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INTRODUCTION
Human Immunodeficiency Virus (HIV) and Acquired
Immunodeficiency Syndrome (AIDS) have spread to
all the regions of the world with a most devastating
effect in sub-Saharan Africa.1 The first client of AIDS
in Nigeria was reported in 1986.2 Since then the
prevalence of HIV infection increased from 1.8% in
1991 to 4.8% in 2003.2 There was a drop to 4.4 in
2005 with some stabilization at 4.6 in 2008.2 The Federal
government advocates that every Nigerian should
know their HIV status and hence established HIV
counseling and testing (HCT) centers nationwide.2,3

These clients usually undergo pretest counseling and
when positive to the initial screening test are referred
for confirmation at the Antiretroviral clinic (ARV). This
frequently leads to fear of  uncertainty, stigma and
sometimes sudden death from violence experienced
by these clients.4,5,6,7 These situations sometimes also
occur in clients with indeterminate and false positive
HIV result even after been attended to at the ARV
clinic.8

Some clients came with the impression that they have
AIDS and therefore should access the antiretroviral
drugs immediately without undergoing the HIV
confirmatory test and further tests. Some presented at
the ARV clinic with indeterminate and false positive
HIV test results which in most cases had been
misinterpreted to mean that they were HIV positive.
This made their management sometimes difficult as
they expected to be given antiretroviral drugs. We
present three clients seen at the ARV clinic with different
challenges.

Case 1
A 22 year old married trader was referred by April,
2005 from a maternity hospital at Ibadan on account
of  being reactive on HIV testing. She was accompanied
by her anxious husband who was declared non reactive
at the same center. She was 4 months into her first
pregnancy and went to book for antenatal care where
she underwent HIV counseling and testing. After talking
to the couple on the meaning of the reactive screening
test she was then referred to the ARV clinic counselor
who did a pre-confirmatory counseling and also sent
her for bleeding for the Enzyme linked Immu-
nosorbent Assay (ELISA) and confirmatory western
blot test. The couple were advised to practice safe sex
through condom use and given one week
appointment. She was also booked to attend the
prevention of maternal to child (PMTCT) clinic the
following week.

On the appointment day, the ELISA result was positive
while western blot result was negative. She then had
post test counseling and was followed up by both the
family physician and the PMTCT team. She was
suspected to be in the window period and given
Zidovudine (AZT) from 28 weeks and single dose
Nevirapine 200mg at delivery. She delivered per
vaginam at term a life female baby who had a dose
of Nevirapine syrup 6mg at birth. She had been
followed up for more than 2 years and remains western
blot negative. She had counseling on infant feeding
after which she breastfed exclusively for 6 months.
The baby was western blot negative by 18 months of
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life. The couple remained married and was able to
cope with this situation.

Case 2
This was a 50 year old Islamic cleric, known
hypertensive and diabetic married to four (4) wives.
He decided to check his HIV status having learnt on
the local radio of the need for everybody to do an
HIV test. During a public enlightenment campaign
programme in December, 2005, he had HCT and was
declared HIV reactive and thereby referred to our
clinic. He was counseled on the significance of the
screening test before being sent to the counselor for
pre-confirmatory HIV counseling. He was also bled
for ELISA, western blot, random blood sugar. His
presenting blood pressure was 200/110 mmHg.
Random blood sugar done was 139mg%. On account
of his hypertensive and diabetic state he was given
dietary advice. He was advised to bring in his wives
for HCT but refused claiming that they might accuse
him of infecting them and therefore abandon him.
He was counseled that his confidentiality will be
respected and that knowing the wives HIV status might
help in making accurate diagnosis of the problem. He
was offered admission on account of the severe
hypertension but he declined opting for outpatient care.
Antihypertensive were prescribed and he was advised
to continue the oral hypoglycemic he was taking before
presentation. He was advised on safe sex with condom
and given one week appointment.  One week later the
western blot result came out and was indeterminate.
He had post test counseling and advised to repeat the
test in 6 months. The western blot result remained
indeterminate for over 2 years and he consistently
refused to discuss this situation with his wives despite
repeated counseling.

Case 3
This was a 34 year old accountant whose appointment
was recently terminated as a result of  HIV screening
test conducted for all workers at his workplace. His
wife was a trader and they had 2 children. He was
referred to our clinic in February, 2006 for treatment.
His wife was not aware of the screening result. He
appeared depressed but became cheerful after being
counseled and told that he might not be infected. He
had pre confirmatory counseling and blood was taken
for western blot. He was also counseled on importance
of safe sex and condom use. He agreed to bring his
wife at the next appointment. He was then given one
week appointment.

On the appointment day, his western blot result was
indeterminate while his wife HIV screening result was
negative. He agreed that the result be discussed with
his wife. Safe sex with condom was re-emphasized.

The client was then asked to report for a repeat western
blot test in 6 months. However 2 months later the
client reported marital disharmony as his wife had
refused to have sexual relationship with him because
of  fear that the condom might tear. The wife was
invited for counseling but she refused to accept the
situation and decided to allow the man to have
extramarital relationship. At 3 months, the western blot
was repeated with the result negative but the wife felt
the clinic staff  were not truthful with the husband’s
status. The result remained western blot negative for
more than 2 years. He got another job and lives with
his wife and 2 children.

DISCUSSION
The enzyme linked immunosorbent assay (ELISA) is
one of the common serological tests to detect HIV
antibodies while western blot assay is regarded as the
gold standard for confirmation of  HIV serostatus 9.
Non specific reactivity on western blot can occur with
HIV negative specimens leading to inconclusive or
indeterminate results 9. In the majority of  clients the
western blot results are either clear-cut positive or
negative. Positive samples give many bands, indicating
the presence of antibodies to most or all the major
viral proteins coded by the env gene (gp160, gp120,
gp41), the gag gene (p55, p24, p18), or the pol gene
(p66, p51, p31). Negative samples give no bands at
all. Occasionally, incomplete patterns of  bands
corresponding to viral proteins are obtained (e.g., p24
alone, or p55 and p51 only, etc.). Such patterns
constitute indeterminate results according to one or
all of the guidelines most commonly used for the
interpretation of  the Western blot.10,11 One of  the most
common causes of  an indeterminate result is if  the
person tested is in the window period.9,11 Other causes
include HIV-2 cross reaction, Human T cell
lymphotropic virus I/II (HTLVI/II), auto antibodies,
pregnancy, and abnormal bilirubin levels.9,12 The
recommended and widely used algorithm for the
confirmation of  an indeterminate result is to retest
the patient after 3-6 months.9 It is accepted to confirm
western blot indeterminate result with immuno-
fluorescence and polymerase chain reaction where
available.9

HIV diagnosis and treatment is becoming increasingly
available to all Nigerians due to the combined effort
of  the Federal Government of  Nigeria and funding
agencies like President Emergency Plan for AIDS Relief
(PEPFAR) and Global funds for HIV, Tuberculosis
and Malaria.2,4 Many Nigerians do come forward for
the HIV screening tests usually rapid kits mostly
Determine, Stat pak, Unigold and Double check gold
2,4. Due to the availability and accessibility of rapid
test kits and ease of use of these kits by lay counselors,
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more people are getting tested and clients of
indeterminate and false positive HIV results might
result.9,13 Indeterminate results must be properly
managed to prevent situations such as marital
problems, rejection by family members, stigma, suicidal
ideation, other psychosocial problems and the cost
associated with retesting. 9,14 The first case presented
emphasized the need to assume that the pregnant client
could be in the window period which explains the
positive ELISA and negative western blot result. This
enabled her to access PMTCT services.

The second case presented showed high level of fear
of stigma and abandonment. This put his wives at
risk of infection. Even though he was counseled on
safe sex and given condoms, there was no way to
ensure compliance since he was not ready to bring his
wives for HIV screening. This brings into focus the
right of women to know the status of their husbands
and vice versa.

The third case further showed partners response to
HIV. Despite being counseled on safe sex and the
western blot remaining negative after 2 years, the wife
still refused sex with or without condom fearing that
she could be infected if the condom got torn during
sexual intercourse. It took intense and regular
counseling by the clinic staff to ensure that the couple
did not divorce because of the perceived HIV status
of her husband. There is need for physicians to
consider the total profile for the patient after obtaining
HIV indeterminate western blot result, reassess risk
factors for HIV infection, perform a HIV retesting at
3-month intervals for 6 months or use an alternate
HIV antibody confirmatory assay and running antibody
tests for other human retroviruses.8,9,14

In conclusion, there is need to create awareness and
manage properly indeterminate and false positive HIV
results to prevent situations which could lead to marital
disharmony, rejection by family members, stigma,
depression, suicidal ideation and other psychosocial
problems.
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