (Appendix 7).  Forms 
could be emailed or faxed to specialists.  Make sure that specialists receive all pertinent 
information on a patient prior to appointments. Studies show that when referring clinicians 
have personal contact with specialists and when complete information is available to 
specialists, ongoing communication about the patient is much more likely and the referral 
process runs more smoothly and is of higher quality 10  

 
• Support for referrals.  Understand that passive referrals lose HIV/AIDS patients.  

Characteristics that generally are important for all referrals become critical for HIV/AIDS 
referrals, such as the scheduling of appointments, insurance/financial information, and strong 
and ongoing communication among clinicians.  Extra effort will significantly increase the 
chances for successful referrals – efforts such as provision of transportation information and 
assistance, ongoing patient education, and additional appointment reminders go a long way. 11   

 
• Sensitivity.  Develop sensitivity regarding patient age, cultural issues and lifestyle issues.  

Referral choices should be made accordingly 12 
 

• Patient involvement.  Consider involving patients in the referral process by giving patients 
pertinent referral information to give to the specialist.  This is both convenient and empowers 
patients since they become involved in the referral process and gain a greater understanding 
of how the system works.   

 
• Tracking referrals.  Track referrals and put into place a strategy for when patients do not seek 

the care arranged by the referral.  Electronic tracking systems are used by many clinicians.  
When and electronic system is not available, however, referral tracking can be accomplished 
by a process that simply saves copy of the referral form.  After a certain number of days, if the 
practice hasn’t heard back from the specialist, the tracking system would remind the referring 
practice to check whether or not the patient followed through with the appointment. 13, 14   
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 Patient-level steps 

 
• Patient Education.  Educate patient on need for ongoing, regular health care – even though 

they may feel healthy, it’s very important to be monitored regularly.  Monitoring and treatment 
significantly slow the development of symptoms and progression of the disease.  HIV patients 
often cite “feeling healthy” as a reason for not following through with health care appointments.  
For information that can be printed and given to patients, visit 
www.cdc.gov/hiv/resources/brochures/livingwithhiv.htm or www.aidsinfo.nih.gov.  Also help 
patients understand how the health care they need to receive is organized, including who will 
do what for them and how HIV is managed.15  

 
• Appointment scheduling.  Schedule specialty appointments for patients, when they still are 

in the referring clinician’s office, to increase chances they will follow-through and keep the 
appointment16. 

 
• Clinician/Patient Relationships.  Create and nurture trusting, supportive relationships with 

patients to help alleviate fear.17  Patient follow-up into care is significantly improved when 
clinicians are able to connect with patients, when patients feel they are accepted and valued 
as a whole person, instead of being labeled as HIV positive, and when patients feel their 
relationship with their provider is one of two-way respect.18. 

 
• Acceptance.  Convey acceptance and a non-judgmental attitude toward patients to help 

alleviate stigma associated with sexual orientation, drug use, or race and ethnicity which can 
be a significant barrier to care for HIV infected patients19 

 
• Common goals.  Develop common goals with the patient.  This increases patient trust which 

in turn increases patient motivation to keep appointments 20 
 

• Insurance status.  Determine patient’s insurance status so that follow-up care arrangements 
can be made accordingly.  

 
• Post –test counseling.  Provide post-test counseling.  This is discussed in more detail later.  

Helpful scripts are available to guide clinicians through this process.  Emphasize that medical 
care is available that can successfully help HIV/AIDS patients stay healthy.  Include 
information on prevention and partner notification.  

 
• Patient assessment.  Conduct a brief patient assessment – identify barriers that patient may 

face in getting follow-up care, such as time/location of referral, their support system, substance 
abuse or mental health issues.  Together with the patient, work out a plan to help them 
successfully and regularly access the care they need. 21  

 

http://www.cdc.gov/hiv/resources/brochures/livingwithhiv.htm
http://www.aidsinfo.nih.gov/
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Connecting to Care - Step 4:  Determining the primary care clinician’s role 
 
Just as with most medical conditions, opinions vary regarding how much care the primary care 
clinician should provide to a patient with specialized medical needs.  Comfort levels of clinicians vary 
as well.  But just as primary care clinicians often challenge themselves to address and manage to the 
extent possible the care needs of patients with hypertension, diabetes, and asthma, just to name a 
few, to a certain extent clinicians can do the same with patients who have been diagnosed with HIV 
infection.  Excellent resources exist for clinicians who need clinical guidance in this area.  
 

• “First Visit Basics” (Appendix 8) from the Mountain Plains AIDS Education and Training Center 
provides useful basic clinical information. For more detailed information, visit: 
(http://mpaetc.org/downloads/sourcebook_web_2005.pdf and 
ftp://ftp.hrsa.gov/hab/PCGchap3.pdf).      

 
• In addition, the National HIV/AIDS Clinicians Consultation Center (NCCC) which is part of the 

AIDS Education and Training Centers (AETC), provides clinical consultation with HIV experts 
about indeterminate tests, HIV diagnosis, HIV management and referral issues.  Clinicians with 
questions about HIV are encouraged to call the NCCC Warmline at 1-800-933-3413.  Other 
NCCC consultation services include: the National Clinicians' Post-Exposure Prophylaxis 
Hotline (PEPline 1-888-HIV-4911) for advice on managing occupational exposures to HIV and 
hepatitis; and the National Perinatal Consultation and Referral Service (Perinatal HIV Hotline 
1-888-448-8765) for consultation on preventing mother-to-child transmission of HIV.  The 
NCCC website is www.nccc.ucsf.edu . 

 
Connecting to Care - Step 5:  Discussing test results with patients 
 
Clinicians need a specific and practical plan for discussing test results with patients.  The California 
STD/HIV Prevention Training Center (www.hivstdtraining.org ) has also developed useful documents 
to help clinicians feel comfortable with discussing test results with patients who have tested 
preliminarily positive and those who have been confirmed to be HIV positive.  The following 
summarizes this framework:  
 

• State the test result in a direct, neutral tone. 
→ “Your HIV test result is positive.” 
→ “You may need to take time to adjust to this..  Many people say that it gets easier once 

you get over the initial shock.  With proper medical and social support, people with HIV 
can expect to lead very productive lives.”  
 

• Educate patients on the importance of ongoing, regular health care for their HIV – even though 
they may feel healthy, it’s essential they be monitored regularly.  Appropriate care and 
treatment can significantly slow the development of symptoms and progression of the disease.  
HIV patients often cite “feeling healthy” as a reason for not following through with health care 
appointments.   

http://mpaetc.org/downloads/sourcebook_web_2005.pdf
ftp://ftp.hrsa.gov/hab/PCGchap3.pdf
http://www.nccc.ucsf.edu/Hotlines/PEPline.html
http://www.nccc.ucsf.edu/Hotlines/Perinatal.html
http://www.nccc.ucsf.edu/
http://www.hivstdtraining.org/
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→ “Now that you have HIV it’s important that you receive regular medical follow-up, even 

if you are feeling healthy.” 
 

• Address individual needs and concerns, including sources of emotional support, information on 
HIV infection and transmission, and the need to reduce risk behavior. 
 

→ “Who can be supportive of you in dealing with this?” 
→ “What questions do you have about HIV infection?” 
→ “Knowing that you have HIV, what are your concerns about giving HIV to someone 

else?” 
 

• Emphasize that test results are confidential, but that recent sex and/or needle sharing partners 
need to be contacted somehow.  Tell the patient that the local health department can help 
them notify partners and that this service is always confidential and that patient names are 
never disclosed.  

→ “Who do you believe may need to know about your result?  Are there particular partners 
you are worried about?” (inform patient about confidential Partner Counseling and 
Referral Services) 

→ “What happens when you and your partner fight?” (This screens for domestic violence.) 
 

• Make a short term plan that includes a plan for what the patient will do after leaving your office 
and the provision of necessary referrals. 

→ “What will you do after you leave here?  Who will you talk with about this news?” 
→ “How interested would you be in getting a referral for services to help you live with 

HIV?” 
 

• Offer and assure your continued support to the patient.  Tell the patient who to contact should 
they have questions or concerns to be addressed before their next appointment. 

→ “You may think of other questions after you leave today.  Feel free to call me, or to 
come back.” 
 

• Complete necessary case reporting forms for your local health jurisdiction. 
 
Delivering a reactive rapid test result is similar, but must also address confirmatory testing: 
 

• Remind patient that it is a screening test and another blood test must be sent to the lab for 
confirmation. If the confirmatory test comes back positive, it means they have HIV infection. 

→ “Your rapid test result is reactive.” 
 

• Review with the patient that sometimes reactive rapid tests end up as false positives.  
 

• Do not yet discuss partner notification, but advise patient to reduce risk behaviors.   
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• Collect a specimen for confirmatory testing, tell the patient how long it will take for the results 

to come back and schedule a follow-up appointment. 
 

• If your practice does not conduct confirmatory testing, be prepared to assist your patient in 
scheduling a confirmatory testing appointment elsewhere. 

 
For the complete document form the California STD/HIV Prevention Training Center, see 
www.stdhivtraining.org/resource.php?id=192&ret=clinical-resources. Additional guidance on 
discussing positive HIV test results with patients can be found at 
www.nyc.gov/html/doh/downloads/pdf/csi/hivtestkit-hcp-actionplan.pdf. The following website has 
guidance specific to labor and delivery settings:  
www.aidsetc.org/pdf/tools/nrc_rapid_test_counseling_guide_11-03.pdf . 
 
Connecting to Care - Summary of Key Steps: 
 

• Research state and local laws, processes and services related to HIV/AIDS 
 

• Research local HIV/AIDS care and service providers 
 
E•  
 

stablish relationships with providers and develop appropriate referral processes

• etermine your role in the delivery of care to your HIV infected patient 

 Educate yourself and other clinicians on your staff about how to discuss preliminary or 

 

art Two -- Best practices in follow-up care for patients newly 

D
 
•

confirmed positive results with patients 

 
 
P
diagnosed with HIV infection 
 

roviders who offer HIV tests to their patieP nts should be prepared to play a role in helping assure 

g on 

t 

a keen 

patients newly diagnosed with HIV infection are linked to appropriate care. The examples below 
describe different ways successful follow-up care can be achieved in a variety of settings, focusin
the most important aspects of each approach.  Some of these approaches vary on a statewide and 
regional basis depending on what kind of system has been developed in a particular area.  Others 
vary based on the characteristics of the patients being served.  You are encouraged to take a look a
each of these descriptions; you’ll see repeated themes and unique tactics -- what works in a given 
setting might include a combination of strategies.  Common to each approach, however, are the 
elements of strong communication and collaboration across the board -- among all involved 
individuals, clinicians, community-based organizations, and government organizations – and 

http://www.stdhivtraining.org/resource.php?id=192&ret=clinical-resources
http://www.nyc.gov/html/doh/downloads/pdf/csi/hivtestkit-hcp-actionplan.pdf
http://www.aidsetc.org/pdf/tools/nrc_rapid_test_counseling_guide_11-03.pdf
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understanding of what each patient needs and sensitivity to the often unique issues facing each 
individual patient. 
 
 
Section 1:  General Approaches for Connecting to Care in Primary Practice 
settings 
 

 Case Management 
 
Based on research supporting the success and cost effectiveness of case management for HIV/AIDS, 
certain local areas and states have worked hard to assure the availability of case management 
services.22  For example, the Kansas Targeted Outreach Education Project (funded by the Kansas 
AIDS Education and Training Center (AETC), a local performance site of the Mountain Plains AETC 
(MPAETC)), has successfully gotten the word out to many rural clinicians in Western Kansas 
regarding the availability of case management.  Locally conducted workshops have allowed the HIV 
primary care provider to establish relationships with many non-HIV primary care physicians 
throughout Western Kansas.  The educational program conducted during the workshops includes 
information on how to implement more routine testing, but also emphasizes steps to take to assure 
that newly diagnosed HIV infected individuals are linked to appropriate care and services. 
 
In this example, the process of linkage to care is very simple and successful at the same time.  
Clinicians participating in the workshops learn that if a patient tests positive, they are to call a case 
worker or the HIV primary care physician’s clinic.  “One phone call to the HIV primary care provider 
and her clinic establishes the patient quickly and easily in their satellite clinics.”  The patient is 
immediately connected with the case worker, who then addresses any unique barriers to care that the 
patient may face.  Clinicians cite strong provider relationships with an open dialog as the most 
important part of their testing and referral systems.  
 

 Peer Intervention programs  
 
Some localities have developed peer intervention programs that have demonstrated meaningful 
results.  Peer intervention programs educate, train and employ staff who have similar socioeconomic 
and health characteristics as the patients being served.  These trained peers work to build trusting 
relationships with patients and help them improve their understanding of how to successfully access 
services.  The CareLink Program in Portland, Oregon has experienced success with this approach.  
In the Portland CareLink program, peer staff work together with case management services, 
explaining the HIV care system to patients and helping them transition into using the case 
management system.  A program in Boston trains and hires peers as Health Systems Navigators.  
Health Systems Navigators in the Boston project support case management services by helping 
patients follow through with referrals.  HSNs use a variety of strategies to do this, including 
accompanying patients to appointments, helping them learn how to be their own advocates, coaching 
patients on how to effectively talk with their clinicians, and providing translation services.23  In areas 
where transportation is a common barrier for patients, partnerships with community organizations, 



 

 

14
such as local churches, may be able to facilitate access to volunteers willing to provide 
transportation to patients in need.24  
 

 National  HIV/AIDS Clinicians’ Consultation Center (NCCC) -  nationwide 
telephone consultation service  

 
Physicians who take advantage of a nationwide telephone and consultation service receive advice for 
obtaining and interpreting HIV tests as well as for the initial management of HIV.  The National HIV/AIDS 
Clinicians’ Consultation Center’s (NCCC) Warmline at 800/933-3413 is a confidential and free service that 
can be especially helpful for those clinicians identifying new cases of HIV infection when HIV experts are 
unavailable or referrals to HIV experts have not yet been identified.   This service provides free expert 
consultation on HIV testing (e.g., interpreting indeterminate tests and false positive tests) and can help 
guide the initial steps in workup and management of newly diagnosed patients.  The following two 
examples demonstrate how physicians and other clinicians utilize the warmline: 
 
• A physician with minimal HIV experience called the Warmline seeking guidance on managing a 

possibly-HIV-infected 27-year-old woman. An HIV test was obtained as part of a routine health care 
checkup and returned positive. The physician asked whether a single test was sufficient to diagnose 
HIV, what other tests would be appropriate at this time, and whether treatment should be initiated. The 
Warmline clinician advised about the need for confirmatory testing, how to counsel the patient when 
she comes in for test results later in the week, and how the physician can access an HIV-experienced 
clinician if the test results are indeed positive.  

 
• A physician called the Warmline for HIV test interpretation regarding a 41-year-old man with diabetes 

mellitus whose routine and confirmatory HIV tests were interpreted as indeterminately positive. The 
physician asked the Warmline clinician if the test results were because of the patient’s diabetes. The 
Warmline advised that diabetes itself does not cause positive or indeterminate HIV tests, but additional 
follow-up with a clinician familiar with HIV testing would be appropriate.  

 
These are examples of Warmline calls that necessitate discussion about who is going to provide 
ongoing care for newly-diagnosed patients. The Warmline helps the caller determine whether he/she 
will provide that continuing care (as many patients and their non-HIV expert physicians will want to 
retain that physician-patient relationship in their own community), either alone or in co-management 
with an HIV expert, or whether the patient will be referred to an HIV expert for primary HIV care. The 
Warmline has access to current AAHIV and HIVMA provider lists as well as the AETC local site 
information. HIV-positive pregnant women are referred to the NCCC’s Perinatal HIV Clinicians’ 
Network coordinator, who arranges appropriate follow-up. 
 
 



 

 

15
Section 2:  Connecting to Care – Methods employed in a variety of Primary 
Care Settings 
 

 Family Practitioner – Direct referral to Specialist practice with staff social 
worker 

 
A large family practice group has a patient’s Western blot test come back positive for HIV infection.  
The patient receives the result and preliminary counseling from the family physician or general 
internist.  With the patient still in the office, the practice calls the HIV specialist to set up an 
appointment, and the patient will be seen as soon as possible.  Sometimes, to encourage patient 
involvement, the patient will carry their record (test results and any other pertinent lab data) to the HIV 
Clinic, but it may also be faxed to the clinic as long as necessary consent has been obtained by the 
practitioner.  At the HIV clinic, the patient first meets with a social worker who provides further 
counseling and helps the patient feel comfortable in the new clinician’s setting.  This procedure, 
utilizing the social worker for first visits, has cut down appointment no-shows significantly.  In addition 
to building trust and providing further patient education, the social worker also keeps track of patients 
and follows up with no shows.  Monthly queries of the patient data base inform the social worker of 
which patients need to be contacted for follow-up.  The patient’s second visit to the clinic is to see the 
HIV specialist.  The HIV specialist communicates regularly with the family practitioner, copying the 
family practitioner on all dictation (and lab testing) regarding the patient.  At this same clinic, if a 
clinician chooses to remain a patient’s primary care provider, the HIV specialist urges the physician to 
call the HIV clinic with any questions that may arise.  These clinician to clinician consults are very 
useful for helping primary care clinicians determine when to refer a patient to a specialist.25    
 

 Community Health Centers  
 
Based on proven strategies in the delivery of care for chronic conditions, the National Association of 
Community Health Centers, together with the Health Resources and Services Administration (HRSA), 
has developed a model for the implementation of the CDC guidelines at community health centers 
across the country.  Clinicians in other settings may find the tools developed for community health 
centers useful in their practices as well.  The model delineates steps to be taken for successful 
implementation, including: 
 

• Determine where HIV follow-up care will be provided, either in-house or through referral 
• Build/enhance referral arrangements 
• Specify to whom referrals will be made 
• Identify contacts to call when a referral is needed 
• Clarify role of health department Disease Intervention Specialists (DIS) in referrals 
• Determine if the state or local health departments have systems to assist with patient follow-up 
• Identify case management resources for patients; and, importantly 
• Identify one staff person who will have the responsibility of tracking newly diagnosed patients 

to assure they receive needed care and services   
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See Appendices 9 and 10 for helpful tools developed by the NACHC.  This model was piloted very 
successfully by a number of community health clinics nationwide.  
 

 Pediatric care Health Care Settings  
 
Several key aspects need to be considered and addressed when seeking to screen and then link to 
care adolescents who are newly diagnosed as HIV positive.  Specifically, clinicians must: 
 

• Learn about local laws pertaining to the care of minors 
• Respect the confidentiality of adolescents and have a plan regarding what information will be 

shared between adolescent patients and their parents or guardians 
• Make clear with adolescent patients and their parents or guardians that sometimes young 

patients will be examined and spoken with privately 
 

For most young people, learning they are HIV positive is a crisis but it doesn’t have to be a trauma. 
The following tips can help newly diagnosed youth cope with their diagnosis and engage in treatment 
and support: 

• Provide a clear explanation of the test results 
• Allow the patient time and space to process the results and express their feelings 
• Address Coping: Ask about and respond to the patient’s concerns 
• Address Treatment: Immediately link the patient to medical and psychosocial care and stress 

the benefits of engaging in care for treatment and support 
• Address Prevention: Discuss the need for prevention and the benefits of partner disclosure 
• Attempt to secure adult support for the patient, preferably a family member 

 
In the early stages of processing their HIV diagnosis, many young people share a few common fears 
that clinicians should proactively address: 

• Fear of immediate death or lack of a future 
• Fear of altered body image 
• Fear of loss of sexuality/fertility 
• Fear of social isolation if they disclose their status 
 

 Adolescent care Health Care Settings  
 

Key Strategies for Making Successful Linkages to Care for Adolescents: 
 

• Make your facility friendly to youth 
• If your clinic treats a range of ages, identify a youth-friendly staff member to welcome youth 

and guide them through the registration process 
• Have a real person to answer the phone (automated phone trees can be very intimidating to 

youth in crisis) 
• Schedule immediate appointments for newly diagnosed patients 
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• For ongoing appointments, consider having “youth days” or blocks of time on specific days 

when youth are scheduled for appointments to make the clinic atmosphere more appealing to 
them 

• Be available for walk-in appointments while also teaching youth receiving ongoing treatment 
about the importance of advanced planning and honoring appointments  

• Advertise comprehensive information about your clinic/program online and in resource 
directories 

• Offer services for free or arrange insured care that preserves confidentiality 
• Encourage clinicians to make themselves available to deliver HIV-positive test results with the 

tester and/or to see the client on the same or the next day.  
• Develop referral resources with clinicians who are youth-friendly and who commit to seeing 

your newly-diagnosed patients immediately or same day. 
• Institute a simple intake process. 
• Prepare staff to engage in sustained outreach to newly diagnosed HIV+ patients. If patients 

don’t immediately engage in care, commit to making monthly follow up phone contact for 6 
months if necessary, i.e.  “Hey, how are you doing? Just calling to check on you.”  

• Work with your local department of health, who may be able to go out into the community to 
meet with clients and partners of clients to bring them into care. 

• Use a medically secure and confidential communication system, including email, which allows 
patients to contact clinicians.  

 
Other resources: 
www.AdolescentAIDS.org
www.HIVCareForYouth.org
www.advocatesforyouth.org/publications/iag/hivpositive.htm
 
 

 OB/GYN and prenatal care settings 
 
In Illinois, a state-wide 24/7 hotline effectively links HIV positive pregnant women with enhanced case 
management.  OB/GYN practices and other clinicians throughout the state know to call the hotline if a 
pregnant woman is diagnosed as HIV infected.  Illinois ACOG and other private practice associations 
have assisted in spreading the word about this important service through mailings and other 
marketing materials.  While each case is handled individually, clinicians first call the hotline to start 
the process of linking to care an HIV positive pregnant woman.  The program has many useful 
resources available for clinicians, including advice and scripts regarding how to talk with a patient 
about a positive diagnosis.  Once contacted, the hotline staff fax necessary release paperwork to the 
provider so that they can begin work on the case right away.  The hotline immediately connects the 
provider and patient to a case manager to determine how best to provide follow-up care for the 
patient.  Interventions to assist in linkage may include transportation assistance, home visits, and/or 
child care.  For clinicians in Illinois, or for others who may wish to learn more about how this program 
was established, the hotline number is 1-800-439-4079.  Additionally, and as discussed earlier, the 
National HIV/AIDS Clinicians’ Consultation Center (NCCC) has a Perinatal HIV Clinicians’ Network 

http://www.adolescentaids.org/
http://www.hivcareforyouth.org/
http://www.advocatesforyouth.org/publications/iag/hivpositive.htm
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coordinator who can be used by clinicians in any state and who arranges appropriate local or 
regional follow-up care for HIV positive pregnant women..  The NCCC number is 1-800-933-3413. 
 
Section 3:  Connecting to Care – the Emergency Department example 
 

 Emergency Departments  
 
The National Association of State and Territorial AIDS Directors (NASTAD) has also issued a “Primer 
on Issues and Strategies for Health Departments” on HIV testing in Emergency Departments 
(accessible through NASTAD.org).  Included in the primer is a list of strategies a variety of EDs have 
used to achieve successful follow-up into care for newly diagnosed HIV infected patients.   
 
Helpful Emergency Department strategies for successful HIV follow-up care: 
 

• Using staff to escort patients to the HIV or ID clinic or practice (ED or HIV clinic staff); 
• Arranging same/next day appointments with a nearby or co-located HIV or ID clinic; 
• Providing referral information and appointment scheduling as part of discharge instructions; 

 
• Using incentives to encourage patients to return for scheduled appointments; 
• Referring patients to case managers who will help ensure they make their first and subsequent 

appointments; 
• Using partner services staff to follow-up on patients who do not return for a  scheduled medical 

appointment. 
 
The George Washington University Emergency Department illustrates the use of some of these 
strategies.  In particular, staff participants in GW ED’s linkage to care efforts site one characteristic of 
their program stands as most important.  Namely, as soon as a patient is identified with a preliminary 
positive test result, an ID physician becomes responsible for arranging all follow-up care for that 
patient.  Preliminary positive patients are given this person’s name and number and are encouraged 
to contact them with any questions or concerns they may have while they are waiting for their 
confirmatory test results.  Additionally, staff diligently verify contact information so the patient can 
reliably be reached when the results of their confirmatory test are available.  Initial follow-up 
appointments are made for 3-5 days after a patient is confirmed positive.  If the patient chooses or 
needs to go to another clinic, the ID physician and clinic will help make an appointment at the 
patient’s preferred clinic within the next 3-5.  Another important characteristic is that the Emergency 
Department is within walking distance to the Hospital’s Infectious Disease Clinic.  Once identified as 
HIV infected, staff from the ED walk the patient to the GW Infectious Disease clinic so the patient is 
familiar with the clinic’s location.   
 
All GW ED patients newly diagnosed with HIV infection can have their first appointment after 
diagnosis at the GW ID Clinic.  Future visits, however, are dependent on insurance.  The ID physician 
helps determine where they need to go for additional care, whether their next appointment is at the 
GW ID Clinic, a local community clinic, or elsewhere and  schedules the follow-up appointment.   For 
uninsured patients, social workers at the community health clinic can help them enroll a public 
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insurance program.  Patients also receive help in enrolling in the drug assistance programs (ADAP) 
so they can afford medications 
 
It is important to point out that the GW ED follow-up into care strategy for HIV/AIDS addresses critical 
patient level issues.  First, use of the rapid HIV test means that a patient with a preliminary positive 
can have blood drawn for a confirmatory test immediately.  And, if at all possible, the newly 
diagnosed patient has the opportunity to immediately meet with the ID physician who will be 
coordinating their immediate follow-up care.  Research shows that interaction with a clinician, giving a 
patient the chance to ask questions and voice concerns, has a positive impact on a patient’s care 
seeking behavior.  Additionally, the ED and ID collaborative strategy further anticipates a patient’s 
needs by having established relationships with HIV primary care clinics outside of the hospital 
system, so that if a patient needs to seek care in a different setting due to insurance, transportation, 
cultural, or language reasons, they are able to assist the patient in selecting a provider and setting up 
an appointment. 26

 
The Health Research and Educational Trust (HRET) EDHIVtestguide.org provides further instruction 
and information regarding linkage to care after a positive HIV diagnosis and is based on HRET’s 
review of Emergency Departments implementing rapid testing.  While the Emergency Department 
Test Guide provides much useful and detailed information, it highlights the following considerations 
that need to be addressed when determining how to appropriately and successfully link to care 
patients newly diagnosed with HIV infection: 

 
•  Does the hospital maintain onsite or community-based infectious disease or primary care 

clinics that can treat and manage the care of patients with HIV? 
• What other, unaffiliated clinics are available in the community?  If the ED refers patients to 

these clinics, does a formal agreement or contract need to be in place? 
• What processes will the ED and each referral clinic use to communicate about new patients? 
• Will ED staff, counselors, or clinic staff walk patients to the clinic to initiate the follow-up 

process?  This works well when the clinic is co-located or in close proximity to the ED. 
• Will the clinic maintain same-day appointments for patients tested in the ED? 
• Will the clinic have standing appointment times for which testing staff can schedule patients? 
• How will the ED provide real-time, daily, or other timely updates to clinic staff on new patients? 
• How will the clinic report information back to the ED on the number of patients who keep their 

initial visit?  This will be important information for the ED to track its effectiveness in linking 
patients to care. 

• What measures can be taken if follow-up rates are low?  Transportation vouchers, retail gift 
certificates, child care, and transportation service are some incentives that have been used at 
different sites with varying levels of success. 

 
Summary 
 
The preceding examples describe different ways successful follow-up care can be achieved in a 
variety of settings.  These approaches vary on a statewide and regional basis depending on what 
kind of system has been developed in a particular area or on the characteristics of the patients being 
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served.  By examining each of these approaches and strategies, repeated themes and unique 
tactics emerge -- what works in a given setting might include a combination of strategies.  Each 
approach, however, shares the elements of strong communication and collaboration among all 
involved in the care process and a clear understanding of what each patient needs and sensitivity to 
the often unique issues facing each individual patient. 
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Appendix 1 
 

Consent for Care at (the name of your health care practice) 
 

I authorize the employees of __________ (Clinician’s health care practice) to render primary care and related services.  I 
understand that _______________(the health care practice) is committed to offering superior quality of care to all patients 
regardless of race, ethnicity, religion, sex, age, or handicap status. 
 
I understand that I will be fully informed of anticipated benefits, possible discomforts, and potential side effects prior to the 
performance of any medical treatment, and I release _____________(the health care practice) from liability that may arise 
as the result of such treatment, unless due to sole negligence of its staff.  I consent to examinations, treatments, 
procedures and blood tests ordered by my physician and health care providers, including blood tests for communicable 
diseases such as hepatitis and HIV/AIDS.   
 
I understand my medical record and information related to my care at _______________(the health care practice) is 
confidential.  I have been provided a Summary Notice of Privacy Practices that details the various ways that information 
about me may be disclosed for treatment, payment, healthcare operations, and other purposes permitted or required by 
law, as applicable.  I understand that state law requires the reporting of certain positive results such as hepatitis and the 
antibody for the AIDS virus to the health department.  I authorize the release of any medical or other information 
necessary to process a claim for payment. 
 
Services rendered are expected to be paid for on the date of service.  A minimum charge for services rendered is $____ 
which will cover your office visit and any needed lab work.  Sources of acceptable payments are:  

 
Cash 
Check 
Medicare 
Medicaid 
Champus 
Private Insurance 
ATM card (debit card) 
Major Credit cards (MasterCard, VISA, Discover) 

 
If you do not have insurance, you may qualify for the sliding fee scale.  The sliding fee scale is based on your household 
size and income.  In order to qualify for the sliding fee scale, you must provide one of the following sources of information: 

 
Current pay stub   Copy of a disability check 
Copy of your SSI check   Court order settlements 
Child support check   Current unemployment check or statement  Income tax 

statement   Any other written verifiable income statement 
 
I have read and understand the above information and hereby consent to care at _____________ (the health care 
practice).  I further understand that if I do not provide the necessary information, I will be expected to pay 100% for all 
services rendered. 
 
Signature: ________      Date:     
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Consent for Care at (the name of your health care practice) 

 
Agreement: 
By signing this form I agree to: 

• Approve the staff of The Health Center to give me basic health care and services alike. 
• Release The Health Center from any charges if something happens because of treatment.   
• Not to release The Health Center if something happens due to the neglect of its staff.   
• Have checkups, cures, surgery and blood tests by my doctor and health care staff.  
• To have blood tests done for illnesses like swollen liver (hepatitis) and HIV/AIDS.   

 
Acknowledgement:  
By signing this form I agree to know that The Health Center: 

• offers quality care to all patients.  
• offers quality care regardless of patients’ race, faith, sex, age, disability state or origin. 
• will tell me before any treatment if there are any benefits, pain and side effects.  
• keeps my health record private.   
• gave me the legal papers showing the many ways my data and records may be given out to others in the case of 

treatment, payment and surgery.  
• can give out my records for reasons allowed, wanted and valid by law.  
• can give out my positive results to the health department.  These could be positive results for swollen liver 

(Hepatitis) and the AIDS virus.   
  
Payment for services: 
By signing this form I agree that: 

• I should pay on the same date I receive the services.   
• I should pay the low payment of _____. This amount will cover my visit and any lab work I need.   
• Good ways I can pay for services are:  

o Cash 
o Check 
o Medicare 
o SC Medicaid 

o Champus 
o Private Insurance 
o ATM card (debit card) 

o Known Credit cards 
(MasterCard, VISA, 
Discover) 

Payment if I cannot cover the cost: 
By signing this form I agree that: 

• If I cannot cover the full cost, I may have to pay just a small amount.  
• The amount I pay will depend on my income.  
• To pay a small amount, I must show one of the papers below: 

o Current pay stub 
o Copy of a disability check 
o Copy of my SSI check  
o Court order for getting funds  
o Proof of child support check  

o Current work check or proof of 
payment 

o Income tax statement  
o Any other written papers that 

prove my income 
• If I do not bring any of these papers, I will have to pay the full amount. This is the same as 100% 

of the cost of all services I get. 
 
Signature: 
I agree that I have read and know all the content above. I also consent to get care at Insert the Name of 
your health care practice. 
 
Signature: ___________       Date:    

(consent form developed by the National Association of Community Health Centers) 
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Appendix 4 
HIV Testing Checklist           
 
Patient Name/Number___________________________ 
                   
Pre-test Discussion       Initials/Date_____________ 

 HIV testing is routine for everyone ages 13-64 
 HIV vs. AIDS definition 
 HIV test checks for antibodies, not the virus.  Explain the possible test results. During “window  

period” test will be negative while virus is present 
 Methods of transmission:  sexual, sharing drug equipment 
 Risk reduction: avoid sexual fluids (abstinence, condoms, long-term monogamy), avoid blood 
 Testing is confidential. If confirmatory test is positive, patient’s name will be forwarded only to  

 state health department as required by law 
 

Consent Process       Initials/Date ____________ 
 Oral consent 
 Signed form 
 Declined to be tested 

 
Results – Screening Test (rapid or conventional EIA)        Initials/Date ____________ 

 Nonreactive  
 Reactive or Reactive/Preliminarily Positive 
 Inconclusive/Invalid 

 
Results – Confirmatory Test (if needed)          Initials/Date____________ 

 Negative 
 Positive 
 Indeterminate 

 
Post-test Discussion      

 Results are indeterminate or preliminarily positive       Initials/Date___________ 
 Tell patient further testing needs to be done 
 Arrange follow-up after confirmatory testing to complete post-test discussion (see below) 

 
 Results are nonreactive           Initials/Date___________ 

 What the results mean, including “window period” 
 How to prevent HIV transmission 
 Suggest repeat testing based on recent and/or future exposures 

  
 Results are reactive and confirmed         

 Initials/Date___________ 
 What the results mean 
 Compassionate support, as needed 
 Health care is available for you, including HIV treatment, mental health 
 How to prevent transmission of HIV to others 

o Importance, benefit of locating and informing sex/drug partners for testing 
o Anonymous notification of partners available through Health Department 

 Referral(s) made today to: 
 

1. ____________________________________________________________________________ 
2. ____________________________________________________________________________
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Appendix 5 
 

HIV/AIDS Providers Sample Letter    
(place on letterhead) 

HIV/AIDS Provider 
Address 
 
 
Dear HIV/AIDS provider 
 
I am writing to you on behalf of our clinical staff here at __________.   
Describe the practice demographics, insurance accepted, services provided, and 
professionals on staff. 
 
We are intensely aware of, and concerned about, the HIV/AIDS epidemic in our country 
and are working to implement the CDC’s 2006 revised HIV testing recommendations.  
As we do so, it is imperative that we develop relationships with providers such as 
yourself so that newly diagnosed HIV positive individuals receive appropriate and timely 
follow-up care.  We are very interested in collaborative and/or co-location arrangements 
with HIV/AIDS providers.    
 
We would like to know more about your practice and your interest in referrals from our 
practice, as well as any interest you may have in a co-location model. Please complete 
the enclosed HIV/AIDS provider form which will assist us in making appropriate 
referrals. I would be happy to talk with you further and would be glad to arrange an 
introduction for you to our clinical staff. 
  
Thank you in advance for your response. 
 
 
Sincerely, 
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Appendix 6 
 
Memorandum of 
Agreement 
 
This Memorandum of 
Agreement is between 
(name referring 
clinician practice) and 
(name referral clinician 
practice).  This 
memorandum outlines 
the working 
relationship between 
these two clinician 
practices as it 
concerns patients 
newly diagnosed with 
HIV infection.   
 
The goal of this 
relationship is to 
coordinate and 
collaborate on linking 
patients to care. 
 
1. (Referring clinician 
practice) agrees to: 
 
a.  Ensure that clients 
referred by (referring 
clinician practice) have 
signed a HIPAA 
compliant release form 
to permit the sharing 
of information between 
the health care 
clinician practices. 
 

b.  If patient is a 
confirmed positive, 
begin patient 
education process by 
explaining the 
meaning of a 
confirmed positive test 
and providing patient a 
general understanding 
of the importance of 
appropriate medical 
care to help them stay 
as healthy as possible.  
Provide an overview of  
how their care is likely 
to be arranged, 
including whether or 
not (referring clinician 
practice) will remain 
active in their care. 
 
c.  For confirmed 
positive patients, 
complete all state and 
local health 
department case 
reporting requirements 
and information to 
initiate partner 
services.  
 
d.  Provide (referral 
clinician practice) 
necessary patient 
information in a timely 
manner.  This will 
include any existing 
medications list, most 
recent history and PE 

for patient, and results 
of pertinent laboratory 
tests. 
Also provide any 
information to support 
the culturally 
appropriate treatment 
of patient and help 
ensure the medical 
care is sensitive to 
patient’s racial, 
cultural, and language 
issues. 
  
e.  Clearly 
communicate 
expectations of 
referral, including how 
much feedback from 
(referral clinician 
practice) is desired 
and if (referring 
practice) intends to 
stay actively involved 
in the patient’s care.  
Specify mechanism 
(i.e. fax, phone, email, 
mail) and provide form 
for receiving feedback 
from (referral clinician 
practice).  If both 
clinician practices will 
remain actively 
involved in patient’s 
care, delineate 
responsibilities for 
ongoing medical care. 
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f.  Where appropriate, 
help patient connect 
with the case 
management system.   
 
2.  (Referral clinician 
practice) agrees to: 
 
a.  Provide appropriate 
medical care to HIV 
positive patients 
referred by (referring 
clinician practice).   
 
b.  Ensure that 
patients have signed 
the Release of 
Information form. 
 
c.  If conducting 
confirmatory testing, 
and test result is 
positive for HIV 
infection, complete 
necessary state and 
local health 
department case 
reporting requirements 
and information to 
initiate partner 
services. 
 
d.  Work with patients 
to continue to orient 

them to the care 
system and how their 
care will be delivered, 
clarifying various 
provider roles. 
 
e.  Where appropriate, 
assure that patient is 
connected with a case 
management system. 
 
f.  Provide requested 
feedback to (referring 
clinician practice) and 
coordinate care 
responsibilities 
accordingly. 
 
g.   If patients misses 
their first scheduled 
appointment, contact 
the (referring clinician 
practice) and if 
available, the case 
manager, within two 
business days. 
 
h.  If patient misses 
two subsequent 
appointments without 
rescheduling, contact 
the (referring clinician 
practice) and case 
manager within two 

business days of 
last missed 
appointment. 
 
 
Referring clinician 
practice authorized 
signature 
 
__________________ 
Printed name of 
referring clinician 
practice 
 
 
Date 
 
 
 
 
__________________ 
Referral clinician 
practice authorized 
signature 
 
 
Printed name of 
referral clinician 
practice 
 
 
Date
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Appendix 7 
 
Physician Referral and Feedback Form Template 
 
 
Date:  ________________  (  ) Initial           (  ) Follow Up 
 

Referring Physician Name: 
___________________________________________________ 
Address: 
_____________________________________________________________________ 
    (Street/PO Box)              City      State                    Zip 
 
Fax: (____) ___________________________ Phone: (_____) __________________                
 
Patient’s Name: 
__________________________________DOB:______________________________ 
 
Parent’s Name: ________________ Address: ________________Phone:__________ 

Date(s) Patient Seen: 
___________________________________________________ 
 
Reason for Referral: 

_____________________________________________________________________ 
_______________________________________________________________________________________________ 

 

Any Specific Questions or Requests:  

_____________________________________________________________________ 

_____________________________________________________________________                  

            
                          __________________________________ 
        Physician Signature 

Thank you for evaluating this patient.  To facilitate communication and treatment, please mail 
or fax this completed form to the physician listed above.  Thank you for your collaboration.
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 Patient did not make appointment 
 Patient made an appointment but did not keep appointment 
 Patient not seen within 60 days 

 
Initial Diagnoses: 
1. __________________________________________________________________ 

2. __________________________________________________________________ 

3. __________________________________________________________________ 

 
Recommendations: 
_____________________________________________________________________ 

__________________________________________________________________________

________________________________________________________________ 

 
Medications Prescribed:  
_____________________________________________________________________ 
 
 
Follow-up Planned:  (this needs WORK – input from clinicians) 

 Medication management 
 Medical lab requests 
 Referral for additional diagnostic testing 
 Return to your care for medication management 
 Recommend follow-up in _____ weeks 
 Other _____________________ 

 
                

 
___________________________   ___________________________ 
Name (type or print)         Signature 
 
 
 
 
 
 
 
 
 
Adapted from the American Academy of Pediatrics Chapter Action Kit for Mental 

Health 
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Appendix 8 
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 40

 



 41

 

*Please note updated vaccination schedule should include one-time revaccination after 5 years.  
For people 65 years of age or older, administer a one-time revaccination if primary vaccination 
occurred at greater than or equal to 5 years of age and less than 65 years of age.   
 

Additionally, adults should receive a Tdap booster.  See Recommended Adult Immunization 
Schedule – United States, October, 2007 – September 2009 MMWR.  October 19, 2007 / 
56(41);Q1-Q4. 
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Medical Record Number:_______________ 
 
Date: ____/____/____ 
 mm     dd      yyyy Reactive Tracking Tool 

 
 

Appendix 9

Confirmatory Testing 

1. Confirmatory Tests 
 

     Western Blot  Confirmatory Testing Refused 
 
 

Date specimen collected: ____/_____/______ 
    mm      dd yyyy 
   
Date of visit when pt received results: ____/_____/______ 
      mm     dd yyyy 
Result: 

Positive 
 

Negative 
 
 
 

Indeterminate   

Notification 
2. Was the Disease Intervention Specialist (DIS) notified? 
 Yes  Date: ____/_____/______ 
    mm      dd yyyy 

No 
 
 
 

Link to Care4. Results of first HIV tests after diagnosis 
 
CD4 Count   ____   ____   ____  ____  .  ____   ____ 
 
Date of test: ____/_____/______ 
  mm      dd yyyy 
 
Viral Load ___  ___  ___   ___   ___  ___  .  ___  ___ 
 
Date of test: ____/_____/______ 
  mm      dd yyyy 
 
Opportunistic Infection 

No Yes_______________________________________

3. Initial HIV Visit 
Date of 1st completed HIV medical visit after 
confirming infection:  

____/_____/______ 
  mm   dd yyyy 
 
The above completed HIV medical visit was 
conducted: 
 

At the health center 
At a referral agency 

Name:_____________________________  
 

If indeterminate, collect another specimen on this visit and send to lab. 
 
Date specimen collected:   ____/_____/______ 
    mm      dd yyyy 
 
Date of visit when pt received 2nd results:   ____/_____/______ 
      mm      dd yyyy 
 
Result: Positive 
 Negative 

Indeterminate

If negative, date of 3 month F/U visit for repeat test:  ____/_____/______ 
            mm    dd     yyyy 
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Appendix 10 
 

Reactive Rapid HIV Test Results:  A Step-by-Step Response 
 
Step 1 Confirm Reactive Test Result with a Second Staff Person 

A staff member who observes a reactive HIV rapid test result should get a second person 
(preferably a supervisory clinical person or provider) to confirm reactive result. 

 
Step 2 Inform Provider of Result 

If provider is not yet informed of reactive result, staff or clinical supervisor should discuss result with 
provider and give provider a copy of the handout “What Does My Reactive Result Mean?” to bring 
into exam room along with the name and telephone number of the local DIS (Disease Intervention 
Specialist) so the patient has an additional resource to call with any questions/concerns before their 
follow-up visit. 

 
Step 3 Counsel Patient Regarding Reactive Result 

Provider discusses reactive result with patient and explains that the rapid test result is preliminary 
and blood needs to be drawn for a confirmatory test.  Patient is instructed to exercise protective 
measures until confirmatory results are back.  Provider and/or nurse gives patient a follow-up 
appointment in five business days. 

 
Step 4 Draw Blood for Western Blot 

Obtain Western Blot sample and ship to the Ohio Department of Health (refer to specimen shipping 
instructions). 
 

Step 5 Inform Local Department of Health DIS of Reactive Result 
Call your local DIS to inform him/her of reactive HIV rapid test and provide the person’s name in the 
event patient calls for support or questions.  Inform the DIS of the date and time of patient’s five-
day follow-up visit and request that they “hold” that appointment for on-site counseling at the health 
center. 
 

Step 6 Complete and Fax Reactive Tracking Tool 
Complete first part of Reactive Tracking Tool (checking off whether Western Blot was done and the 
date specimen obtained); fax Tool to data center.  
 

Step 7 Call DIS with Western Blot Results 
When Western Blot results are received from the DOH via fax, call DIS with results.  If the Western 
Blot is positive or indeterminate, confirm that DIS can be on-site for patient’s five day follow-up 
appointment.  If Western Blot result is negative, request whether DIS can be onsite for patient’s 
follow-up appointment to provide more in-depth counseling. 

 
Step 8 Provide Western Blot Results to Patient 

At patient’s five day follow-up visit, provider initially informs patient of Western Blot result then, with 
patient’s permission, the DIS offers post-test counseling and referral to HIV specialty care and 
other needed services (DIS may not agree to be present if Western Blot result is negative).  In 
summary, 
Positive Western Blot:  Provider informs patient of HIV infection.  DIS conducts post-test 
counseling and referral services.  Clinical Supervisor gives the DIS worker a copy of the partially 
completed Reactive Tracking Tool to complete questions #3 & #4 after patient’s first HIV follow-up 
visit. 
Indeterminate Western Blot:  Provider informs patient that the confirmatory test was inconclusive 
and the test needs to be repeated.  A second Western Blot sample is obtained and sent to ODH.  
The DIS counsels patient in this result and discusses protective measures. 
Negative Western Blot:  Provider informs patient that confirmatory test was negative and that this 
likely means the patient does not have HIV unless there has been some recent exposure (e.g., the 
“window period” during which a patient’s body has not had time to develop antibodies to the virus).  
The DIS may, or may not, agree to be present at this visit to provide counseling.  A patient who has 
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a reactive rapid HIV test, followed by a negative Western Blot, needs to be scheduled to return 
to the health center in three months for a repeat Western Blot test. 
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