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New guidance on recommended HIV testing and counselling
After a series of meetings, open internet-based reviews, 
and consultations over a year, WHO and UNAIDS recently 
released guidance on HIV testing and counselling initiated 
by health providers.1 Those not engaged in this exercise 
might not fully appreciate the evolution of thinking 
represented by this fi nal document, nor the role played 
by active debate between constituencies with diverging 
views on key issues. Among these issues was whether HIV 
testing should be included in the panoply of routine tests 
given in health settings on the initiative of the clinician, 
unless the patient specifi cally opted-in by asking to be 
tested for HIV or opted-out by refusing the test, despite 
not having been prompted to consent to it. Many found 
the ideas confusing2–4 and questioned the underlying 
assumption of this approach—ie, that patients who 
signed off  on admission forms when consulting or being 
admitted to a care facility de-facto agree to any diagnostic 
test found necessary by the treating doctor. Concerns 
were raised that, unlike other tests, in view of prevailing 
stigma, discrimination, and risks of violence attached 
to an HIV-positive result in many settings, particularly 
for women, specifi c individual agreement to the test 
remained necessary.5,6 

As the WHO/UNAIDS guidance evolved towards its 
now fi nal form, despite some reference to opting-in and 
opting-out, liberal use of this language was dropped 
and replaced with ideas more refl ective of sound public 
health, medical ethics, and human rights. Specifi cally, 
the ambiguous notion that providers would initiate 
testing (with lack of clarity about whether this testing 
is with or without expressed consent) has shifted to 
a model in which providers recommend testing (thus 
proceeding with the test only after consent has been 

given by the patient). The WHO/UNAIDS guidance 
continues to use the term provider-initiated testing, but 
provider-recommended testing is now what the guidance 
advocates. The crucial diff erence here is that doctors are 
now encouraged to recommend a test, and not simply 
to test without securing the patient’s specifi c agreement. 
In many ways, the WHO/UNAIDS document is far clearer 
and better anchored in evidence than the rather confusing 
2006 guidelines of the US Centers for Disease Control and 
Prevention (CDC), to which it refers supportively several 
times.7 The CDC guidelines use terms inconsistently, 
and thereby create (deliberately or not) a wide space 
for doctors to do HIV tests on patients with or without 
express consent. The strength of the WHO/UNAIDS 
document lies in its attention to specifi c elements to be 
considered when formulating or reformulating HIV-testing 
policies according to various environments, epidemic 
types, health settings, clinical presentations, and testing 
practices. Yet, several issues will require attention while 
this guidance is implemented, including the rather vague 
approach to monitoring and evaluation, even as WHO 
is under stress to anchor its guidelines more strongly in 
evidence.8 Critical indicators, sources of information, and 
means of measurement could have been suggested to set 
groundwork for risk-management and further revisions of 
this guidance. The more-than-elusive description of how 
the guidance is to be adapted to specifi c country settings 
is another area that needs attention. This description will 
require rapid pre-emptive measures by WHO/UNAIDS 
and others, such as development of methods to facilitate 
adaptation process, failing which adaptation might 
go astray on the initiative of those who believe that 
widespread HIV testing is an eff ective response to the 
epidemic. A further issue is the lack of reference to how 
this form of testing will intersect with the trend towards 
criminalisation of HIV transmission,9 in particular when a 
previous record of a positive HIV test could be interpreted 
to mean that a person knowingly transmitted HIV to 
others, whether deliberately or negligently.

Policymakers may now opt-in to the guidance and model 
policies, and practice can proceed along the lines proposed, 
even though there will be substantial diff erences in how 
this change is made. Some policymakers will no-doubt 
opt-out, holding that the guidance is insuffi  cient and 
does not respond to local realities. Clinicians, other health Sc
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practitioners, and civil society will have to be vigilant 
in their attention to the uses and abuses of HIV-testing 
policies as the policies are reformulated and, just as 
importantly, to the observed gaps between public-health 
goals, policy, and practice.
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Lancet International Fellowships 2007 and 2008
We are delighted to announce the winners of our 
International Fellowship scheme for 2007—Dr Jennifer 
Cuellar-Rodríguez, an infectious diseases researcher at 
the Instituto Nacional de Ciencias Médicas y Nutrición 
Salvador Zubirán in Mexico City, Mexico, and Dr Macky 
Natha, a specialist registrar in genitourinary and HIV 
medicine at St George’s Hospital in London, UK.

Since The Lancet’s Fellowship scheme launched in 
1998, we have assisted 15 doctors to work in settings 
very diff erent to their usual experience. This year, 
Jennifer Cuellar-Rodríguez and Macky Natha were the 
clear winners out of the 27 applicants for the award. 
Dr Cuellar-Rodríguez is using the award to do a 1-year 
fellowship training programme in transplant infectious 
diseases at the Cleveland Clinic, Cleveland, Ohio, USA. 
On her return to Mexico, she hopes to establish an 
infectious diseases transplant clinic, working closely 
with a transplant team and other infectious diseases 
specialists. Dr Natha’s award is enabling him to set up 
and implement a comprehensive HIV/AIDS strategy at St 
Francis’ Mission Hospital in Katete, Zambia, to make best 
use of donated antiretroviral drugs. He is also researching 
the implications of the availability of free antiretrovirals 
on rates of voluntary HIV testing and for the clinical stage 
at diagnosis.

We now invite applications for two Lancet International 
Fellowships—£25 000 each—to start in 2008. The aim of 
these fellowships is to help doctors to work in a country 
very diff erent from their own. The diff erences may lie 
in a country’s delivery of health care, research of health 
priorities, or educational facilities. To be eligible, you must 
be a medical graduate but there are no age limits. The 
fellowship should last at least 6 months. To apply, please 
send:
• Your curriculum vitae
• A proposal describing where you would like to go, 

when, and for how long, what you plan to do and why, 
and how you would spend your award

• Letters of support from your head of department and 
from the person who will be hosting your visit

• The names and addresses (including e-mail addresses 
and telephone numbers) of three referees.

Please send your application to Dr Astrid James, 
The Lancet, 32 Jamestown Road, London NW1 7BY, UK, 
in an envelope marked “International Fellowships”. The 
deadline for submitting your application is Nov 1, 2007.
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