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The Centers for Disease Control andCenters for Disease Control andCenters for Disease Control andCenters for Disease Control andCenters for Disease Control and
Prevention (CDC) report 1 to 1.2 mil-
lion people are living with HIV and
AIDS in the United States, and HIV in-
fection is a leading cause of illness and
death.1 An estimated 25% (252,000—
312,000 persons) are unaware of their
HIV infection, and therefore may unwit-
tingly  transmit the virus.2 Marks and
colleagues report that persons unaware
of their HIV infection are more likely to
engage in high-risk sexual behavior, with
an HIV transmission rate 3.5 times
higher compared to those aware of their
HIV infection.3 Therefore, although
there have been significant advances in
HIV treatment and life expectancy
among HIV-infected persons, the esti-
mated number of new infections in the
United States in 2006 was 56,300—a
significant increase over the reported an-
nual number of incident infections dur-
ing the previous decade.4

It is reasonable to conclude that the
HIV/AIDS epidemic can be lessened
substantially by alerting more HIV-posi-
tive persons to their status.4 The percent-
age of patients ever tested for HIV was
38% in 1997, but increased minimally
to 40% in 2006.5 In September 2006,
the CDC published revised recommen-
dations for HIV testing in all health-care
settings in order to foster earlier detec-
tion of the virus.1 Previous HIV screen-
ing strategies focused on testing for only
persons perceived to be at high risk (such
as injection drug users, men having sex
with men, and persons with other sexu-
ally transmitted infections), and those liv-
ing among populations with increased
HIV prevalence. HIV testing based upon
risk assessment alone has resulted in a sig-
nificant number of HIV infected indi-
viduals remaining undiagnosed, despite
multiple opportunities for testing.
Beckwith and his colleagues assessed pa-
tients newly diagnosed with HIV when
admitted to the hospital with additional
illness: 65% of these patients did not re-

port traditional risk factors for HIV in-
fection and were missed in previous tests.6

Because estimates of HIV incidence
have not decreased with risk-based HIV
testing, and because significant numbers
of patients are diagnosed only after hospi-
tal admission with advanced AIDS, the
CDC took several important steps toward
reducing barriers to testing. The 2006
revised recommendations support routine
“opt-out” HIV testing in health care set-
tings for all patients between the ages of
13-64. Opt-out testing means that a pro-
vider informs a patient that HIV testing
will be completed as part of their routine
medical care unless the patient declines
testing. The CDC recommended that in-
formed consent for HIV testing be in-
cluded in the consent for general medical
care and that separate written informed
consent for HIV testing should not be re-
quired. In this scenario, after patients are
informed of the HIV test and given the
opportunity to decline, the verbal consent
for general medical care should be suffi-
cient to incorporate consent for HIV test-
ing. These guidelines also apply to preg-
nant women who should have HIV
screening included in the routine panel
of prenatal screening tests, without need
for a separate signed consent form.

At the time the 2006 CDC recom-
mendations were released, 20 states, in-
cluding Rhode Island, still required
separate written informed consent for
HIV testing. Since that time, 11 states
have enacted new legislation to stream-
line the consent process in order to in-
crease uptake of testing.8 In California,
the San Francisco Public Health Depart-
ment eliminated the requirement for
separate written informed consent for
HIV testing within all Public Health De-
partment health care facilities and sub-
sequently documented a highly signifi-
cant increase in HIV testing and identi-
fication of new infections.9 The mean
monthly rate of HIV tests per 1000 pa-
tient-visits increased 4.5 times after the

requirements for consent were changed.
This dramatic increase in HIV testing
served as the impetus for the State of
California to enact new legislation in
October 2007 to eliminate separate
written informed consent for HIV test-
ing. Rhode Island, however, remains one
of the few states that still requires writ-
ten consent for HIV testing.

In 2004 the CDC highlighted
Rhode Island as one of the jurisdictions
that had an elevated incidence of HIV
or AIDS among women 15—45 years
of age.7 In addition, Rhode Island was
one of the 21 states that surpassed the
threshold of 17 new HIV diagnoses and
9 AIDS diagnoses per year per 100,000
women aged 15—45 years. Nevertheless,
only 52.8% of pregnant women at the
largest birthing hospital in Rhode Island
had a known HIV status documented at
time of delivery in 2006.10 This testing
rate is unacceptable since vertical trans-
mission of HIV infection is preventable
with the use of antiretroviral therapy. Ver-
tical transmission of HIV infection from
mother to child can be decreased from
25% with no intervention to less than 2%
with antiretroviral therapy given in the
perinatal period.11 Unfortunately, in
2006, three infants were born with HIV
infection in Rhode Island.

The concurrence of newborn HIV
cases in 2006 and the release of the re-
vised CDC recommendations for HIV
testing created momentum to change
Rhode Island’s HIV testing legislation.
After caring for a newborn whose HIV
diagnosis was missed at birth, a concerned
group of physicians coordinated efforts
with the Rhode Island Department of
Health, HIV/AIDS activist organizations,
and other healthcare providers to pass a
new law in July 2007.12 The legislation was
crafted by a wide group of advocates and
put forward by Representative Eileen
Naughton and Senator Charles Levesque.
The law changed HIV testing among
pregnant women from an opt-in to an opt-
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out approach. The requirement for sepa-
rate written informed consent for HIV
testing during pregnancy was eliminated.
Verbal consent for HIV testing is now
permitted. In order to protect the rights
of the patient, the legislation required
that no woman be tested for HIV with-
out her knowledge, and patients have the
right to decline testing.

An analysis of HIV testing among
pregnant women is underway at Women
and Infants’ Hospital where more than
9400 deliveries per year are performed,
comprising over 72% of the deliveries in
Rhode Island.13 Hospital infection control
personnel are surveying randomly selected
obstetrical charts; and preliminary results
indicate that prenatal HIV testing rates
have increased to over 90% since passage
of the legislation.14 Since passage, there
have also been no known vertical HIV
transmissions in Rhode Island.

Separate written informed consent for
HIV testing was acting as a barrier to test-
ing among pregnant women in Rhode Is-
land; removal of this barrier has led to in-
creased testing rates. However, separate
written informed consent is still required in
other medical settings within Rhode Island.
The HIV testing laws are still not in com-
pliance with the CDC recommendations
and violate humanitarian values. Despite
substantial evidence presented to lawmak-
ers, attempts to introduce legislation that
would allow for routine opt-out HIV test-
ing without separate written informed
consent in all health-care settings failed in
2008. Opponents argued that discrimi-
nation and stigma pertaining to HIV still
exist, and that elimination of the require-
ment for separate written consent may re-
sult in patients getting HIV-tested with-
out their knowledge.

Stigma and discrimination toward
HIV-infected persons are still a problem
almost 30 years after the recognition of
the epidemic in the US. We cannot al-
low persons who are unknowingly in-
fected to remain undiagnosed when ef-
fective therapy is available. HIV treat-
ment is both life-sustaining and life-sav-
ing. HIV treatment is available to all
Rhode Islanders who need it through the
AIDS Drug Assistance Program. Barri-
ers to testing must be removed in order
to expand the proportion of persons who
are tested. Making HIV testing a routine
part of medical care will reduce the

stigma associated with HIV testing. Fur-
thermore, a recent study has suggested
that increasing testing and increasing the
use of HIV medication could have a
meaningful impact on eliminating the
HIV epidemic as a whole.15

Routine opt-out HIV testing in medi-
cal settings needs to be implemented in
Rhode Island, including the elimination of
separate written consent. To do this, a vari-
ety of parties including lawmakers, AIDS
activists, community service organizations,
healthcare providers, patients, families of
patients, and healthcare organizations must
be involved in further legislative efforts.
With a sense of urgency, there must be a
willingness to agree on a consensus that will
best achieve the goals that are important to
all, namely, to decrease transmission of HIV
and to increase knowledge of HIV
serostatus. We are optimistic that the up-
coming legislative session will see a collabo-
rative effort to pass HIV testing laws in
Rhode Island that will address the epidemic
of 2009 and for years to come.
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