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Testing is the first in a series of important interventions aimed at mitigating the HIV
epidemic.1 Identifying individuals with HIV infection provides a critical opportunity to link
them into care where treatment with highly active antiretroviral medications significantly
improves immune function while reducing viral load, thus slowing disease progression and
reducing infectivity.2,3 Knowing one's serostatus also attenuates individual behaviors that
contribute to transmission of the virus.4 With this as the basis for control of the epidemic, a
major prevention goal is for everyone to know his or her HIV serostatus, and for those
infected with HIV to be actively engaged in care.

As an initial catalyst to this end, in 2006 the Centers for Disease Control and Prevention
(CDC) released revised recommendations for HIV screening in health care settings.5 These
recommendations created a framework for performing broader HIV screening in the United
States, and significantly changed the testing paradigm by fundamentally reducing barriers to
completing testing. Over the past six years, the quality and quantity of research conducted
around these recommendations has been nothing but unprecedented.6

The 2006 CDC recommendations specifically called for routine performance of non-risk-
based opt-out screening for all patients 13 to 64 years of age who present to health care
settings, including emergency departments (EDs), where the undiagnosed HIV prevalence is
at least 0.1%. The recommendations were accompanied by additional suggestions for the
integration of HIV consent into the general consent for medical care, and focused prevention
counseling for only those patients who test positive. The basis for these recommendations
stem from the following considerations: 1) the prevalence of undiagnosed HIV infection in
the United States had not changed appreciably over the prior decade; 2) those with
undiagnosed HIV infections contribute significantly to its forward transmission; and 3) such
screening would result in larger numbers of individuals tested and identified earlier in their
disease courses.7
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In 2007, the CDC released an “Expanded Testing Initiative”8 and, in 2011, a “High Impact
HIV Prevention Initiative”9 in response to the 2010 National HIV/AIDS Strategy put forth
by the White House.10 The overarching goal of the High Impact HIV Prevention Initiative is
to “advance the prevention goals of the National HIV/AIDS Strategy and [to] maximize the
effectiveness of current HIV prevention methods…by combining scientifically proven, cost-
effective, and scalable interventions targeted to the right populations in the right geographic
areas.”9 High impact prevention prioritizes effectiveness and costs, feasibility of
implementation, and coverage of target populations, and our understanding of how best to
incorporate HIV screening into medical care (including emergency medical care) has been,
and will continue to be, a central theme of HIV prevention efforts.

In response to the CDC recommendations, a large number of states have altered their HIV
testing consent laws to accommodate this “more inclusive” testing approach,11 and on
September 1, 2010 New York enacted a law mandating offering HIV testing to all patients
who seek medical care.12 Most recently, on November 17, 2012, the United States
Preventive Services Task Force (USPSTF) published draft updated recommendations that, in
part, give routine HIV screening (defined as clinicians screening all patients 15 to 65 years
of age for HIV infection) a Grade A recommendation (defined as the USPSTF
recommending this service and there being high certainty that the net benefit of the service
is substantial).13 This recommendation is significantly different from the previous
recommendation (i.e., Grade C, USPSTF makes no recommendation for or against routinely
screening for HIV in adolescents who are not at increased risk for HIV infection),14 and is
likely to be finalized without major modification. Furthermore, it is congruent with the 2006
CDC recommendations, is closely aligned with the National HIV/AIDS Strategy, and is a
key requirement of the broader HIV testing coverage proposed in the Patient Protection and
Affordable Care Act.15 With this convergence of HIV policy, and for the first time in over
30 years since the epidemic was identified, we now have a unified and aggressive HIV
prevention strategy in the United States.

Misperception Negatively Affects Implementation of HIV Screening in EDs
While it is clear that controlling the HIV epidemic in the United States has become a central
public health goal of policy leaders, understanding how to best integrate routine HIV
screening into emergency care remains a critical next step for our specialty.

Although a substantial and growing body of research exists regarding HIV screening in EDs,
a relative paucity of work has been published related to clinician and patient perceptions
about such screening.16,17 It is important to draw a distinction between “perception” and
“satisfaction”; the latter concept has received significantly more attention, with conclusions
generally supportive of routine HIV screening in the ED by both patients and ED
staff.16,18-20 Moreover, lack of understanding and misperceptions related to HIV screening
in EDs likely contribute to its poor penetration as a prevention intervention in emergency
medicine.

In this issue of Academic Emergency Medicine, Schnall et al.21 and Cowan et al.22 publish
articles using qualitative methodology to better understand clinician and patient
understanding, respectively, of routine HIV screening in the ED. Although qualitative
research is meant to be exploratory or “hypothesis-generating,” it is the correct methodology
for beginning to understand perception, and the work published by these two groups
significantly advances the science of HIV screening. Their work primarily identifies and
defines important gaps, and confirms some prior concerns related to how both clinicians and
patients view HIV testing in EDs.
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Schnall et al. used focus groups to assess clinicians' perceptions related to routine HIV
screening after the New York state law was enacted, and uncovered fundamental and
persistent knowledge gaps about HIV screening.21 Not surprisingly, both physicians and
nurses had difficulty understanding the importance of HIV screening in emergency medicine
and how it should be prioritized in the context of record numbers of ED visits and shrinking
health care resources.23 This disconnect has been pervasive among the emergency medicine
community24,25 and overcoming it will be crucial if we expect to more fully integrate HIV
testing into emergency medical care.

Additionally, the authors describe broad concerns about how best to integrate HIV testing
into clinical practice without affecting patient flow and several more specific aspects of
operationalizing screening in EDs.21 Recognizing that EDs serve as the principal medical
safety net in the United States, a growing contingency of emergency physicians, policy
stakeholders, and administrators have argued two polarizing perspectives, namely, that the
ED serve as a critical venue for advancing public health initiatives because of its place on
the frontlines and because many patients who seek care in EDs do not make other contact
with clinicians,6,26,27 or that such initiatives should exist solely in primary care networks
where preventive care is more of a priority and resources can be dedicated to such
practice.24 Irrespective of this ongoing debate, real operational confusion remains, including
but certainly not limited to issues about how and to whom testing should be offered, which
testing approach or sequence should be used, who should perform testing, and how best to
obtain consent and perform counseling and linkage to care for those identified with HIV
infection. Understanding these important operational components, while also knowing
which methods are most effective, remains vital to understanding how HIV testing should be
incorporated into emergency care. Ongoing work by investigators across the country,
including those associated with the National ED HIV Testing Consortium, will be
paramount in helping understand how best to perform HIV testing in EDs in the future.

The article by Cowan et al. used semi-structured interviews to assess patients' perceptions
related to consent and counseling as suggested by the CDC.22 These authors nicely
demonstrate support of the CDC recommendations for streamlining consent (i.e., integrating
HIV consent into the general consent and eliminating the need for separate written consent);
they also highlight differences in patients' perceptions related to counseling – some
believing counseling is important and others do not. Resolving this discrepancy will require
ongoing evaluation of methods of providing information and resources to patients, and may
benefit from novel interactive and informational methodologies like those developed by
investigators in New York and Rhode Island.28,29

Also, similar to results from our research group, Cowan et al. importantly confirmed
fundamental misunderstanding of opt-out consent,22 which supports an existing notion that
patients may not understand what they are consenting to.30 While the CDC explicitly states
that “[s]creening should be voluntary and undertaken only with the patient's knowledge and
understanding that HIV testing is planned,”5 these results, unfortunately, suggest otherwise.
Although a number of studies support a larger proportion of patients “agreeing to” and
completing HIV testing when it is offered using an opt-out approach,30,31 we wonder if this
should be the goal when potentially important misunderstanding (even to the extent that
some patients do not know they are being tested for HIV infection) exists. Additional
research is required to better understand how opt-out consent mechanisms are interpreted,
and until this picture is clearer, we believe clinicians and program administrators must be
careful in how they incorporate opt-out consent into screening programs.

If HIV screening is to exist as a routine part of emergency medicine, and as we strive to
achieve the broader and more laudable goal of living in a society where all HIV infections
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are known and new HIV infections are rare, it is critical that emergency physicians, patients,
and administrators understand key aspects of HIV screening implementation, with sufficient
congruence between those on the front lines and those who develop policy. In the end,
perception is reality, and we believe misperception negatively affects implementation and
effectiveness of ED-based HIV screening programs.
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