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1. Introduction

In September 2014 it was agreed that NICE'’s guidelines on HIV testing in black Africans and
HIV testing in men who have sex with men (MSM) (PH33 and PH34) should be partially
updated and combined into one piece of guidance to take account of new evidence relating
to indicator conditions, changes in the law relating to home testing and self-sampling, and to
reflect changes in commissioning responsibilities for HIV testing. It was agreed that the
partial update would combine the recommendations in PH33 and PH34 into generic
recommendations and, where appropriate, make specific recommendations for high risk
population groups and consider potential changes to indicator conditions and home testing
and sampling.

This evidence review has been conducted to support the update of PH33 and PH34 and will
focus on the effectiveness of interventions which increase awareness of the benefits of, the
opportunity for and uptake of HIV testing. The review will also examine new evidence
relating to interventions aimed at improving the uptake of HIV testing among all people who
may have undiagnosed HIV. The evidence reviews for PH33 and PH34 will also be
considered as part of the overall evidence base.

2. Methods

This review was conducted according to the methods guidance set out in ‘Developing NICE
guidelines: the manual’ (October 2014).

2.1. Review question

Review question 1: What are the most effective ways to increase the uptake of HIV testing
to reduce undiagnosed HIV among people who may have been exposed to it?

¢ RQ la: What interventions to increase awareness of the benefits of HIV testing and
details of local testing services among the general public and healthcare workers are the
most effective?

¢ RQ 1b: What interventions to increase opportunity for, and uptake of, HIV testing are the
most effective?

The evidence relating to the cost effectiveness of interventions and factors which help or
hinder the uptake of HIV testing will be presented separately.

2.2. Searching, screening, quality assessment and data extraction

A single systematic search of relevant databases and websites was conducted from 1996
(the start date for the searches for PH33 and PH34) to May 2015 to identify relevant
evidence for this review (see Appendix 5).

The protocols outline the methods for the review, including the search protocols and
methods for data screening, quality assessment and synthesis.

All references from the database searches were screened on title and abstract against the
criteria set out in the protocols. A random sample of 10% of titles and abstracts was
screened by two reviewers independently, with differences resolved by discussion.
Agreement at this stage was 93.4%. Full-text screening was carried out by two reviewers


https://www.nice.org.uk/article/pmg20/chapter/1%20Introduction%20and%20overview
https://www.nice.org.uk/article/pmg20/chapter/1%20Introduction%20and%20overview
https://www.nice.org.uk/guidance/GID-PHG91/documents/review-protocols

independently on 10% of papers. Agreement at this stage was 100%. Reasons for exclusion
at full paper stage were recorded (see Appendix 4).

Any studies which were included in PH33 and PH34 have been excluded from this evidence
review. There may be some studies which were excluded by PH33 and PH34 which have
been included in this review, for example, those covering the more general population or
other at-risk groups.

Each included study was data extracted by one reviewer, with all data checked in detail by a
second reviewer. Any differences were resolved by discussion.

Included studies were rated individually to indicate their quality, based on assessment using
a checklist. Each included study was assessed by one reviewer and checked by another.
Any differences in quality grading were resolved by discussion. The tool used to assess the
quality of studies is included in Appendix 3 and a summary of the QA results of all included
studies is included in Appendix 2. The quality ratings used were:

++ All or most of the checklist criteria have been fulfilled, and where they have not been
fulfilled the conclusions are very unlikely to alter.

+ Some of the checklist criteria have been fulfilled, and where they have not been fulfilled, or
are not adequately described, the conclusions are unlikely to alter.

— Few or no checklist criteria have been fulfilled and the conclusions are likely or very likely
to alter.

3. Results
3.1. Flow of literature through the review

47 studies were included in review 1. Figure 1 below shows the flow of literature through the
review. A brief summary of reasons for exclusion at full text is included in the table below.

Reason Number

Did not meet the study type criteria 105
Conference abstract 96
Not UK based qualitative study 50
Not about HIV test uptake 20
No specific intervention 15
Outcomes not relevant 13
Out of scope 9
Not English language 3
Other 2




Figure 1. Flow of literature through the review
(note: 1 paper is included in two reviews causing the total to be 390 full text studies)
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3.2. Characteristics of the included studies

Full details of the included studies are given in the evidence tables in Appendix 1. Tables
3.2.1 and 3.2.2 below show in which country the studies were conducted, and provide a brief
summary of the interventions, populations and settings investigated in these studies.




3.2.1.

RQ 1la: What interventions to increase awareness of the benefits of HIV testing and

details of local testing services among the general public and healthcare workers
are the most effective?

First author, Design Country | Setting Population Intervention QA
year rating
One-to-one interventions
Educational video interventions
Calderon et RCT" USA Emergency ED patients Pretest +
al., 2007 departmentin | aged <18 educational and
atertiary care | years counselling
hospital video
Calderon et RCT USA Adult and ED patients HIV educational | ++
al., 2011 paediatric aged 15-21 video
emergency yrs
departments
Saifu, 2011 nRCT? USA Veterans Non-ED Kiosk -
affairs medical | patients educational
walk-in centre | triaged to the | module
walk-in
centre
Computerised interviews and risk assessments
Kurth et al., Cross- USA Urban, trauma | Clinically Computerised +
2013 sectional centre stable, ED risk assessment
emergency patients aged | and feedback
department <18 years tool
Merchant et RCT USA Urban, adult ED patients Audiocomputer- | -
al., 2011 emergency aged 18-64 assisted,
department yrs interview
system-—
delivered,
tailored
feedback
intervention
about reported
HIV risk
behaviours
Richens et al., | RCT UK Sexual health | All patients Computer- ++
2010 clinics aged <16 assisted
years interview;
attending wit | Computer-
h a new assisted
clinical personal
episode. interview; Pen
and paper
interview
Motivational interviewing through outreach activities
Outlaw et al., RCT USA Outreach African 30-minute field ++
2010 venues American outreach
MSM aged session based
between 16- | on motivational
24 yrs interviewing
Risk assessments and brief interventions
Merchant et RCT USA Two urban ED drug Risk ++
al., 2014 emergency using assessment and

! Randomised controlled trial

2 Non-randomised controlled trial




First author, Design Country | Setting Population Intervention QA
year rating
departments patients aged | brief
18-64 yrs intervention
about drug
misuse and
screening for
HIV/Hepatitis C
(HCV)
Opportunistic information provision
Information leaflets
Das et al., BA® UK GUM clinic All patients Information -
2004 attending the | leaflet about HIV
clinic infection
Rogstad et al., | BA UK STiclinicina | All new Patient leaflet -
2003 large hospital attenders at explaining tests
the routine performed in the
STI clinics clinic.
Social media
Social networking for MSM
Rhodes et al., | Cross USA Online chat MSM Trained -
2011 sectional room interventionist
BA communicated
with participants
about HIV
testing, testing
locations and
processes of
testing.
Young et al., Cluster USA Online social African Trained peer +
2013 RCT networking American/Lat | leaders
community ino men communicated
(Facebook) MSM aged with participants
<18 years about HIV
prevention and
testing.
Mass-media campaigns
Communication and media campaign messages
Kasting etal.,, | RCT USA Urban Female Health +
2014 community patients aged | communication
health clinics <18 years messages
describing the
benefits of and
refuting
objections to
HIV testing
Uhrig et al., RCT USA Online African HIV prevention +
2012 American and testing
women aged | media campaign
18-34 yrs

® Before and after study




3.2.2.  RQ 1b: What interventions to increase opportunity for, and uptake of, HIV testing
are the most effective?
First author, Design Country | Setting Population Intervention | QA
year rating
Types of test
Rapid vs. traditional tests
Antonio- BA USA HIV testing People Rapid vs -
Gaddy et al., sites attending for | normal
2006 HIV testing testing
Conners et al., | BA USA Veteran Clinic users Nurse -
2012 health initiated oral
substance rapid testing
misuse
clinics
Metsch etal., | RCT USA Drug DT Referral ++
2012 treatment programme offsite vs
programmes | users onsite testing
VS.
information
only
Read et al., RCT Aus STI service MSM Rapid testing | ++
2013 VS.
conventional
tsting
Targeted vs. universal testing
Christopoulos | Retrospective | USA ED Targeted Clinician -
etal., 2011 BA patients initiated
targeted
testing
Lyons et al., Cluster RCT USA ED ED patients Targetted vs | +
2013 Universal
screening
Myers et al., BA USA Community Patients Introduction -
2009 health of routine
centres testing
Roy et al., Cluster RCT UK TB clinics Patients with | Universal ++
2013 TB at clinics | offer, staff
training and
multilingual
information
Seewald et Comparative USA Methadone Users of Routine HIV | -
al., 2013 retrospective treatment programme testing
study programme
Stopka et al., BA USA Outreach IDUs Offering HIV | -
2007 and HCV
testing
simultaneous
ly
Opt in vs opt out testing
Brooks etal., | ITS® USA STI clinic Clinic Opt out -
2009 attendees testing
Hack et al., Retrospective | USA Paediatric 13-20 year Routine opt -
2013 chart review ED old ED in testing
attendees

* Interrupted time series




Kavasery et cT USA Womens Newly Optimal time
al., 2009a prison incarcerated | to offer opt
women out test in
prison
Kavasery et Prospective USA Correctional | Newly Optimal time
al., 2009b controlled trial facility incarcerated | to offer opt
men out test in
prison
Klein et al., BA USA Sexual Clinic users Routine opt-
2014 health clinics out testing
White et al., Quasi USA ED ED patients Opt-in vs. opt
2011a experimental out testing.
White et al., Prospective USA ED ED patients Optin vs. opt
2011b observational out testing
Fingerstick vs. oral fluid testing
Donnell-Fink RCT USA ED Attendees at | Acceptance
etal., 2012 ED for fingerstick
vs oral fluid
test
Point of care rapid testing vs. laboratory-performed rapid testing
White et al., Retrospective | USA ED ED Point of care
2011c cohort attendees testing vs.
laboratory
testing
Home sampling for HIV vs. conventional clinic-based testing
Smith et al., Prospective UK HIV/STI MSM Home
2015 observational testing sites sampling vs
clinic
sampling
Changes in service delivery
Electronic reminders
Bourne et al.,, | Non- Aus Sexual Users of SMS
2011 randomised health clinic service reminders to
experimental attend for
study testing
Burtonetal., | CBA® UK Sexual Users of SMS
2014 health clinic service reminders to
attend for
testing
Schnall etal.,, | BA USA ED Clinicians Electronic
2014 reminders for
staff
Sundaram et RCT USA Veteran Drs and Computer
al., 2009 medical clinic | nurse based
practitioners | reminders for
staff
Impact of the professional/person offering the test
Anaya et al., RCT USA Veterans Clinic 3 different
2008 Affairs clinics | attendees models for
screening,
counselling
and testing
Kinsler et al., Comparative USA ‘safety net’ Clinic Opt out
2013 clinics attendees testing
offered by

® Controlled trial

® Controlled before and after




nurse vs. by
physician
Snow et al., Case-control Aus MSM MSM Introduction -
2011 focussed GP | attendees of a nurse
specialist in
STI
Walensky et RCT USA ED Attendees at | Acceptance ++
al., 2011 ED rates with
HIV
counsellors
vs. current
staff
Organisational interventions
Goetz et al., CBA USA Veteran Organisation | Multicompon | -
2008 medical clinic | al systems ent
organisationa
| change
intervention
Goetz et al., CBA USA Veterans Organisation | Multicompon | -
2011 health clinics | al systems ent
organisationa
| change
intervention
Pillay et al., Longitudinal UK GP surgeries | GPs Training for -
2013 GPs
Financial incentives for testing
Haukoos et Prospective USA ED Patients at Financial +
al., 2005 controlled high risk of incentive for
clinical study HIV HIV testing
Settings where tests can be carried out
Probation vs. community setting
Gordon etal., | RCT USA Probation Probationers | Testing at +
2013 probation
setting vs
community
testing

3.3. Study findings

3.3.1. RQ la: What interventions to increase awareness of the benefits of HIV testing and

details of local testing services among the general public and healthcare workers
are the most effective?
14 studies were included in the review. Overall, the quality of the studies was good, with 4 of
the studies graded [++] and 5 studies graded [+]. The remaining 5 studies were graded [-]
(see Table 3.2.1).
Studies were grouped by the intervention the study tested:
One-to-one interventions
o Educational video interventions (3 studies)

o Computerised interviews and risk assessments (3 studies)

¢ Motivational interviewing through outreach activities (1 study)
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¢ Risk assessments and brief interventions (1 study)
Opportunistic information provision

¢ Information leaflets (3 studies)

Social Media

e Social networking for MSM (2 studies)
Mass-media campaigns

o Communication and media campaign messages (2 studies)

One-to-one interventions

Educational video interventions

Two RCTs and 1 nRCT investigated the use of HIV educational video interventions for
patients (Calderon et al., 2007 [+]; Calderon et al., 2011 [++]; Saifu et al., 2011 [-]). All the
studies were conducted in the USA.

Calderon et al. (2007 [+]) compared an HIV pre-test educational and counselling video with
face to face counselling (standard care) in adults in a hospital Emergency Department (ED)
in New York. Patients in the video counselling group were offered immediate testing after
watching the video and an appointment to return for test results and post-test counselling
within 2 weeks. Patients in the standard care group who agreed to be tested were asked to
return the next business day for face to face counselling and testing and to return in 2 weeks
for their results. The study found that patients in the video group were more likely to be
tested and receive their results (57/202 [28.2%)] vs 8/202 [3.9%]; difference=24.3%, 95%
Confidence interval (Cl) 17% to 31%) than patients in the standard care group. However,
there were a large number of patients who declined to participate in the study who felt that
they were not at risk for HIV. As such, the evidence may not be generalisable to patients
who do not feel that they are at risk of contracting HIV. In addition, patients in the standard
care group were required to return the next day for testing unlike the intervention group who
were tested on the same day which could explain differences in uptake between the groups.

A further study by Calderon et al. (2011 [++]) evaluated the effectiveness of an HIV
educational video in young people aged 15 to 21. Two hundred patients in a hospital ED in
New York were randomised to the educational video or face to face counselling. At the
conclusion of the study, all participants in both groups who agreed to be tested received a
rapid oral HIV test, test results, and face to face post-test counselling. The study found a
significant difference in post-intervention mean HIV knowledge scores between the video
group and the face to face counselling group (78.5% and 66.3%, respectively;
difference=12.2%, p<0.01, 95% CI 3.2% to 16.5%). There was also a significantly higher
uptake of voluntary HIV testing after completion of the study in the video group compared to
the face to face counselling group (51% vs 22% respectively, p<0.01). It is possible that the
patients who refused to participate in the study could have introduced selection bias.
However, there was no significant difference in age, race, gender, or HIV risk factors
between study participants and those who refused.

Saifu et al. (2011 [-]) conducted a study in a Los Angeles veterans affairs medical walk-in
centre to assess the effect of a 2 minute kiosk-based educational module on HIV testing
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rates and patient knowledge. During alternating 2 week blocks over a 7 month period.,
patients were referred to view the kiosk followed by usual care (71 patients), or the kiosk
was turned off and no changes were made to usual care processes (79 patients). All patients
were offered rapid oral HIV testing. The study found that the kiosk was not associated with
greater likelihood of HIV testing compared with usual care (Odds ratio (OR) 0.7, 95% CI 0.4
to 1.4). However, only 46% of participants in the intervention group actually watched the
educational module. Further analyses showed that there was a non-significant association
between increased HIV testing and viewing the educational module (Adjusted OR (aOR) 1.3,
95% CI 0.6 to 3 - the results were adjusted for age, gender and race.). An assessment of
patient's knowledge of risk factors and oral rapid HIV tests was also undertaken in the last
month of the study (44 patients). This found a significant difference (p=0.001) in knowledge
scores between the kiosk (median score 9; IQR 8 to 9) and control periods (median score 7;
IQR 6 to 8).

Evidence Statement 1: Impact of educational video interventions on uptake of HIV
testing in people who may have undiagnosed HIV

There was strong evidence from 2 RCTs [+; ++] (both US™?) to indicate that educational
videos are an effective intervention to increase uptake in HIV testing compared to face to
face counselling. One study* found that adult ED patients who watched the video were more
likely to accept immediate testing and receive their results within 2 weeks compared to
patients in the standard care group who were asked to return the next business day for face
to face counselling and testing and to return in 2 weeks for their results (28.2% vs 3.9%;
difference=24.3%, 95% CI| 17% to 31%). The second study? reported a significantly higher
uptake of rapid oral HIV testing in young people aged 15-21 years who watched the video
compared to those who received face to face counselling (51% vs 22% [p<0.01]). However,
the results of 1 [-] NRCT? suggested that an educational video module was not associated
with increased uptake of rapid oral HIV testing in patients attending a veterans affairs
medical walk-in centre (OR 0.7 [95% CI 0.4 to 1.4]), although less than 50% of participants
in the intervention group actually viewed the video. Further analyses indicated that there was
a non-significant association between increased HIV testing and viewing the video (aOR 1.3,
95% CI 0.6 to 3).

Applicability: The evidence is only partially applicable to HIV testing in the UK because the
studies were all undertaken in the USA, although the interventions would be feasible in a
UK-based setting.

Evidence Statement 2: Impact of educational video interventions to increase
knowledge about HIV testing in people who may have undiagnosed HIV

There was moderate evidence from an RCT [++] and a NRCT [-] (both US??) to suggest that
video interventions may increase knowledge about HIV testing. Both studies reported a
significant difference in HIV knowledge scores between the video and control groups: 78.5%
Vs 66.3%, % difference=12.2%, 95% Cl 3.2-16.5, p<0.01% median score 9 [IQR 8-9] vs 7
[IQR 6-8], p=0.001°.

Applicability: The evidence is only partially applicable to HIV testing in the UK because the
studies were undertaken in the USA, although the interventions would be feasible in a UK-
based setting.

1. Calderon et al., 2007 [+]

2. Calderon et al., 2011 [++]
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3. Saifu etal., 2011 []

Computerised interviews and risk assessments

A cross-sectional study and 2 RCTs investigated computerised risk assessment tools to
increase uptake of HIV testing (Kurth et al., 2013 [+]; Merchant et al., 2011 [-]; Richens et al.,
2010 [++]). Two studies were conducted in the USA and one in the UK.

Kurth et al. (2013 [+]) evaluated an interactive computer tool aimed at facilitating rapid HIV
testing in an urban trauma centre ED in the Pacific North West. Five hundred and 17 non-
acute adult patients were randomly allocated to a computer tool (the Computer Assessment
and Risk reduction Education (CARE) tool) and a rapid HIV test prior to the standard ED
visit, or to the standard ED visit and chart review to assess risk behaviours and HIV/STI test
referrals noted. The CARE tool provided risk assessment, a rapid HIV test video, HIV test
consent and personalised feedback, as well as tailored behavioural skill-building videos and
development of a specific HIV risk reduction plan. 97% of patients (251/258) in the computer
group consented to the rapid HIV test and received their test results. In contrast, only 1 HIV
test was conducted in the standard care group. However, at the time of the study, the ED did
not provide HIV testing for patients other than those being treated for an occupational blood
exposure or for clinical indication, therefore the study could not be conducted as a
randomised comparison of computer versus ED staff-delivered HIV testing.

Merchant et al. (2011 [-]) assessed the effect of an audio, computer-assisted, interview
system based feedback intervention about reported HIV risk behaviours compared with no
intervention on the uptake of rapid HIV testing in 566 patients in an adult ED in New
England. The intervention group received a questionnaire plus tailored audio feedback
messages to responses about their risk behaviours whereas the no intervention group
received the questionnaire only. After completing of the risk questionnaire, participants in
both groups were offered a free, rapid, fingerstick HIV test. Test results were provided during
the ED visit to those who consented to testing. The study reported that uptake of testing was
similar in both the intervention and no intervention groups (54.1% vs 55.5% respectively;
difference = -0.01%, 95% CI —-0.09% to 0.07%). However, a lack of blinding of the research
assistant and patient to study arm allocation could have affected the results.

Richens et al. (2010 [++]) assessed the use of computer-assisted interviews (CASI)
compared with computer-assisted personal interviews (CAPI) and pen and paper interviews
(PAPI) between patients and clinicians, in 2,351 sexual health clinic patients in London.
Uptake of HIV testing was one of the secondary outcomes measured by study. Compared to
PAPI, testing for HIV was conducted significantly less often in the CASI group (OR 0.73,
95% CI 0.59 to 0.90). There was no difference in HIV test uptake between PAPI and CAPI
(OR 0.98, 95% CI 0.78 to 1.21). Patient characteristics were reported by centre and not by
intervention group therefore it is unclear if there were any difference between the groups
which could have impacted on the results of the study.

Evidence Statement 3: Impact of computerised interviews and risk assessments on
uptake of HIV testing in people who may have undiagnosed HIV

There is moderate evidence from 2 RCTs [-;++] (one US? and one UK®) to suggest that
computerised interviews and risk assessments are not associated with increased uptake of
HIV testing. One study? found similar rates of testing in both a group receiving audio,
computer-assisted based feedback on HIV risk behaviours compared with no feedback
(54.1% vs 55.5% respectively; difference = —0.01%, 95% CI —-0.09% to 0.07%). The second
study® reported that HIV testing was significantly lower in patients using computer-assisted
interviews compared to pen and paper interviews (OR 0.73, 95% CI 0.59 to 0.90). There was
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also no difference in test uptake between computer-assisted interviews and pen and paper
interviews (OR 0.98, 95% CI 0.78 to 1.21). However, 1 [+] cross-sectional study* found that
97% of patients using a risk assessment and educational computer tool agreed to testing
and received their results prior to discharge from the ED. In contrast, only 1 HIV test was
undertaken in the standard care group.

Applicability: The evidence is directly applicable because one of the studies was undertaken
in the UK and the interventions assessed are feasible in the UK context.

1. Kurthetal., 2013 [+]
2. Merchant et al., 2011 [-]

3. Richens et al., 2010 [++]

Motivational interviewing through outreach activities

Outlaw et al. (2010 [++]) conducted an RCT to assess the effect of motivational interviewing
on HIV testing rates and rates of return for test results among African American MSM in the
USA. 96 participants were randomised to field outreach combined with motivational
interviewing, and 92 to traditional field outreach. The traditional field outreach intervention
focused on the provision of education to participants, whereas the motivational interviewing
intervention focused on expressing empathy, exploring ambivalence, and building motivation
for change. All participants were offered HIV testing after the intervention. Those that
accepted received HIV counselling and oral testing, and test results were available 7 to 10
days later. Significantly more participants in the motivational interviewing group were tested
for HIV after the intervention compared with the traditional field outreach group (49% vs 20%
respectively; x*,=17.94, p=0.000). Participants in the motivational interviewing group were
also significantly more likely to return for test results (98% vs 72%; x*=10.22, p=0.001).

Evidence Statement 4: Impact of motivational interviewing on uptake of HIV testing
and rates of return for test results among African American MSM

There is moderate evidence from 1 RCT [++] from the US" to suggest that the addition of
motivational interviewing to field outreach is effective at increasing HIV counselling and
testing (49% vs 20%; x*,=17.94, p=0.000) and rates of return for test results (98% vs 72%;
x?;=10.22, p=0.001) among MSM.

Applicability: The evidence is only partially applicable to HIV testing in the UK. That is
because the study was undertaken in the USA and there may be differences in the way that
services are delivered in the UK context.

1. Outlaw et al., 2010 [++]

Risk assessments and brief interventions

Over a 13 month period, Merchant et al. (2014 [++]) evaluated a brief intervention to
increase uptake of combined rapid HIV/HCYV testing in drug using ED patients in the USA.
395 patients were randomly assigned to receive HIV/HCV risk assessment alone (control
arm) or an HIV/HCYV risk assessment plus a brief intervention aimed at motivating
participants to consent to rapid testing for HIV/HCV. On completion of the intervention,
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participants in both groups were offered free, rapid HIV/HCV testing. Those agreeing to
testing were provided the results of their tests while in the ED. The study found that uptake
of combined HIV/HCYV testing was similar between the two groups (64.5% vs 65.2%;
difference = -0.7%, 95% Cl -10.1% to 8.7%).

Evidence Statement 5: Impact of combined risk assessments and brief interventions
on uptake of HIV testing amongst drug using patients in an ED

There is moderate evidence from 1 RCT [++] from the US" to suggest that a brief
intervention in combination with a risk assessment for HIV and HCV has no effect on uptake
of HIV testing in drug using patients (64.5% vs 65.2%; % difference=-0.7% [95% CI -10.1—
8.7)).

Applicability: The evidence is only partially applicable to HIV testing in the UK. That is
because the study was undertaken in the USA and there may be differences in the way that
services are delivered in the UK context.

1. Merchant et al., 2014 [++]

Opportunistic information provision

Information leaflets

Two BA studies assessed the use of patient leaflets (Das et al., 2004 [-]; Rogstad et al.,
2003 [-]). Both the studies were conducted in the UK.

Das et al. (2004 [-]) conducted an audit of the impact of an information leaflet in low risk
patients attending a Genitourinary medicine (GUM) clinic. Patients had the option of
accepting, declining or deferring an HIV test. A review of the case notes of 500 patients
showed that HIV test uptake had increased significantly at 8 months compared to 2 weeks
after the introduction of the leaflet (62% vs 50%, p=0.001). However, it is unclear if the
participants were similar at both time points assessed in the study, or if any differences could
have introduced bias to the results.

Rogstad et al. (2003 [-]) assessed the impact of a leaflet explaining all tests (including HIV
testing) that were routinely performed at an Sexually transmitted infection (STI) clinic in a
large teaching hospital. All new attenders at the clinic were given the leaflet when they
booked in and during consultation medical staff obtained verbal consent for an HIV test to be
performed. As a result of the leaflet there was a significant increase in both the offer of an
HIV test (654/1004 [65%] to 371/397 [94%], p<0.001) and in the number of patients tested
(325/1004 [32%] to 210/397 [53%], p<0.001). Patient characteristics were not reported in the
study, therefore it is not possible to assess potential confounding factors.

Evidence Statement 6: Impact of information leaflets on uptake of HIV testing in
people who may have undiagnosed HIV

There is weak evidence from 2 BAs [-] (both UK"?) to suggest that a patient leaflet may
increase HIV test uptake in patients attending a GUM/STI clinic. One study* showed a
significant increase in test uptake 8 months after the introduction of a patient leaflet (62% vs
50%, p=0.001). The second study? demonstrated a significant increase in both the offer
(65% vs 94%, p<0.001) and acceptance (32% vs 53%, p<0.001) of HIV testing as a result of
the leaflet.
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Applicability: The evidence is directly applicable because both studies were undertaken in
the UK.

1. Dasetal., 2004 [-]

2. Rogstad et al., 2003 [-]

Social Media

Social networking for MSM

A cross sectional BA study and a cluster RCT examined the use of online social networking
interventions to increase uptake of HIV testing (Rhodes et al., 2011 [-]; Young et al., 2013
[+]). Both the studies were conducted in the USA.

Rhodes et al. (2011 [-]) evaluated the effect of an intervention implemented in a chat room
providing social and sexual networking for MSM. Over a 6 month period, a trained
interventionist entered a chat room and provided information and answered questions about
HIV and testing. The results showed that participants were more likely to report having had
an HIV test in the past 12 months at post-intervention compared to pre-intervention (OR 1.8,
95% CI 1.4 to 2.5, p<0.001). Post hoc analyses also indicated that those who reported
having seen and those who reported having chatted with the interventionist online were
more likely to report being tested at post-test than those who did not see or chat with the
interventionist (p<0.001). However, HIV testing in the last 12 months was assessed using an
online assessment. Participants were not required to complete the assessment and it was
self-reported therefore their responses may not be representative of the true effect of the
intervention.

Young et al. (2013 [+]) conducted a study of the impact of HIV peer education for MSM
delivered through a social networking website. During the 12 week intervention period, peer
leaders in the intervention group communicated with participants about HIV prevention and
testing; in the control group, peer leaders communicated about the importance of exercising,
healthy eating and maintaining a low-stress lifestyle. Every 4 weeks, participants in both
groups were able to request a free, home-based HIV testing kit. More intervention
participants requested an HIV testing kit than control participants (25/57 [44%] vs 11/55
[20%], mean difference 24%, 95% CI 8 to 41%). There were also higher rates of test return
(9/57 [15.8%)] vs 2/55 [3.6%]) and follow-up for test results (8/57 [14%] vs 0/55 [0%)]) in the
intervention group compared to controls. Statistical analyses of returned tests and follow-up
for test results were not presented due to sparse data. Peer leaders were required to deliver
tailored messages to their groups in response to feedback and engagement. Differences in
communication style and content could have impacted on the results of the study.

Evidence Statement 7: Impact of social media on home-based HIV testing and self-
reported testing rates in MSM

There was weak evidence from a BA study [-] and an RCT [+] (both US™?) to suggest that
online social networking interventions may be effective in promoting uptake of HIV testing in
MSM. One study" found that the intervention significantly increased self-reported HIV testing
(OR 1.8, 95% Cl 1.4 to 2.5, p<0.001). The second study? found that participants in the
intervention group were more likely to request (44% vs 20%, mean difference=24%, 95% CI
8 t0 41%) and return (15.8% vs 3.6%) home HIV testing kits, and to follow-up for their results
(14% vs 0%) than those in the control group.
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Applicability: Although the studies were undertaken in the US, the evidence is directly
applicable because both the population considered, and the interventions are relevant to the
UK context.

1. Rhodes etal., 2011 []

2. Young et al., 2013 [+]

Mass-media campaigns

Communication and media campaign messages

Two RCTs investigated the effectiveness of communication messages and media
campaigns (Kasting et al., 2014 [+]; Uhrig et al., 2012 [+]). Both the studies were conducted
in the USA.

Kasting et al., (2014 [+]) evaluated the impact of health communication messages on HIV
testing rates among women. 1,919 female patients attending community health clinics in
Indianapolis were randomised to receive: an information-only control message including
brief, basic information about HIV/AIDS and the rapid HIV test being offered; a one-sided
message advocating HIV testing; a two-sided message acknowledging and refuting a
superficial objection to HIV testing (e.g. “Some people may not get tested because they think
it is inconvenient to wait 20 minutes to get the result”); and a two-sided message
acknowledging and refuting a more serious objection to HIV testing (e.g. “Some people do
not get tested for HIV because they are afraid that they will find out that they have HIV
infection”). After the intervention, participants were offered free, oral, fluid rapid HIV testing.
The rates of HIV testing were similar between the control group, the two-sided superficial
and the two-sided serious message group (test acceptance rates 86%, 83% and 82%
respectively). However, the one-sided message group had significantly lower rates of testing
(80%) than the control group (OR 0.66, 95% CI 0.47 to 0.93, p=0.018). Further analysis
indicated that this effect was moderated by 'perceived obstacles to testing'; relative to the
control intervention, there were significantly lower rates of HIV testing with the one-sided
message in the “high perceived obstacles” group (OR 0.36; 95% CI 0.19-0.67; p=0.001) but
not in the “low perceived obstacles” group (OR 0.84; 95% CI 0.55-1.28); p=0.427).
Computer and electronic survey failures led to the loss of data from 113 (5.3%) participants
which could have biased the analysed results.

Uhrig et al. (2012 [+]) conducted a web-based trial to assess the effectiveness of media
campaign messages (‘Take Charge. Take the Test’) on knowledge and intentions to get
tested for HIV. African American women aged 18 to 34 were randomised into 2 groups:
exposure to campaign messages (radio advertisements, a billboard advertisement image
and an electronic information booklet on HIV testing) and no exposure. All participants
completed a baseline survey and 2 follow-up surveys at 2 and 6 weeks post-baseline. The
results were adjusted to control for the following confounders: prior exposure to HIV testing
messages, false baseline exposure to TCTT, and unsuccessful delivery of full radio stimuli in
each model. At 6 weeks post-baseline, participants in the exposure group were significantly
more likely than the control group to demonstrate increased knowledge of where to get a
free HIV test (Adjusted OR (aOR)=2.56, 95% CI 1.32 to 4.98, p<0.01). The exposure group
was also more likely to report an intention to be tested for HIV in the next 6 months at the 2-
week follow-up (aOR=1.53, 95% CI 1.04 to 2.26, p<0.05). However, this intention was not
sustained at the 6 week follow-up (aOR=0.87, 95% CI 0.51 to 1.48). There was also a non-
significant intention to be tested in the next 12 months at both the 2-week (aOR=1.54, 95%
Cl1 0.97 to 2.43) and 6-week follow-up (aOR=1.54, 95% CI 0.82 to 2.90).
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Evidence Statement 8: Impact of communication messages on uptake of HIV testing
amongst women

There was moderate evidence from 1 RCT [+] from the US' on the effectiveness of
communication messages on uptake of HIV testing. The study found similar rates of testing
between the two-sided communication message groups (acknowledging and refuting
objections to HIV testing) and the control group (test acceptance rates 83%, 82% and 86%
respectively). There were, however, significantly lower rates of testing in the one-sided
message group (describing only the benefits of HIV testing) compared with the control (OR
0.66, 95% CI 0.47-0.93, p=0.018). Further analysis indicated that this effect was moderated
by 'perceived obstacles to testing’, with a significantly lower rate of HIV testing with the one-
sided message in the “high perceived obstacles” group (OR 0.36; 95% CI 0.19-0.67;
p=0.001) but not in the “low perceived obstacles” group (OR 0.84; 95% CI 0.55-1.28);
p=0.427).

Applicability: The evidence is only partially applicable to HIV testing in the UK because the
study was undertaken in the USA, although the intervention may be feasible in a UK-based
setting.

Evidence Statement 9: Impact of media campaigh messages on intentions to be HIV
tested amongst women

There was moderate evidence from 1 RCT [+] from the US? on the effectiveness of media
campaign messages on intentions to be tested for HIV. The study found that women
exposed to campaign messages were more likely to report an intention to be tested for HIV
in the next 6 months at the 2-week follow-up (aOR=1.53, 95% CI 1.04 to 2.26, p<0.05),
however, this intention was not sustained at the 6-week follow-up (aOR=0.87, 95% CI 0.51
to 1.48).

Applicability: The evidence is only partially applicable to HIV testing in the UK because the
study was undertaken in the USA, although the intervention may be feasible in a UK-based
setting.

Evidence Statement 10: Impact of media campaign messages on knowledge of where
HIV testing is offered

There was moderate evidence from 1 RCT [+] from the US? to suggest that media campaign
messages on HIV testing may be effective at increasing knowledge of where to get a free
HIV test (aOR=2.56, 95% CI 1.32 to 4.98, p<0.01).

Applicability: The evidence is only partially applicable to HIV testing in the UK because the
study was undertaken in the USA, although the intervention may be feasible in the UK
context.

1. Kasting et al., 2014 [+]

2. Uhrig et al., 2012 [+]

3.3.2. RQ 1b: What interventions to increase opportunity for, and uptake of, HIV testing
are the most effective?

33 studies were included in the review of interventions to increase the opportunity for and
uptake of HIV testing. Overall, the quality of the studies was poor, with only 4 of the studies
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graded [++]. 9 studies were graded [+] and the remaining 20 studies were graded [-] (see
Table 3.2.2).

Studies were grouped by the intervention the study tested:

Types of test

¢ Rapid testing vs. traditional testing (4 studies)

e Targeted testing vs. universal testing (6 studies)

e Opt-in vs. opt out testing (7 studies)

e Fingerstick vs. oral fluid testing (1 study)

¢ Point-of-care rapid testing vs. laboratory-performed rapid testing (1 study)
¢ Home sampling for HIV vs. conventional clinic-based testing (1 study)

Changes in service delivery

Electronic reminders (4 studies)

Impact of the professional/person offering the test (4 studies)

Organisational interventions (3 studies)

Financial incentives for testing (1 study)
Settings where tests can be carried out

e Probation vs. community setting (1 study)

Types of test

Rapid testing vs. traditional testing

Two RCTs (Metsch et al, 2012 [++]; Read et al, 2013 [++]), and two BA studies (Antonio-
Gaddy et al, 2006 [-]; Conners et al, 2012 [-]) compared rapid and traditional testing.

Three of the studies were conducted in the USA and one was conducted in Australia.

Antonio-Gaddy et al, 2006 (BA [-]) trained staff at 61 sites that offered HIV testing including
community sites, state prisons, and county jails in New York State to offer patients a choice
between a rapid fingerprick test (where patients received their results during the
consultation) and a standard test with the sample collected either by phlebotomy or by oral
fluid sample (where patients had to return to the site at a later date to collect their results).
They compared it to a similar period of time before the introduction of the rapid fingerprick
test. Almost all (1249 [96.5%] of 1294) clients surveyed selected rapid over conventional HIV
testing. During the evaluation period, 6,187 HIV tests were reported, 1,667 (36.9%) more
than during the same period in 2002. All 5,771 clients received their rapid HIV test results
compared with 333 (85.8%) of 388 clients (p<0.0001) who had elected conventional testing.
After performing rapid testing for 12 weeks, 32 (80%) of 40 trained counsellors reported
feeling “very comfortable” delivering reactive rapid test results compared with 14 (35%) of

19



40 trained counsellors (p<0.001) before training. Wide variations in time periods and poor
reporting limit this study.

Metsch et al., 2012 (RCT [++]) and Conners et al., 2012 (BA [-]) both conducted studies
comparing rapid to traditional testing for drug users.

Metsch and colleagues (RCT [++]) randomised 1,281 HIV-negative (or status unknown)
adults who attended any of 12 community drug treatment programmes to (1) referral for off-
site HIV testing, (2) HIV risk-reduction counselling with on-site rapid HIV testing, or (3) verbal
information about testing only with on-site rapid HIV testing. There was a significant
difference in testing and receipt of results across the 3 treatment groups (p=0.003):

o 18.4% off-site
e 79.7% on-site with risk-reduction counselling
o 84.8% on-site with information only

There was not a significant site-by-treatment interaction across the 3 treatment groups
(p=0.19).

Participants randomised to on-site rapid testing were significantly more likely to

complete and receive the results of an HIV test compared with participants randomised to
the off-site referral arm (p<0.001; Mantel-Haenszel risk ratio (aRR) = 4.52; 97.5% CI 3.57 to
5.72 [results adjusted for race/ethnicity, gender, and site strata for the receipt of HIV test
results)).

Conners et al (BA [-]) implemented and evaluated a nurse-initiated HIV oral rapid testing
strategy at three Veterans Health Administration Substance Use Disorder clinics in the USA
(implementation included streamlined nurse training and a computerized clinical reminder).
Rapid testing increased during the intervention from baseline (traditional testing) at all three
sites examined. Although rapid test rates decreased during the post-intervention period, the
rates at two of the three sites remained significantly higher than baseline — from 2.0 to 5.0%
at site 1 (p<0.05), from 1.2% to 1.1% at site 2 (p<0.05) and from 0 to 24.0% at site 3
(p<0.05). The total number of HIV tests (both rapid and blood) increased and remained
higher than baseline six-month post- intervention at site 3 (21.7 to 32.2%, p<0.05). At site 2
they decreased in the post-intervention period from 20.9% to 11.1% (p<0.05) and at site 1
there was no meaningful increase in testing from 23.5 to 26.9% (p<0.05).

Read et al., 2013 (Randomised controlled trial [++]) conducted a trial in a public sexual
health service in Melbourne, Australia to determine if the provision of rapid HIV testing to
men who have sex with men attending a health service would increase their frequency of
HIV testing over time. Men attending the service were randomised to either ongoing access
to rapid HIV testing obtained with finger prick or to conventional HIV serology with
venepuncture, over 18 months.

Evidence statement 11: Impact of rapid testing vs. traditional testing on uptake of HIV
testing amongst people who may have undiagnosed HIV in drug treatment centres
and substance use clinics

There is mixed evidence of varying quality from 1 RCT [++]* and 2 BA [-]*® from the US
assessing the effectiveness of rapid testing over traditional testing in substance use settings.

Two studies introduced rapid testing in drug treatment centres. One RCT [++]* found that
on-site rapid HIV testing in drug treatment centres made participants significantly more likely
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to complete and receive the results of an HIV test compared with traditional testing (p<0.001;
aRR = 4.52; 97.5% Cl 3.57 to 5.72). A BA [-]? found that nurse initiated rapid testing can be
incorporated into some types of substance use clinics with minimal perceived impact on
workflow and time however it has no significant impact on testing rates. One BA [-]* found
that introducing rapid testing at existing HIV testing sites also increased testing uptake and
the proportion receiving their test results (96.5% chose rapid over traditional testing and
100% received their results compared to 85.8% of those who chose a traditional test).

Applicability: The evidence is from the US studies is only partially applicable to HIV testing in
the UK, although the interventions would be feasible in a UK-based setting. One of the
studies® was conducted within the US Veterans Health system and therefore has very limited
applicability to the UK.

1. Metsch et al, 2012 [++]
2. Antonio-Gaddy et al, 2006 [-]
3. Conners et al, 2012 [-]

Evidence statement 12: Impact of rapid testing vs. traditional testing on uptake of HIV
testing amongst people who may have undiagnosed HIV in a sexual health service

One Australian RCT [++]* found that providing access to rapid HIV testing in a sexual health
service did not result in a sustained increase over time in HIV testing by men who have sex
with men; however, the rate of initial HIV testing did increase by a third. Participants were
followed for 278 person years. Men in the rapid test arm had 469 tests (mean 1.63 tests a
year), and men in the conventional test arm had 396 tests (mean 1.42 tests a year);
incidence rate ratio 1.15, 95% confidence interval 0.96 to 1.38; P=0.12.

Applicability: The study is from Australia and is directly applicable because both the
population considered and intervention are relevant to the UK context.

1. Read et al, 2013 [++]

Targeted testing vs universal testing

Two cluster RCTs (Lyons et al, 2013 [+]); Roy et al, 2013 [++]), three BA studies
(Christopoulos et al, 2011 [-], Myers et al 2009 [-], Stopka et al, 2007 [-]) and one
comparative retrospective study (Seewald et al, 2013 [-]) compared the effectiveness of
targeted testing schemes with universal testing schemes.

Five of the studies were conducted in the USA; one was conducted in the UK.

Christopoulos et al., 2011 (Retrospective BA study [-]) and Lyons et al., 2013 (Cluster RCT
[+]) both conducted studies in EDs at hospitals in the USA.

Christopoulos and colleagues (Retrospective BA study [-]) evaluated the increase in the
number of tests and new HIV diagnoses resulting from the addition of targeted testing to
clinician-initiated diagnostic testing. Clinicians were encouraged to test everyone with:

o Clinical presentation consistent with HIV infection

e Presence of HIV risk factors
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¢ Inpatient admission, regardless of presenting issue

After the expanded testing, the number of tests increased from a median of 114 tests per
month to 273 tests per month, p=0.004.

Lyons et al (Cluster RCT [+]) compared universal and targeted patient selection for HIV
screening in a lower prevalence urban Emergency Department. Targeted screening was
offered for any risk indicator identified from charts, staff referral, or self-disclosure. Universal
screening was offered regardless of risk. Baseline seroprevalence was estimated from
consecutive de-identified blood samples. There were 9,572 eligible visits during which the
patient was approached. For universal screening, 40.8% (1,915/4,692) consented with six
newly diagnosed (0.31%, CI 95 0.13%-0.65%). For targeted screening, 37% (1,813/4,880)
had no testing indication. Of the 3,067 remaining, 1,454 (47.4%) consented with 3 newly
diagnosed (0.22%, Cl 95 0.06%-0.55%). Estimated seroprevalence was 0.36% (CI 95
0.16%—-0.70%). Targeted screening had a higher proportion consenting (47.4% v. 40.8%,
p<0.002), but a lower proportion of ED encounters with testing (29.7% v. 40.7%, p<0.002).

Myers et al., 2009 (Before and after study [-]) set out to measure the impact of application

of the CDC guidelines for routine screening in health centres serving communities
disproportionately affected by HIV in the southeastern USA. They compared frequency of
screening before and after the implementation of the intervention, and also analysed the
data for any demographic differences. Compared to approximately 3,000 patients in the year
prior to implementation, 16,148 patients were offered testing with 10,769 tested in the year
following the implantation of routine testing. Younger patients, African Americans and
Latinos were more likely to receive testing. This study only reports aggregate data and a lot
of data is missing about reasons for not testing.

Roy et al., 2013 (Cluster randomised controlled trial [++]) compared risk based testing to
universal HIV testing in TB clinics in London. A total of 1,315 participants (demographically
similar) were included in this study: 963 patients from 18 intervention group clinics and 352
patients in six control group clinics. At baseline, intervention group test acceptance was 84%
(183 out of 217 patients), offer 76% (235 out of 308 patients) and coverage 72% (221 out of
308 patients). Following the intervention these increased to 86% (462 out of 534

patients), 87% (568 out of 655 patients) and 81% (534 out of 655 patients), respectively.
Control group acceptance was 81% (91 out of 112 patients), offer 89% (125 out of 141
patients) and coverage 76% (107 out of 141 patients). Following the intervention

these increased to 87% (172 out of 197 patients), 96% (202 out of 211 patients) and 85%
(180 out of 211 patients) respectively.

Seewald et al., 2013 (Comparative retrospective study [-]) and Stopka et al., 2007 (BA study
[-]) both looked at interventions with drug users.

The Seewald study retrospectively compared electronic records from a methadone
maintenance treatment programme (MMTP) to determine whether a routine HIV rapid testing
program performed by medical providers without pre-test counselling or the provision of
incentives was more effective than risk-based HIV rapid testing done by referral to HIV
counsellors with pre-test counselling and incentives over the previous 12 months. In the 12
months of targeted HIV rapid testing, 1559 rapid HIV tests were performed. Of these, 438
(28%) were duplicates (i.e. the same individuals were identified and tested two or more
times in the same year). The remaining 1121 patients represented 14% of the total 7875
patients on methadone during this 12-month period. In the 12 months after routine HIV rapid
testing was implemented, 2810 HIV tests were administered with only 110 (4%) duplicates.
The 2700 patients tested represent 34% of the 7870 distinct MMTP patients in the 12
months during routine HIV testing. Significantly more patients were tested for HIV after
implementation of routine rapid testing compared with the targeted testing (p<0.0001, OR:
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3.2: 95% CI: 2.9-3.4). This increase occurred despite the removal of incentives (specifically,
transportation vouchers), but was linked to fewer duplicate tests. Increased uptake of the
HIV rapid test among MMTP patients in all age groups, all races/ ethnicities and both
genders occurred. Only a third of patients were tested, and it is unclear why that is the case
or why they refused.

Stopka and his colleagues investigated whether offering HIV testing concurrently with
Hepatitis C testing concurrently would increase the uptake of testing. During a 2 month
baseline phase, staff members conducted outreach in traditional locations on the streets; in
local parks; adjacent to syringe exchange programs; and at public health vans, clinics, and
drug and alcohol treatment centres. Outreach conducted during the baseline phase was
identical to outreach typically conducted among IDUs. IDUs interested in receiving an HIV
test were referred to HIV counsellors or, if recruited by a counsellor, were invited into

the testing venue or scheduled for a later date. During the intervention phase, IDUs were
recruited in the same manner and at the same locales used during the baseline phase, but
both HCV and HIV C&T were offered. Site staff members actively promoted HCV C&T
during this phase, and HIV C&T was offered as an “add-on.” Clients were then tested using
an oral testing device for HIV and a finger-stick test device for HCV. All testing IDUs in both
phases were asked to return two weeks later to receive their HIV and HCV test results. HIV
C&T rates were significantly higher when HIV and HCV C&T were offered together (27.1%,
354/1,305) than when HIV C&T services were offered alone (8.4%, 138/1,645) (p<0.05). The
study reports no demographic detail and this limits its quality.

Evidence statement 13: Impact of targeted vs. Universal testing on uptake of HIV
testing in outreach and Emergency Department settings

There is strong evidence from 6 studies (5 US> and 1 UK®) that offering universal testing in
particular in some high risk groups**® is consistently associated with increased uptake of HIV
testing.

Three studies (1 retrospective study [-]*, 1 BA[-]® and 1 cluster RCT [++]% showed that
providing universal testing in TB clinics® and substance misuse services (routine rapid
testing compared with the targeted testing; p<0.0001, OR: 3.2: 95% Cl: 2.9-3.4)* or
concurrently with Hepatitis C testing for drug users in outreach settings (Uptake of HIV and
HCV C&T together (27.1%, 354/1,305) and alone (8.4%, 138/1,645) (p<0.05)° increased the
uptake of testing. One BA [-]? found that implementing universal testing in a general health
centre also increased the number of tests (3,000 before compared to 10,769 after).

Two studies (1 BA [-]* and 1 Cluster RCT [+]%) in Emergency Departments (ED) found that
the introduction of targeted testing to diagnostic testing in ED increased testing (number of
tests increased from a median of 114 tests per month to 273 tests per month, p = 0.004)*,
however if universal testing was already in place then the addition of targeted testing did not
add any benefit (targeted screening had a higher proportion consenting (47.4% v. 40.8%,
p<0.002), but a lower proportion of ED encounters with testing (29.7% v. 40.7%, p<0.002).

Applicability: Most of the evidence is from the US studies and is only partially applicable to
HIV testing in the UK, although the interventions would be feasible in a UK-based setting.
One of the studies® was from the UK and is directly applicable.

1. Christopoulos et al, 2011 [-]

2. Lyons etal, 2013 [+]

3. Myers et al, 20009 [-]
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4. Seewald et al, 2013 [-]
5. Stopka et al, 2007 [-]

6. Roy etal, 2013 [++]

Opt-in testing vs opt-out testing

Two controlled trials (Kavasery et al, 2009a&b [both +]); one interrupted time series (ITS)
(Brooks et al, 2009 [-]); one retrospective chart review (Hack et al, 29013 [-]); one BA study
(Klein et al, 2014 [-]); one quasi-experimental study (White et al, 2011a [+]) and one
prospective observational study (White et al, 2011b [-]) compared opt in testing and opt out
testing. An ‘opt out’ test means that the healthcare worker suggests that it would be good
idea to take a test, and that it will be carried out unless the patient asks for it not to be done.
An 'opt-in' test means that patient needs to ask to have an HIV test (though healthcare
workers may still discuss the benefits of testing, or make patients aware that tests are
available).

All of the studies were conducted in the USA.

Brooks et al., 2009 (ITS [-]) and Klein et al., 2014 (BA [-]) both conducted studies in sexual
health clinics to examine the effects of introducing routine opt-out testing in sexual health
clinics.

Brooks et al (ITS [-]) looked at a four stage intervention in a Denver sexual health clinic that
saw 33,772 patients who were included in the study. The study used RPR (rapid plasma
regain) tests for syphilis as the benchmark. The HIV/RPR ratio and the HIV positivity rate for
patients presenting for evaluation of a new problem were measured during 4 time frames:

Period 1: 11 months before introduction of optional rapid HIV testing;

e Period 2: 6 months during which rapid testing was optional and standard ELISA
testing slowly phased out;

e Period 3: 10 months after discontinuation of ELISA and introduction of logistic
changes to improve clinic flow

e Period 4: 19 months following introduction of opt-out HIV consenting.
Comparator: RPR (rapid plasma regain) test for syphilis, which has almost 100% uptake.

Across all 4 periods, 33,772 visits occurred at which an RPR test was obtained. At these
visits, 30,405 (90%) HIV tests were performed. The HIV/RPR ratio increased as follows:

e Period1-0.79
e Period 2 -0.86
e Period 3-0.92

e Period 4 -0.96
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HIV positivity varied from 0.5% in Period 1% to 0.8% in Period 2% to 0.6% in Period 3% to
0.7% in Period 4. Patients obtaining their HIV test results increased from 66% in Period 1%
to 99% in Period 4. This study is limited by its poor design and poor methodological detail.

Klein et al (BA [-]) examined the impact of routine, opt-out HIV testing in clinical settings,
regardless of patient risk profile or HIV testing history compared to previous practice of opt-
in, risk-based HIV testing. Pre intervention, 426 new HIV-infected cases were identified from
128,029 tests (0.33%), whereas 816 new HIV-infected cases were found from 274,745 tests
post intervention (0.30%). Pre intervention, HIV testing increased by 55 tests per month
(95% CI 41 to 72), but only 34 tests per month (95% CI 26 to 42) post intervention.
Increases in HIV testing rates were most pronounced in women and non-Hispanic whites.

Kavasery et al., 2009a & b (both controlled trials [+]) published two studies investigating the
implementation of routine opt-out screening in correctional facilities, one women’s (2009a)
and one men’s (2009b). The teams investigated the optimal time to offer an opt-out test to
newly incarcerated prisoners. In the women'’s prison, 323 sequential entrants to the jail over
a five week period were assigned to be offered routine opt-out HIV testing at one of three
points after incarceration: immediate (same day, n=108), early (next day, n=108), or delayed
(7 days, n=107). The primary outcome was the proportion of women in each group
consenting to testing. Routine opt-out HIV testing was significantly highest (73%) among the
early testing group compared to 55% for immediate and 50% for 7 days post-entry groups.
Other factors significantly (p=0.01) associated with being HIV tested were younger age and
low likelihood of early release from jail based on bond value or type of charge for which
women were arrested.

In an identical study in a men’s prison, 298 sequential entrants to the jail over a three week
period were assigned to be offered routine opt-out HIV testing at one of three points after
incarceration; immediate (same day, n = 103), early (next day, n = 98), or delayed (7 days, n
= 97). The primary outcome was the proportion of men in each group consenting to testing.

Routine opt-out HIV testing was significantly higher for the early (53%: aOR = 2.6; 95% CI =
1.5 to 4.7) and immediate (45%: aOR = 2.3; 95% CI = 1.3 to 4.0) testing groups compared to
the delayed (33%) testing group. The immediate and early testing groups, however, did not
significantly differ (p = 0.67). In multivariate analyses, factors significantly associated with
routine opt-out HIV testing were assignment to the ‘early’ testing group (p=0.0003) and low
likelihood of early release (p=0.04).

White et al., 2011a (Quasi-experimental study [+]) & 2011b (Prospective observational study
[-D)-

The 2011a study was an experimental equivalent time-sample, conducted in an urban
Emergency Department with an annual census of 80,000 visits. HIV screeners performed
non-targeted HIV screening using point-of-care, rapid HIV tests. Screeners offered eligible
patients HIV screening using either opt-in or opt-out consent methods on alternate weeks.

Of the eligible patients, 2409 were offered HIV screening, with 1209 (50%) on opt-in days
and 1200 (50%) on opt-out days. The acceptance rate of opt-in HIV screening was 63% [767
of 1209, 95% confidence interval (Cl): 61% to 66%] and the acceptance rate of opt-out HIV
screening was 78% (931 of 1200, 95% CI: 75% to 80%), absolute difference 14% (95% CI:
11% to 18%). The acceptance rate of opt-out HIV screening remained greater after adjusting
for patient demographics, admission status, acuity, treatment area, privacy of encounter, and
screening staff identity (aOR=2.0, 95% CI: 1.7 to 2.4).

The 2011b study was a 1-year prospective observational study comparing 2 6-month
screening approaches. During the opt-in phase, triage nurses referred patients to HIV testers
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stationed at triage, who obtained separate opt-in written consent and performed rapid oral
fluid tests. During the opt-out phase, registration staff conducted integrated opt-out consent
and then referred patients to HIV testers. They assessed the proportion of potentially eligible
patients who were offered screening (screening offer rate), the proportion offered screening
who accepted (screening acceptance rate), the proportion who accepted screening and
subsequently completed testing (test completion rate), and the proportion of potentially
eligible patients who completed testing (overall screening rate) during each phase. For the
opt-in versus the opt-out phases, respectively, there were 23,236 potentially eligible patients
versus 26,757, screening offer rate was 27.9% versus 75.8% (p<0.001), screening
acceptance rate was 62.7% versus 30.9%(P< 0.001), test completion rate was 99.8% versus
74.6% (P< 0.001), and overall screening rate was 17.4% versus 17.5% (P< 0.90).

Finally, Hack et al., 2013 (Retrospective chart review [-]) to investigate the effectiveness of
opt out testing in a paediatric Emergency Room. Data collected from patients aged 13-20
were analysed for the first 3 months after the introduction of routine opt-out rapid screening
and compared to the same period in the previous year during which time rapid screening
was offered based on clinical indicators.

Three hundred (11%) of the 2,645 patients aged 13-20 were offered routine HIV screening in
the PED. 2254 patients (74%) accepted testing, but no new cases of HIV were found. During
the pre-intervention comparator phase, 39 patients aged 13-20 were tested for HIV, so
routine testing increased the number of tests by 446%. The validity of this study is
undermined by its poor retrospective audit methodology.

Evidence statement 14: Impact of opt in vs. opt out testing on uptake of HIV testing
amongst people who may have undiagnosed HIV

There is mixed evidence from 7 studies (all US"") about opt-out testing in various settings.

Two studies (1 ITS [-]* and one BA [-]?) were set in sexual health clinics. One found that the
introduction of several changes in clinic procedures, including the introduction of opt-out
testing can increase HIV testing uptake relative to routine syphilis testing (testing ratio
relative to syphilis testing increased to 0.96 and the number of patients receiving their
results increased from <66% to 99%)". The other study found that the rate of increase in the
number of HIV tests performed per month slowed down from 55 tests per month (95%CI 41-
72) pre-intervention to 34 tests per month (95%Cl 26-42) post-intervention®

Two controlled trials [+] in prisons (one male* and one female®) found that routine opt-out
HIV testing in a women'’s jail setting was feasible, with highest rates of testing if performed
the day after incarceration (Routine opt-out HIV testing was significantly highest (73%)
among the early testing group (24 hours) compared to 55% for immediate and 50% for 7
days post-entry groups). In a high attrition men’s jail, routine opt-out HIV testing was not only
feasible, but resulted in the highest rates of HIV testing when performed within 24 hours of
incarceration. Testing was significantly higher for the early (53%: aOR = 2.6; 95% Cl = 1.5 to
4.7) and immediate (45%: aOR = 2.3; 95% CI = 1.3 to 4.0) testing groups compared to the
delayed (33%) testing group. The immediate and early testing groups, however, did not
significantly differ (p=0.67).

In Emergency Departments, one study® found that opt-out HIV screening using supplemental
staff increases patient acceptance (acceptance rate of opt-in was 63% [767 of 1209, 95%
confidence interval (CI): 61% to 66%] and acceptance rate of opt-out was 78% (931 of 1200,
95% Cl: 75% to 80%). However, another study’ found that even though a significantly higher
proportion of patients were offered HIV screening with an opt-out approach at registration,
this was offset by much higher screening acceptance and test completion rates with an opt-
in approach at triage (opt-in versus opt out screening offer rate was 27.9% versus 75.8% [P<
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0.001], screening acceptance rate was 62.7% versus 30.9% [P< 0.001], test completion rate
was 99.8% versus 74.6% (P< 0.001), and overall screening rate was 17.4% versus 17.5%
[P< 0.90]). Overall screening rates with the 2 approaches were nearly identical. A study® in a
paediatric Emergency Department found its 13- 20 year old patients are very accepting of
HIV testing, and the volume of screening was increased by 446% when routine opt-out
screening was offered.

Applicability: All of the evidence is from the US studies and is only partially applicable to HIV
testing in the UK, although the interventions would be feasible in a UK-based setting.

1. Brooks et al., 2009 [-]

2. Hacketal., 2013 [-]

3. Kavasery et al., 2009a [+]
4. Kavasery et al., 2009b [+]
5. Klein et al., 2014 [-]

6. White et al., 2011a [+]

7. White et al., 2011b [-]

Fingerstick vs. oral fluid testing

Donnell-Fink et al., 2012 (RCT [+]) conducted a study as phase Il of the USHER study (see
section 3.3.2.5 Walensky et al., 2011) to compare HIV test acceptance rates among patients
routinely offered fingerstick compared to those routinely offered oral fluid screening in an
urban hospital ED in a US city hospital. USHER-Phase Il was a single-centre, prospective,
RCT that randomised subjects to either fingerstick or oral rapid HIV screening.

Eligible patients aged 18 to 75 years were invited to participate in the trial. The primary
outcome measure was HIV test acceptance rate. 2,012 eligible patients were approached, of
whom 1,651 (82%) consented to trial participation and enrolled. Among those enrolled 830
and 821 were randomised to the fingerstick and oral fluid arms, respectively. Acceptance of
rapid HIV testing was similar in both arms; 67% (553/830) of subjects accepted fingerstick
testing compared to 69% (565/821) who accepted oral (p=0.34).

Evidence statement 15: Impact of fingerstick vs. oral fluid tests on uptake of HIV
testing amongst people who may have undiagnosed HIV

There is moderate evidence from 1 US RCT [+]* to indicate that uptake of HIV testing was
similar between patients routinely offered fingerstick testing compared to oral fluid testing in
an ED (67% accepted fingerstick testing compared to 69% who accepted oral testing
(p=0.34)).

Applicability: The evidence is from the US and is only partially applicable to HIV testing in the
UK, although the intervention would be feasible in a UK-based setting

1. Donnell-Fink et al., 2012
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Point of care rapid testing vs laboratory-performed rapid testing

White et al., 2011c (Retrospective cohort study [-]) compared two 6-month models of
physician-initiated rapid HIV testing — point-of-care versus laboratory-performed — in a
hospital Emergency Department (ED) in the USA. During the point-of-care phase, nursing
staff performed oral fluid testing. During the laboratory phase, the laboratory performed
whole-blood testing. For the point-of-care versus laboratory phase, respectively, there were
24,345 potentially eligible patients versus 26,363. The proportion of potentially eligible
patients who had physician-initiated rapid HIV testing ordered was higher in the point-of-care
phase compared to the laboratory phase (3.3% vs. 2.4%, p<0.001). However, the proportion
of ordered tests completed (test completion rate) was higher in the laboratory phase than in
the point-of-care phase (75.3% vs. 86.8%, p<0.001). The overall testing rate (the proportion
of potentially eligible patients who had HIV testing completed) was 2.5% in the point-of care
phase versus 2.1% in the laboratory phase (p<0.009). Eighteen (3.0%) of the point-of-care-
tested patients and 15 (2.7%) of the laboratory-tested patients had reactive tests (p<0.02).
The total testing time was greater in the laboratory phase (88 versus 66 minutes; p<0.001);
however, there was no significant difference in the length of stay between phases (6.2
versus 6.9 hours; p<0.15).

Evidence statement 16: Impact of point of care rapid testing vs. laboratory-performed
rapid testing on test order and completion rates in an ED

There was weak evidence from 1 retrospective cohort study [-]* from the US to suggest that
physicians were more likely to order HIV testing in a point-of-care rapid testing model
compared to a laboratory-performed rapid testing model (3.3% vs. 2.4%, p<0.001).
However, test completion rates were higher in the laboratory phase than in the point-of-care
phase (75.3% vs. 86.8%, p<0.001). Overall, the proportion of potentially eligible patients who
had HIV testing completed were similar between phases (2.5% in the point-of-care phase vs.
2.1% in the laboratory phase, p<0.009). The total testing time was greater in the laboratory
phase (88 versus 66 minutes; p<0.001), however, there was no significant difference in the
length of stay between phases (6.2 versus 6.9 hours; p<0.15).

Applicability: The evidence is from the US and is only partially applicable to HIV testing in the
UK, although the intervention would be feasible in a UK-based setting.

1. White et al., 2011c [-]

Home sampling for HIV vs. conventional clinic-based testing

Smith et al., 2015 (Prospective observational [-]) published a UK study of the impact of home
sampling kits on rates of HIV and STI testing among 3 groups: HIV negative (by self-report)
MSM attending in person or contacting the GUM clinic via telephone requesting an STI
screen (group 1); MSM with HIV infection attending the HIV outpatient clinic for

routine outpatient follow-up (group 2); and MSM attending a rapid HIV testing service
provided by the GUM clinic in a community-based organisation (group 3). Men in group 1
were offered a home sampling kit to obtain a self-collected specimen for STI and HIV as an
alternative to testing in GUM clinic. Participants were asked to state on the specimen
request form if they wished to have an HIV test as part of their home sampling kit screen.
Men in group 2 were offered the option of a home sampling kit for STI as an alternative to
the GUM clinic; and men in group 3 were offered a home sampling kit for STI only if their HIV
test was negative.

Amongst men in group 1, there was a greater acceptance of home sampling kits (62.5%,
95% CI 53.5 to 70.9) compared to conventional GUM clinic-based testing (37.5% (95% CI:
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29.1-46.5)) (p=0.0004). The uptake of HIV testing amongst these home sampling kits users
was 81% (n = 50/62) with the median interval since last HIV test being 9 months (range: 1—
186). This study is limited by a small sample size.

Evidence statement 17: Impact of home sampling vs. clinic based sampling on uptake
of HIV testing amongst MSM

There was weak evidence from 1 UK based prospective observational study [-]* to indicate
that uptake of home sampling for HIV and STls was significantly higher compared to
conventional GUM clinic-based testing amongst HIV negative MSM attending or contacting a
GUM clinic for STI testing. 62.5% (95% CI: 53.5-70.9) of MSM accepted home sampling
compared to 37.5% (95% CI: 29.1-46.5) who opted for conventional GUM clinic-based
testing (p = 0.0004). The uptake of HIV testing amongst the home sampling kits users was
81% (n=50/62) with the median interval since last HIV test being 9 months (range: 1-186).

Applicability: This study is from the UK and is directly applicable.

1. Smith et al., 2015

Changes in service delivery

Electronic reminders

One RCT (Sundaram et al, 2009 [+]); one nRCT (Bourne et al, 2011 [-]); one controlled BA
study (Burton et al, 2014 [-]) and one BA study (Schnall et al, 2014 [-]) explored the
effectiveness of electronic reminders. Two of these studies were from the USA and tested
electronic notes on physicians’ medical records in an ED (Schnall et al., 2014) and a
Veterans Health clinic (Sundaram et al., 2009). The other two studies, one from Australia
(Bourne et al., 2011) and one from the UK (Burton et al., 2014) deal with the effectiveness of
SMS reminders to patients at sexual health clinics.

Schnall et al., 2014 (BA [-]) implemented an electronic reminder in a busy hospital ED.
During the pre-intervention period, an electronic “HIV Testing” order set was available for
clinicians to order a test or document a reason for not offering the test (e.g. patient is not
conscious). During the intervention period, an electronic alert was then added to enforce
completion of the order set, effectively preventing ED discharge until an HIV test was offered
to the patient. Data was analysed from 79,786 visits, measuring HIV testing and detection
rates during the pre-intervention period and during the six months following the
implementation of the alert. The percentage of visits where an HIV test was performed
increased from 5.4% in the pre-intervention period to 8.7% (p<0.001) after the electronic
alert. After the implementation of the electronic alert, there was a 61% increase in HIV tests
performed per visit. However, the percentage of patients testing positive per total patients-
tested was slightly lower in the post-intervention group than the pre-intervention group
(0.48% vs. 0.55%), but this was not significant.

Sundaram et al., 2009 (RCT [+]) set up computer based reminders to either assess HIV risk
behaviours or to offer HIV testing at 5 primary care clinics within the US Veterans Health
care system. All 32 providers (physicians and nurses) received an educational session
discussing the importance of HIV screening and testing, the policies and processes in place
for obtaining informed consent, and documenting pre- and post- test counselling. Providers
were allocated to two groups:
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Intervention (n=15): Providers received one of two types of computer based reminders for
each patient:

1. HIV risk assessment reminder (if a patient did not have a documented risk behaviour
for HIV and had not been tested at a VA clinic in the previous year)

2. HIV test reminder (if a patient had a documented HIV risk behaviour and had not
been tested at a VA facility in the previous year).

Providers were required to complete an interactive dialogue box to resolve the reminders.
The reminders were not mandatory and could be ignored, but they continued to appear each
time the medical record was accessed until they were resolved. Providers received a
detailed guide on how to use the reminders.

Control (n=17): Providers received only the education session.

Rates of testing were low (<2%) in both intervention and control groups. There were no
differences in the change in testing rates between the intervention and control groups
(0.29% versus 0.52%, p=0.75). There was substantial variation in the rates of HIV testing
among both groups of providers. This study was conducted among US veterans and that
may limit its usefulness.

Bourne et al., 2011 (Non-randomised experimental study [-]) compared HIV negative MSM
who had an STI/HIV test and received an SMS reminder (n=714) with those tested in the
same period (comparison group; n=1,084) and a similar period before the SMS system was
introduced (pre-SMS; n= 1,753), neither of whom received SMS reminders. The reminder
stated "You are due for your next screening. Please call SSHC on 93827440 to make an
appointment”. No other types of testing reminders were sent during the study period. SMS
reminders were sent on average 4 months after the baseline test, and the recommended
retest period is 3-6 monthly for MSM.

HIV/STI re-testing was significantly higher in the SMS (64%) than the comparison group
(30%, p<0.001) and the pre-SMS group (31%, p<0.001). The OR associated with HIV/STI
re-testing in the SMS group was 4.3 (95% CI 3.5 to 5.2; p<0.001) compared to the
comparison group and 3.0 (95% CI 2.4 to 3.7; p<0.001) compared to the pre-SMS group.

After adjusting for differences in baseline characteristics, the OR in the SMS group was 4.4
(95% CI 3.5 t0 5.5; p<0.001) compared to the comparison group and 3.1 (95% CI 2.5 to 3.8;
p<0.001) compared to the pre-SMS group. The study gives no details of how people were
selected for SMS or not and this could introduce bias.

Similarly, Burton et al., 2014 (Controlled BA [-]) measured re-attendance rates for two
groups of higher risk patients in the UK: those listed for routine SMS text reminders (n=274)
and a control group of patients from the previous year with the same risk profile who had not
received any active recall (n=266). Re-attendance was counted if it was within 4 months of
the end of the episode of care. Re-attendance rates were not statistically different (p=0.78)
between the text group 33% (95% CI 28 to 39) and the control group 35% (95% CI 29 to 40).

Evidence statement 18: Impact of electronic reminders on the offer and uptake of HIV
testing for people who may have undiagnosed HIV

1 RCT [+]' and 1 BA [-]* (both US) provide weak evidence about the use of electronic
reminders in physicians electronic notes. In the BA study? there was a 61% increase in HIV
tests performed per visit after the implementation of an electronic alert. The RCT* found that
a similar electronic alert resulted in no differences in the change in testing rates between the
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intervention and control groups (0.29% versus 0.52%, p=0.75). Overall, the study reported
low rates of testing (<2%) in both intervention and control groups.

2 studies (1 UK® and 1 Aus®) found mixed evidence about the effectiveness of SMS
reminders for HIV tests. An nRCT* found that SMS reminders were significantly associated
with increased likelihood of re-testing compared to a comparison group (OR 4.4, 95% CI 3.5
to 5.5; p<0.001). Participants who received an SMS reminder were also significantly more
likely to re-test than people in a similar period before the SMS system was introduced (OR
3.1, 95% CI 2.5 to 3.8; p<0.001). The other study (CBA®) implemented a similar system in
the UK and reported that re-attendance rates were not statistically different (p=0.78)
between the SMS group 33% (95% CI 28 to 39) and the control group 35% (95% CI 29 to
40). However, they note a very high background re-attendance rate.

Applicability: Most of the evidence is from the US and Aus studies and is only partially
applicable to HIV testing in the UK, although the interventions would be feasible in a UK-
based setting. One of the studies® was from the UK and is directly applicable.

1. Sundaram et al., 2009 [+]

2. Schnall et al., 2014 [-]

3. Burton et al., 2014 []

4. Bourne et al., 2011 [-]

Impact of the professional/person offering the test

Two RCTs (Anaya et al, 2008 [+] and Walensky et al, 2011 [++]); one case control study
(Snow et al, 2013 [-]) and one comparative study Kinsler et al, 2013 [-]) addressed the
differential effects of the role of professional who offered the test on test uptake. Three of the
studies were from the USA and one was from Australia.

Anaya et al., 2008 (RCT [+]) compared 3 different testing modalities in two Veterans Health
clinics in the same US city. 251 patients were randomised to 1 of 3 models of routine HIV
testing:

1. Model A: Traditional HIV counselling/testing Control arm, study recruiters advised
patients to discuss their need for an HIV test with their physician. Physicians were
then responsible for ensuring patients received a test. Testing was administered
through usual clinical laboratory mechanisms. This ‘traditional’ method of HIV testing
requires a 2-visit process, the first for blood draw and the second to inform patients of
results.

2. Model B: Nurse-initiated screening + traditional counselling/testing In this arm, nurses
initiated an HIV screening protocol.. Rather than awaiting physician orders, nurses
entered HIV testing orders into a patient’s electronic medical record and directed
patients to the laboratory for venepuncture. Patients had to return for results.

3. Model C: Nurse-initiated screening + streamlined counselling/rapid testing As in
model B, nurses entered test orders into the computerized record, initiated
streamlined counselling and administered rapid testing. The nurses, who had been
previously trained in the use of rapid testing, obtained an oral swab and asked
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patients to return to the clinic testing area when the physician visit was completed.
Results were available approximately 20 minutes later and transmitted to the patient.

Testing rates were 40.2% (model A), 84.5% (model B), and 89.3% (model C; p=<0.01). Test
result receipt rates were 14.6% (model A), 31.0% (model B), 79.8% (model C; all p=<0.01).
Sexual risk reduction and knowledge improvement did not differ significantly between
counselling methods.

Kinsler et al., 2013 (Comparative study [-]) compared patient acceptability of provider-
initiated opt-out HIV screening with nurse initiated opt-out HIV screening among 220 patients
between the ages of 18-64 from two publically funded “safety-net” outpatient clinics in a US
city. The study found that 77% of patients agreed to HIV testing using opt-out screening, and
that HIV test acceptance was higher with the physician initiated opt-out model compared
with the nurse initiated opt-out model (aOR=2.92; 95% CI=1.37 to 6.22).

Snow et al., 2013 (Case control study [-]) introduced a sexual health practice nurse into an
Australian general practice that specialised in gay men’s health to investigate the effect on
HIV and STI testing. They compared the proportion of gay and other men who have sex with
men (MSM) tested for HIV, syphilis, chlamydia (urethral and anal) and gonorrhoea (anal), or
all of the above (defined as a complete set of tests at a single visit), two years before and
one year after the nurse was introduced (Clinic A).

Clinic B, a general practice which also specialised in gay men’s health, but with no sexual
health nurse, was used as a control.

In Clinic A, amongst HIV negative MSM the proportion of men who had a complete set of
HIV and STI tests increased from 41% to 47% (p < 0.01) after the nurse was introduced.
Amongst HIV positive MSM attending clinic A there was an increase in the proportion of men
who had a complete set of tests after the nurse was introduced from 27% to 43% (p<0.001).
In Clinic B there was no significant increase in testing in the proportion of either HIV negative
or HIV positive men who had a complete set of tests over the same time periods. The study
is poorly designed, with no demographic data.

Walensky et al., 2011 (RCT [++]) report on part of the evaluation of the Universal Screening
for HIV Infection in the Emergency Room [USHER] trial, a prospective RCT that
implemented an HIV screening program in the Emergency Department of an urban tertiary
medical centre. Emergency Department patients were screened and consented for trial
enrolment by an USHER research assistant. Eligible subjects were randomised to rapid HIV
testing offered by a dedicated counsellor (counsellor arm) or by an ED provider (provider
arm).

In the counsellor arm, counsellors—without other clinical responsibilities—assumed nearly
all testing-related activities (consent, counselling, delivery of test results). In the provider
arm, trained ED emergency service assistants (nursing assistants) consented and tested the
participant in the context of other ED-related responsibilities. In this arm, ED house officers,
physician assistants, or attending physicians provided HIV test results to trial participants.
Outcome measures were rates of HIV testing and test offer among individuals consenting for
study participation. Among individuals offered the test, test acceptance was also measured.

During the study period, 8,187 eligible patients were approached in the ED, and 4,855 (59%)
consented and were randomised to trial participation. The mean age was 37 years, 65%
were women, and 42% were white. The overall testing rate favoured the counsellor arm
(57% versus 27%; p<0.001); 80% (1,959/2,446) of subjects in the counsellor arm were
offered an HIV test compared with 36% (861/2,409) in the provider arm (p<0.001). HIV test
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acceptance was slightly higher in the provider arm (counsellor arm 71% versus provider arm
75%; p=0.025).

Evidence statement 19: Impact of the professional/person offering the test on uptake
of HIV testing for people who may have undiagnosed HIV

2 US™? studies found moderate evidence that both Drs and nurses could deliver effective
HIV testing interventions. One RCT[+]* found that introducing nurse led rapid testing and
streamlined counselling increased uptake from 40.2% (traditional model) to 79.8% (p< 0.01).
The other comparative study [-]? found that 77% of patients agreed to HIV testing using opt-
out screening, and that HIV test acceptance was higher with a physician initiated opt-out
model compared with a nurse initiated opt-out model (aOR=2.92; 95% CI=1.37 to 6.22).

2 studies, 1 Aus® and one US* found strong evidence to support the use of additional staff
specifically for sexual health HIV testing. 1 case control study [-]* introduced a sexual health
nurse into a general practice to offer testing to MSM. The proportion of men who had a
complete set of HIV and STI tests increased from 41% to 47% (p<0.01). There was no
increase at the control clinic. In the RCT [++]* counsellors were introduced to EDs
specifically to offer HIV counselling and testing as opposed to normal ED providers. The
overall testing rate favoured the counsellor arm (57% versus 27%; p<0.001); 80%
(1,959/2,446) of subjects in the counsellor arm were offered an HIV test compared with 36%
(861/2,409) in the provider arm (p<0.001).

Applicability: 3 of the studies were US and 1 was Aus and are only partially applicable to HIV
testing in the UK, although the interventions would be feasible in a UK-based setting.

1. Anaya et al., 2008 [+]
2. Kinsler et al., 2013 []
3. Snow et al., 2011 []

4. Walensky et al., 2011 [++]

Organisational interventions

Two controlled BA studies (Goetz et al, 2008 [-] and Goetz et al, 2011 [-]) and one
longitudinal study (Pillay et al, 2013 [-]) looked at the effectiveness of organisational change,
however see also Brooks et al (2009) in section 3.3.2.3. Two of the studies took place in the
USA and one in the UK.

Goetz et al., 2008 (controlled BA [-]) evaluated whether a multi-component intervention
increases the rate of HIV diagnostic testing in 5 geographically separate regional Veterans
Health care systems in the USA. 2 of the five health care systems received the intervention
(18 facilities) and the other 3 were controls (19 facilities). There were 4 components of
intervention:

e Decision support - a real time, electronic clinical reminder to identify patients at
increased risk and to encourage offer of a test.

e Audit feedback - an audit-feedback system to inform health care providers of clinic-level
performance in regards to HIV evaluation and testing rates in at-risk patients.
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e Provider activation - The provider activation program included academic detailing, social
marketing, and provider and patient educational materials

e Organisational factors - written informed consent and pre-test HIV counselling are
required for all HIV tests in Veterans Affairs. To expedite this process, nurse-based
rather physician-based pre-test counselling was set up along with the use of a
streamlined HIV counselling process that, together with the HIV Consent form, covers all
the required elements of HIV pre-test counselling and documents consent in 2—3
minutes. The logistical challenges of post-test HIV counselling were reduced by
encouraging telephone notification and brief post-test counselling after negative HIV test
results.

At the two intervention sites, the adjusted rate of testing increased from 4.8% to 10.8% and

from 5.5% to 12.8% (both comparisons, p<0.001). In addition, there were 15 new diagnoses
of HIV in the pre-intervention year (0.46% of all tests) versus 30 new diagnoses in the post-

intervention year (0.45% of all tests). No changes were observed at the control facilities.

Goetz et al., 2011 (controlled BA [-]) exported exactly the same intervention, with the same 4
components, to an additional 4 Veterans Health care systems.

Adjusted Odds Ratio (aOR) of HIV testing at the additional four sites pre to post intervention:

aOR (95% Cl)
Site A 2.8 (2.6, 3.0)
Site B 3.1 (2.8, 3.4)
Site C 2.2 (2.0, 2.4)
Site E 3.9 (3.5, 4.3)

Both Goetz studies are within the Veterans Health system, and this may limit their
usefulness.

Pillay et al., 2013 (Longitudinal study [-]) aimed to evaluate the impact of a multifaceted
educational intervention (Sexual Health in Practice, SHIP) on general practice HIV testing
rates in a high prevalence London area. Intervention SHIP offered training in sexual health
clinical skills to general practitioners (GPs) and practice nurses (PNs) in Haringey. SHIP
training aims to break down stigma in sexual health and provide sexual history and
communication tools (e.g. differential diagnosis), and provides resources to practices
(including condoms). Numbers of GP HIV tests were collected from laboratories for 24
months prior, 19 months during and 5 months after training. Attendance data and practice
list sizes were obtained. By the end of the training intervention, 39 of 51 practices had at
least one trained individual. These “trained' practices conducted an average 526 HIV tests
p.a. before training began which rose to a projected 1556 p.a. (on the basis of the last 6
months of data). Testing rates of trained and untrained practices increased from 2.29 to 6.66
and 1.54 to 1.90 tests/1000 registered patients/year (p=0.0016 and p=0.5195) respectively.
The rate of positive diagnosis was high in the trained group (18.0 and 16.7 positives/1000
tests before and after training began; p=0.7908). This equates to a rise from 9.5 to 22 new
diagnoses p.a.
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Evidence statement 20: Impact of organisational change on the offer of HIV testing to
people who may have undiagnhosed HIV

3 studies provide weak evidence about the effectiveness of organisational change. Two of
the studies took place in the USA™ and one in the UK?3,

2 controlled BA™? studies [-] measured the impact of a 4 part intervention on HIV testing
rates involving decision support, audit feedback, provider activation and organisational
factors. In the first study®, the rate of testing at 2 intervention sites increased from 4.8% to
10.8% and from 5.5% to 12.8% (both comparisons, p<.001). No changes were observed at
the control facilities. The other study” rolled out the same intervention to 4 more sites and
post intervention, the aOR for testing were 2.8 (95% CI; 2.6, 3.0); 3.1 (2.8, 3.4); 2.2 (2.0,
2.4); 3.9 (3.5, 4.3).

A further longitudinal study® [-] examined the impact of sexual health training for GP practice
staff in London. These “trained' practices conducted an average 526 HIV tests p.a. before
training began which rose to a projected 1556 p.a. Testing rates of trained and untrained
practices increased from 2.29 to 6.66 and 1.54 to 1.90 tests/1000 registered patients/year
(p=0.0016 and p=0.5195) respectively.

Applicability: Most of the evidence is from the US studies and is only partially applicable to
HIV testing in the UK, although the interventions would be feasible in a UK-based setting.
One of the studies was from the UK and is directly applicable.

1. Goetz et al., 2008 [-]

2. Goetzetal., 2011 [-]

3. Pillay et al., 2013 []

Financial incentives for testing

Haukoos et al., 2005 (Prospective controlled clinical study [+]) conducted a quasi-experiment
at a busy urban ED in the USA. The study was divided into three study periods. During the
first and third periods, no financial incentive was offered for completing HIV counselling and
testing. During the second period, a $25 incentive was offered for completing HIV
counselling and testing. During the study, 372 patients were referred for HIV counselling and
testing (252 in the control periods and 120 in the intervention period). The results showed
that patients were more likely to complete HIV counselling and testing in the intervention
period than in the control period (23% vs. 8% respectively; OR 3.4; 95% CI 1.8 to 6.3). After
controlling for race or ethnicity, the effect of the financial incentive remained significant (OR
3.4;95% CI 1.8 to 6.6).

Evidence statement 21: Impact of financial incentives on uptake of HIV testing
amongst people who may have undiagnosed HIV in an ED

One prospective controlled clinical study [+]* from the US offered moderate evidence that a
financial incentive of $25 can increase the uptake of HIV counselling and testing in an ED
(OR 3.4; 95% confidence interval = 1.8 to 6.3).

Applicability: The evidence is from the US and is only partially applicable to HIV testing in the
UK, although the intervention would be feasible in a UK-based setting.
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1. Haukoos et al., 2005 [+]

Settings where tests can be carried out

Probation vs. community setting

Gordon et al., 2013 (RCT [+]) conducted a two-group RCT at probation/parole offices in
parts of the USA. Male and female probationers/parolees were interviewed (n=1263) and
then offered HIV testing based on random assignment to one of two conditions: 1) On-site
rapid HIV testing conducted at the probation/parole office; or 2) Referral for rapid HIV testing
off-site at a community HIV testing clinic. Outcomes were: 1) undergoing HIV testing; and 2)
receipt of HIV testing results. Participants were significantly more likely to be tested onsite at
a probation/parole office versus off-site at a HIV testing clinic (p<0.001). There was no
difference between the two groups in terms of receiving HIV testing results (p>0.05).

Evidence statement 22: Impact of off-site community vs. onsite probation setting on
uptake of HIV testing amongst people on parole who may have undiagnosed HIV

There is moderate evidence from 1 US RCT [+]* to suggest that people on probation/parole
were significantly more likely to be tested onsite at a probation/parole office versus off-site at
an HIV testing clinic (p<0.001). However, there was no difference between the two groups in
terms of receiving HIV testing results (p>0.05).

Applicability: The evidence is from the US and is only partially applicable to HIV testing in the
UK, although the intervention would be feasible in a UK-based setting.

1. Gordon et al 2013 [+]

4. Discussion
4.1. Strengths and limitations of the review

Overall, the quality of the studies was mixed. As noted in section 3.3, the evidence relating
to the awareness of HIV testing was generally good (4 studies graded ++, 5 studies graded
+ and 4 studies graded -). However, the quality of the studies relating to uptake of HIV
testing was poor (4 studies graded ++, 9 studies graded + and 20 studies graded -).

Several limitations are seen across the studies, relating particularly to study design
(specifically the absence of control groups), lack of reporting of patient characteristics, lack
of blinding, and use of subjective outcomes. Further detail of the strengths and weaknesses
of individual studies can be found in the evidence tables (Appendix 4).

4.2. Applicability
As noted in the evidence statements, few of the studies included in the review were
conducted in the UK, with most evidence coming from the USA. This may limit the

applicability of some findings to the context of HIV testing in the UK due to differences in
healthcare policy, funding and service delivery.
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4.3. Gaps in the evidence

4.3.1. RQ la: What interventions to increase awareness of the benefits of HIV testing and
details of local testing services among the general public and healthcare workers
are the most effective?

We set out to find evidence on interventions which increase awareness of the need and
benefits of HIV testing, and of local HIV testing services, amongst people who may have
undiagnosed HIV, as well those which increase awareness of the indicators for, and the
benefits of HIV testing amongst those who should offer/ refer people for testing.

No specific evidence was identified in relation to the following interventions:

e One-to-one information provision through planned outreach activities

o Group-based information provision through lessons, talks and group activities
We found no evidence on increasing awareness about the benefits of testing amongst those
who should offer/ refer people for testing. The majority of studies identified focused on
interventions to increase awareness in people who may have undiagnosed HIV, measured
through uptake of HIV testing. There were also some studies which also looked at the impact
of interventions on people’s understanding of HIV and HIV testing services. However, we
found no evidence which specifically reported on the following outcomes:

e The time that elapses between HIV infection and diagnosis

The number of HIV diagnoses among at risk groups

Awareness of the benefits of early HIV diagnosis
o Awareness of what it means to be HIV-positive

4.3.2. RQ 1b: What interventions to increase opportunity for, and uptake of, HIV testing
are the most effective?

The second part of the review was focused on interventions which increase the offer of an
HIV test by those who should offer/ refer people for testing, and which increase the uptake of
HIV testing among people who may have undiagnosed HIV.

No specific evidence was identified in relation to the following interventions:

e Changes in service delivery relating to changes in opening times, appointment
systems, and confidentiality.

¢ Increasing the number of tests offered in primary care and other settings outside
sexual health services.

¢ Increasing the number of settings where tests can be carried out, particularly: non-
clinical settings such as voluntary organisations, community organisations and
community pharmacies; outreach settings such as bars, clubs, faith settings or
public sex environments.

There was also limited evidence on home testing and sampling.
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Most of the studies identified focused on interventions to increase uptake of HIV testing in
people who may have undiagnosed HIV, or increase the offer of tests by those who should
offer/ refer people for testing. None of the studies that we found specifically reported on the
following outcomes:

¢ the time that elapses between HIV infection and diagnosis

o the number of HIV diagnoses among at risk groups

o the reported history and frequency of taking HIV tests

¢ the number and types of venue where HIV testing is offered
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6. Appendix 1 Evidence Tables

5.1 What interventions to increase awareness of the benefits of HIV testing and details of local testing services among the general public and
healthcare workers are the most effective?

Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Full citation
Calderon, Y.,
Haughey, M., Leider,
J., Bijur, P. E.,
Gennis, P., Bauman,
L. J., Increasing
willingness to be
tested for human
immunodeficiency
virus in the
emergency
department during
off-hour tours: a
randomized trial,
Sexually transmitted
diseases, 34, 1025-9,
2007

Quality score
+

Study type
Randomised
controlled trial

Aim of the study
To compare the rate
of HIV testing in
patients receiving
video

counselling with
immediate testing
versus standard care
(referral to
counselling and
testing the next day).

Location and
setting

Inclusion criteria
Stable patients aged
18 years and over
who presented to the
adult ED between
4pm and midnight
during the study
period.

Exclusion criteria
Patients who were
clinically unstable,
unable to understand
the consent process,
had been HIV tested
within 6 months and
were informed of the
result, or had a
confirmed diagnosis
of HIV were excluded
from the study.

Number of participants
Total screened = 961
Eligible = 805 (83.8%)

Agreed to participate =404 (50.2%)

Intervention=202
Control=202

Participant characteristics

Characteristics y&iz%gmw g?gg;?mzoz)
Age mean +- 28 29 +-

SD + 8.7 9.3

[% Male |[37.6 (76)  |[37.6 (76) |
% Ethnic

background

| Hispanic |l49.5 (100)  |[55.0 (111) |
| Black ll40.6 82)  |[34.7 (70) |
| White |l5.0 (10) |l6.4 (13) |
[ Asian 2.0 @) [0 (0) |
| Other |13.0 (6) |l4.0 (8) |
% Prior HIV testing |[70.3 (142)  |[73.3 (148) |
% Sexwithouta 70,3 (142)  |[75.7 (153)

% History sexually

transmitted 22.6 (44) 27.2 (55)
disease

[% History hepatitis |[1.0 (2) |[5.0 (10) |
I% History drug use ||8.4 (17) ||18.3 (37) I
[% Active drug use (6.9 (14) |l6.4 (13) |
% Needle stick 3.0 (6) 2.5 (5)

exposure

[% Alcohol abuse |45 (9) |14.5 (9) |
[% Homelessness  ](9.9 (20) [13.4 27) |

Intervention /
Comparison

Intervention: a
pretest educational
and counselling video
that covered the
essential elements of
the pretest counselling
sessions used during
standard

care, including nature
and meaning of

the HIV test and
benefits of testing.
After watching the
video patients were
offered immediate
testing after watching
the video and an
appointment to return
for test results and
post-test counselling
within 2 weeks.

Comparison: face to
face counselling with a
trained HIV
counsellor, including
information on the
nature and meaning of
the HIV test and
benefits of testing.
Following counselling,
patients who agreed to
testing were asked to
return the next
business day for face
to face counselling

Primary outcomes

of all patients

Video % gz)ounsellor (Dgigg?se%
ggsrtcienegd to HIV ?12;7‘;/202) 4.5 (9/202) gg)l (84 to
oot results 9 (3507'/5187) 89.0 (8/9) ;gff-357§'80
of those tested
fostresclts - %6 o0z |30 @r202) 5H3 0T

Overall, patients in the video group were more
likely to be tested and receive their results than
those in the standard referral group.

Limitations identified
by author

It was undertaken
before rapid testing
was available in the
hospital.

Although the aim of
the study concerned
receptivity to testing, it
did not include results
of the test.

The authors were
unable to ascertain
whether patients in
the standard of care
group might have
sought testing at
another site. If patients
went to other sites for
testing this would
falsely reduce the
return rate for the
standard of care
referral group.

The study used a
convenience sample,
excluded unstable
patients and
adolescents, and there
may have been a
selection bias as
patients were
generally healthy
enough to wait in the
waiting area and
were willing to be HIV
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

An emergency
department in

a tertiary care public
hospital in the Bronx,
New York.

Length of follow up
N/A

Source of funding
Not reported

“% No risk factors

|[17.8 (36)

|[14.4 (29)

and testing and to
return in 2 weeks for
their results.

tested. There were
also a large number of
patients who declined
to participate who felt
that they were not at
risk for HIV. As such,
the evidence about the
effectiveness of this
experimental model
can be generalized
only to patients
presenting to inner-city
EDs who feel that they
may be at risk of
contracting HIV and
want to be tested.

Limitations identified
by review team

The intervention group
were given the
opportunity to ask
questions about
testing after watching
the pre-test video. This
may have impacted on
their decision to
undergo testing. Also,
patients in the
standard care group
were required to return
the next day for testing
unlike the intervention
group who were tested
on the same day
which may explain
differences in uptake
between the groups.

Full citation
Calderon, Y., Cowan,
E., Nickerson, J.,
Mathew, S., Fettig,
J., Rosenberg, M.,
Brusalis, C., Chou,

Inclusion criteria
Inclusion

criteria required that
patients be sexually
active, aged 15 to 21
years, and

Number of participants

Of 590 patients approached, 333 (56.4%) were
eligible for study entry. Of the 333 eligible
patients, 200 (60.1%) agreed to participate in
the study and were randomly assigned evenly to

the 2 study arms.

Intervention /
Comparison

Intervention: the
intervention group
viewed an HIV

Primary outcomes

HIV knowledge

There was no significant difference in pre-
intervention HIV knowledge scores between the
groups. Mean HIV knowledge scores were

Limitations identified
by author

The measure used to
evaluate HIV
knowledge was not a
formally validated tool.
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Study details Inclusion / Population Intervention / Results Notes
Exclusion criteria Comparison
K., Leider, J., speak English. HIV video=100 educational video significantly higher in the video group
Bauman, L., In-person counselling=100 including information | compared with the counsellor group (78.5% Youth participation
Educational Exclusion criteria on the nature and vs 66.3%, respectively; difference of 12.2% was lower than

effectiveness of an
HIV pretest video for
adolescents: a
randomized
controlled trial,
Pediatrics, 127, 911-
6, 2011

Quality score
++

Study type
Randomised
controlled trial

Aim of the study
To compare the
effectiveness of a
‘youth friendly' HIV
educational video
with face to face
counselling in
conveying

HIV knowledge and
obtaining consent for
HIV testing among
adolescent patients
of an urban
emergency
department.

Location and
setting

The adult (aged 18 —
21 years) and
paediatric (aged 15—
17 years) EDs and
the urgent care
centre of Jacobi
Medical Center,

a Level 1 trauma and
tertiary care

Patients were
excluded if they were
medically unstable, in
obvious pain, unable
to understand the
consent process, did
not speak

English, were known
to be HIV positive, or
had been tested
within the past 6
months.

Participant characteristics

Video group ||Counsellor group
% (n=100) % (n=100)
[Age <18y |ls8 |l66 |
|Fema|e gender ||48 ||47 |
[Race | | |
O 20
| Asian ||2.0 ||5.0 |
| Black |39 |25 |
u:tllv\;eiian 0 1.0
| White I |16 |
| Other |[48 |l51 |
|Hispanic ||41 ||52 |
[Previous HIV test |[30 |l40 |
rovious year |[%® 02
Anal sex in previous 35 o8
year
)?erslr sex in previous || 40
Multiple sexual 63 64
partners
|Bisexua| ||6 ||7 |
s B E |

meaning of the HIV
test and benefits of
testing.

Control: the

control group received
in-person HIV
counselling.

All participants
completed pre-
intervention and post-
intervention HIV
knowledge measures.
All participants were
offered an optional
rapid HIV test after
they completed the
study.

Participants agreeing
to be tested for

HIV received a rapid
oral HIV test,

test results, and in-
person posttest
counselling.
Participants in the
intervention group who
wished to be tested for
HIV at the conclusion
of the study received
in-person pretest

HIV counselling from a
trained counsellor prior
to testing.

[P<0.01; 95% CI 3.2%—16.5%]).

Secondary outcomes

Uptake of rapid HIV testing

Significantly more participants in the video

group were tested for HIV than in the face to face
counselling group (51% vs 22% respectively,
p=0.01).

Overall, the results demonstrate that an HIV
educational video improved HIV knowledge and
increased HIV testing compared to in-person
counselling.

expected, although
participation rates
were comparable to
other studies on
adolescent ED
patients.

It is possible that the
patients who

refused participation
could have
introduced selection
bias; however,

there was no
significant difference in
age, race, gender, or
HIV risk factors
between study
participants and
those who refused.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

centre located in
Bronx, New York.

Length of follow up
N/A

Source of funding
Funding for this study
was provided

by National Institutes
of Health Institute

of Child Health and
Human

Development grant.

Full citation

Das, Satyaijit,
Huengsberg, Mia,
Radcliffe, Keith,
Impact of information
leaflets on HIV test
uptake amongst
GUM clinic
attendees: an
update, International
journal of STD &
AIDS, 15, 422-3,
2004

Quality score

Study type
Before and after

Aim of the study
To re-assess HIV
test uptake in GUM
clinic attendees over
6 months after the
introduction of an
information leaflet in
place of verbal pre-
test counselling.

Inclusion criteria
Patients not
previously known to
be HIV positive.

Exclusion criteria
Not reported

Number of participants
January 2002=307

August 2002=500
Participant characteristics

Demographic data for patients - August 2002

| [IN (%) |
|Gender I |
| Male |[250 |
| Female |[250 |
[Heterosexual |[487 (97.4) |
|Ethnic minority groups ||225 (45) |
| Afro-Caribbean |[116 (23.2) |

Intervention /
Comparison

A printed information
leaflet about the risks
of HIV infection
replacing standard
verbal pre-test
counselling. All
patients received the
leaflet at reception.

Primary outcomes
HIV test uptake

| ||January2002 ||August2002 ||Pva|ue

[Total |[155/307 (50)  |[310/500 (62)  |[0.001

The results indicate that HIV test uptake
increased significantly between two weeks after
the introduction of the leaflet and 8 months later.

Limitations identified
by author
Not described

Limitations identified
by review team

The study was an
uncontrolled before
and after study and
outcomes were
assessed through
case record review
which could be prone
to error. As a result it
is difficult to assess
whether the results of
the study are a true
reflection of the effect
of the intervention.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Location and
setting
Genito-Urinary
Medicine (GUM)
clinic, Coventry, UK

Length of follow up
N/A

Source of funding
Not reported

Full citation
Kasting, Monica L.,
Cox, Anthony D.,
Cox, Dena, Fife,
Kenneth H., Katz,
Barry P., Zimet,
Gregory D., The
effects of HIV testing
advocacy messages
on test acceptance: a
randomized clinical
trial, BMC medicine,
12, 204, 2014

Quality score
+

Study type
Randomised
controlled trial

Aim of the study
To evaluate one-
sided and two-sided
health
communication
messages designed
to

overcome attitudinal
barriers with the
aim of increasing HIV
testing rates among
women.

Inclusion criteria
Eligible participants
were women who
were 18 years of age
and older, able to
understand English
or Spanish, HIV-
negative (via self-
report), non-
pregnant, and
seeking clinical
services at one of
seven

urban community
health clinics located
in Indianapolis, USA.

Exclusion criteria
Pregnant women (by
self-report) were
excluded because
HIV testing

is routinely
recommended and
provided to all
women who are
pregnant.

Number of participants
Total analysed=1919
Control=483

One-sided intervention=480

Two-sided superficial intervention=481
Two-sided serious intervention=475

Participant characteristics

Total Control Interven ||Interven |{Interven
(n=1919 0_1;3% tion 1 tion 2 tion 3
) (=483) || 1~ 480) ||(n=481 ||(n=475)
[Mean age |[42.7 |[42.9 |[42.9 423 426 |
[Hispanic  ][20% |[18% |[18% |[24% |[20% |
Non-
Hispanic |[44% ||45% ||43% |[44% ||43%
Black
N_on- _
oebanic Niagw |la7os [l30% ||3196 [137%
Other
Lifetime
sexual
partners
| <5 |[35% |[35% |[35% |[35% |[35% |
| 5-10 |[36% |[37% |[35% |[37% |[33% |
| >10 |[30% |[28% |[29% |[28% |[32% |
Annual
family
income
[<$10,000 [[47% [[47% [[47% |[48% [[45% |

Intervention /
Comparison

Women

were randomised into
the following groups:

Control: an
information-only
control condition
including brief, basic
information about
HIV/AIDS and about
the rapid HIV test
being offered (this
information was
provided to all four
arms).

Intervention 1: a one-
sided message descri
bing only the benefits

of HIV testing.

Intervention 2: a two-
sided

message describing a
relatively minor
objection to testing
(e.g. “Some people
may not get tested
because they think it is
inconvenient to wait 20
minutes to get the

Primary outcomes

HIV test acceptance

The highest rate of testing (86%) occurred
among participants in the control group, who
received no persuasive message. Neither the
two-sided superficial nor the two-sided serious
message group (test acceptance rates 83% and
82%, respectively) differed significantly from

the control group (86%) in acceptance of HIV
testing. However, the one-sided message group
had significantly lower rates of testing (80%) than
the control group (86%) (OR, 0.66; 95% ClI,
0.47-0.93; p=0.018). The results indicated that
‘perceived obstacles to testing' moderated this
effect; relative to the control intervention, there
were significantly lower rates of testing with

the one-sided message for the “high perceived
obstacles” group (OR, 0.36; 95% CI 0.19-0.67;
p=0.001) but not for the “low perceived
obstacles” group (OR 0.84; 95% CI 0.55-1.28);
p=0.427).

Limitations identified
by author

There was a relatively
high rate of test
acceptance across
groups, indicating that
a ceiling effect may
have limited our
ability to increase
testing rates with
simple health
messages.

It is possible that there
was a self-selection
bias with this study
and the participants
who were willing to
participate in the
study were also more
willing to get tested for
HIV.

Limitations identified
by review team
Computer and
electronic survey
failures led to the loss
of data from 113
(5.3%) participants
which could potentially
bias the analysed
results.
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Study details Inclusion / Population Intervention / Results Notes
Exclusion criteria Comparison
$10,000- result”) followed by
Location and $29,999 42% 1|45%  1|40% \|41% 142% refutation of the
iettg‘g " [$30,000 |[12% |jo% |13% |[11% |13% |||obiection a”? theth
urban communi message noting the
iniee i y Perceived - 9 g
health clinics in obstacles benefits of testing.
Indianapolis, USA.
LEV‘; | 73% |[74% |[75% |71% ||73% Intervention 3: a two-
Length of follow up 0_5 acles sided message
N/A High 27% |[26% ||25% |l20% |[279% [ |iNVolving a more
obstacles substantial objection
Source of funding (e.g. “Some people do
The study was not get tested for HIV
supported by a because they are
research grant from afraid that they will find
NIH apd a tLaining out the;t they r;ave
grant from the HIV infection”) to
Walther Foundation. testing followed by
refutation of the
objection and
the message noting
the benefits of testing.
Full citation Inclusion criteria Number of participants Intervention / Primary outcomes Limitations identified
Kurth, Ann E., Eligibility criteria Number randomised=517 Comparison by author
Severynen, included being age |CARE group=258 Uptake of HIV testing (% agreeing to test The study compared
Anneleen, Spielberg, |18 or older, clinically [Control=259 Intervention: and receiving test results prior to discharge |patient self-report data
Freya, Addressing stable, English- the Computer from the ED) to chart notes from
unmet need for HIV | speaking, HIV- Number analysed=489 Assessment and Risk [ |[No. of participants _|[Total |[% | clinicians. Participants
testing in emergency |negative or status CARE group=244 reduction may be more willing to
care settings: a role |unknown, and able to | Control=245 Education (CARE) tool [CARE group |[251 11258 _1197% || gisclose sensitive risk
for computer- understand the provides [Control | |[245 ||0.41% |[|information on
facilitated rapid HIV | consent process. Participant characteristics risk assessment, a an anonymous
testing?, AIDS _ o Standard rapid HIV test video, | The results of the study indicated that computer- |COmputer tool than to
education and Exclusion criteria CARE group |[clinic visit HIV test consent, facilitated rapid HIV testing in an ED setting a clinician (reporting
prevention : official | Not reported (N=244) (Chart data) personalised feedback | resulted in high HIV testing and results uptake. In |@nd social desirability
publication of the N (%) (N=245) based on user risks, | contrast only 1 HIV test was undertake in the bias). Clinicians may
International Society N (%) tailored behavioural  |standard care group. not have charted all
for AIDS Education, |Gender || || | skill-building videos, HIV/STI risk presented
25, 287-301, 2013 and development of a by participants or
| Male ”143 (59) ”152 (62) | specific HIV risk referrals made for HIV
Quality score |Age (years) I I ||[reduction plan; and testing.
+ | <20 |[7 3) |[16 (6) ||| rapid HIV testing
| 2029 ”74 31) ||64 26) | before standard visit The patient population
Study type emergency may not be
A cross-sectional | 30-39 |l61 (25) |l58 (24) ||| department generalisable to other
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Study details Inclusion / Population Intervention / Results Notes
Exclusion criteria Comparison
stud.y.in which [ >40 |[100 (41) |[109 (44) | visit: I.ntervention.d . ED populations.
participants were participants provided a
randomly assigned to |Mean (SD)' ' ”36'69 (11.022) “36'86 (11'435)| urine sample for STI There was initial data
one of two arms. |Race ethnicity |[N=241 |[N=245 | testing and an oral loss due to technical
African swab for the rapid HIV problems.

Aim of the study American 93 (39) 93 (38) test, then took the
To evaluate an Asian/Pacific computer intervention. Limitations identified
interactive computer 2(1) 6(2) If the participant was by review team

! Islander :
tool aimed o 31 G safe to test and At the time of the
at facilitating rapid | atino |EXED 1113 ) ll| consented to test the study, the ED did not
HIV testing in an Native 6(2) 8(3) research assistant provide HIV testing for
urban emergency American delivered the rapid HIV patients other than
department. | White ||1os (44) ||1og (44) | test_rgsult to the those being treated for

. | Multiple/other |[31 (13) |[Not available | participant. if an occupational blood
Location and participants did not exposure or for clinical
setting | Unknown IE |26 (7) | complete the consent indication. Therefore
An urban, [Homeless |[52/240 (22)  ||Not available ||| process the specimen they were unable
trauma centre - was discarded and the to conduct the study

Unprotected sex in .
emergency paspt 2 months, any 132/225 (59) |[3/230 (1) test result not read or as a randomised
department, USA —cton d reported. comparison of
(Inl‘)ej;'ogve;“‘“ Us€ lle2/242 26)  |[5/230 (2) computer versus ED

Length of follow up . Control: Standard staff-delivered

N/A

Source of funding

The study was
funded by NIH

emergency
department visit and
chart review to assess
risk behaviours
(HIV/ISTI test

referrals noted).

HIV testing. In

the current study, all
participants in the
intervention group
were tested for HIV
prior to completing the
intervention. The
proportion consenting t
0 and receiving test
results prior to
discharge from the ED
was then measured. In
contrast, the

control group received
only the standard ED
visit. Chart review was
used to assess risk
behaviours and
HIV/STI test

referrals noted.

Full citation

Merchant, R. C.,

Inclusion criteria
18 to 64 years old;

Number of participants
Enrolled in study=571

Intervention /
Comparison

Primary outcomes

Limitations identified
by author
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Clark, M. A., Langan,
Iv Tj, Mayer, K. H.,
Seage, lii Gr,
Degruttola, V. G.,
Can computer-based
feedback improve
emergency
department patient
uptake of rapid HIV
screening?, Annals
of emergency
medicine, 58, S114-
s119, 2011

Quality score

Study type
Randomised
controlled trial

Aim of the study

To assess the effect
of an audiocomputer-
assisted, interview
system—delivered,
tailored feedback
intervention on
increasing uptake of
opt-in, nontargeted
(universal), rapid HIV
screening among
adult ED patients.

Location and
setting

An urban, academic,
not-for-profit, adult
emergency
department in New
England, USA.

Length of follow up
N/A

English speaking; not
critically ill or injured;
not prison inmates,
under arrest, or
undergoing home
confinement; not
presenting for

a psychiatric iliness;
not known to be HIV
infected; not
participating in an
HIV vaccine trial; not
intoxicated; and not
with a physical
disability or mental
impairment that
prevented them from
providing consent for
participating in the
study.

Exclusion criteria
Not reported

Intervention=286 (Dropped out=3)
No intervention=285 (Dropped out=2)
Completed trial=566

Participant characteristics

Not reported in the current paper. Paper states
that Participants in the 2 study arms were similar
in terms of demographic characteristics, history
of HIV testing, distribution of reported HIV risk
behaviour scores, and changes in self-perceived
HIV risk.

Participants were
randomly assigned to:

Intervention:
audiocomputer-
assisted interview
system-based
feedback

Control: no feedback
about their risk for
having or acquiring an
HIV infection
according to their
reported HIV risk
behaviours.

All participants were
offered a fingerstick
rapid HIV test.

Uptake of HIV screening

Inter\‘/;)ntlon Control % || Difference
All -0.01 (95%
articipants  ||°*1 55.5 Cl1 -0.09-
parew 0.07)
Female -0.03 (95%
articipants  ||°8 53.4 Cl1-0.07-
parep 0.14)
Male -0.09 (95%
. 50.0 59.0 Cl -0.22-
participants 000

The results show that uptake of HIV testing was
similar between the intervention and control
groups. Overall, the feedback intervention did not
improve uptake of rapid HIV testing in the ED.

Despite efforts taken
to obtain

a representative
sample, the study
findings might not be
applicable to other
EDs with

different distributions
of patient demographic
characteristics, HIV
testing histories, and
HIV risk or to patients
who do not speak
English.

Willingness to
participate might have
been related to self-
perceived HIV risk and
the value of HIV
screening, which in
turn might

have affected HIV
screening uptake.

Although the study
instrument was
rigorously developed,
it has not yet been
demonstrated

to predict HIV
infection, and
therefore the HIV risk
behaviour score
cannot be interpreted
to represent actual
risk.

Lack of blinding of the
research assistant and
patient to the study
arm assignment could
have affected the
results.

51




Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Source of funding
The study

was supported by a
grant from the
National Institute for
Allergy and Infectious
Diseases.

Although patients were
not informed that they
would be offered an
HIV test at the
conclusion of the
study, some patients
might have suspected
or anticipated this offer
and declined the
study. As such, the
participants included in
the study and the
uptake of testing might
not reflect true testing
uptake in the absence
of a research study.

Full citation
Merchant, Roland C.,
Baird, Janette R.,
Liu, Tao, Taylor,
Lynn E., Montague,
Brian T., Nirenberg,
Ted D., Brief
intervention to
increase emergency
department uptake of
combined rapid
human
immunodeficiency
virus and hepatitis C
screening among a
drug misusing
population, Academic
emergency medicine
: official journal of the
Society for Academic
Emergency
Medicine, 21, 752-
67, 2014

Quality score
++

Study type

Inclusion criteria
Patients were study
eligible if they used
or misused any

type of drug within
the prior 3 months
(per the modified
ASSIST survey);
were 18 to 64

years old; English- or
Spanish-speaking;
not critically ill or
injured; not prison
inmates,

under arrest, or
undergoing home
confinement; not
presenting for acute
psychiatric illness;
not intoxicated; not
known to have
previous reactive HIV
or hepatitis C virus
(HCV) tests (per self-
report or ED EMR
mention of these
infections); and not
having a physical

Number of participants

Total=395
Intervention=198
Control=197

Participant characteristics

homeless

No .
. . Intervention
intervention n=198
n=197 B
Median age, years |27.0 (23.0- 28.0 (22.0-
(IQR) 35.0) 39.0)
Female 55.8 54.5
Male 44.2 45.5
White, non-Hispanic |62.9 69.2
White, Hispanic 7.6 6.1
Black or African
American, non- 20.3 15.7
Hispanic
Black. or Afng:an ' 46 8.1
American, Hispanic
Other 4.6 1.0
Currently homeless |7.6 111
Past 12 months 20 51

Intervention /
Comparison

Between February
2011 and March 2012
participants were
randomly assigned to
one of two study arms:

Intervention: A

Brief intervention
aimed at motivating
participants to consent
to rapid testing for HIV
and HCV, plus
HIV/HCV risk
assessment

Control: HIV/HCV risk
assessment alone
(control arm)

After

enrolment, participants
in both arms
completed the study
questionnaires (the
value of

Primary outcomes

Uptake of combined rapid HIV/HCV testing

] Mean
|((r)1/tc)erventlon Control (%) ||difference
o (95%CD)
Uptake of
0.7 (-10.1
HIV/HCV  [65.2 64.5 to 8.7)
screening

The results show that uptake of combined rapid
HIV/HCV testing was nearly identical between
both groups. Overall the results suggest that the
addition of a brief intervention to a self-
administered HIV/HCYV risk assessment did not
increase uptake of testing relative to the risk

assessment alone.

Limitations identified
by author

Those who were
excluded from the
study might have
different drug

misuse profiles and
responses to the risk
assessment and brief
intervention. The
preponderance

of marijuana-only
users, who might have
a lower risk profile for
HIV/HCV, might

have affected
screening uptake and
the effect of the brief
intervention as well as
the observed HIV and
HCV prevalence.

Subgroup analyses by
substance use
category were not
possible under the
limits of the sample of
this study.
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Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Randomised
controlled trial

Aim of the study
The study assess the
impact of a brief
intervention about
HIV and hepatitis C
virus (HCV) risk-
taking behaviours
and drug use and
misuse in addition to
a self-

administered risk
assessment, as
compared to a self-
administered risk
assessment alone,
on uptake of
combined testing for
HIV and HCV.

Location and
setting

Two urban
emergency
departments, Rhode
Island, USA.

Length of follow up
N/A

Source of funding
The study was
supported by grants
from the National
Institute on Drug
Abuse,

the Lifespan/Tufts/Br
own Centers for
AIDS Research, the
Gilead Foundation
and by an
unrestricted donation
of rapid hepatitis C

disability or

mental impairment
that prevented
providing consent.

Exclusion criteria
Not reported

Never/not homeless

past 12 months 90.4 83.8
Employed 45.7 42.9
Disability 15.7 17.7
Student 11.7 131
Unemployed 26.9 26.3

combined HIV/HCV
screening, self-
perception of HIV/IHCV
risk, and opinions
regarding ED-

based HIV/HCV
screening
questionnaires
followed by the
HIV/HCV risk
assessment. Participa
nts randomly assigned
to the control study
arm then repeated the
study

guestionnaires. Those
assigned to

the intervention arm
underwent the brief
intervention and then
completed the same
post questionnaires as
the control

group. Following
completion of the
study questionnaires,
participants in both
study arms were
offered free rapid HIV
and HCV screening.

The study cannot
claim to represent
the diversity of
patients at all EDs, or
those with dissimilar
patient populations.

The brief intervention
itself might not have
been appropriate to
the needs of

these participants,
even though it was
theoretically grounded
and its components
were relevant to the
topics discussed.

The study also cannot
measure what effect
on the outcomes
would have occurred if
ED rather than
research staff had
administered the brief
intervention.
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Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

test kits from
OraSure
Technologies, Inc.

Full citation

Outlaw, Angulique
Y., Naar-King, Sylvie,
Parsons, Jeffrey T.,
Green-Jones,
Monique, Janisse,
Heather, Secord,
Elizabeth, Using
motivational
interviewing in HIV
field outreach with
young African
American men who
have sex with men: a
randomized clinical
trial, American
journal of public
health, 100 Suppl 1,
S146-51, 2010

Quality score
++

Study type
Randomised
controlled trial

Aim of the study

To assess whether
field outreach with
motivational interview
ing, as compared
with traditional field
outreach, leads to
increases in HIV
counselling and
testing and rates of
return for test results
among young African
American MSM.

Inclusion criteria
To be eligible, young
people were required
to self-identify as
African American and
men who have sex
with men (MSM), to
not currently be
aware of their HIV
status (i.e., no HIV
testing or results
within 3 months prior
to enrolment), and to
be aged between 16
and 24 years.

Exclusion criteria
Young men with an
active psychiatric
disorder (e.g., bipolar
disorder, depression
with

psychotic features, or
schizophrenia) were
excluded.

Number of participants

Total=188

Field outreach with motivational interviewing=96
Traditional field outreach=92

Participant characteristics

Field outreach Traditional
plus field
motivational outreach
interviewing
[Age, y mean (SD)  [[19.71 (2.3) |[19.88 (2.2) |
Risk behaviours in
past 90 d, % (No.)
| Alcoholuse  |(89 (71) |les 64) |
| Marijuana use ||50 (40) ||46 (37) |
| Other drug use ||8 (8) ||1* 1) |
Insertive anal
intercourse
without a 36 (28) 24 (19)
condom
Receptive anal
intercourse
without a 30 (24) 25 (20)
condom
Vaginal
intercourse
without a 9(n) 11(9)
condom

*p<0.05 versus field outreach plus motivational
interviewing condition.

Intervention /

Comparison

Participants were

randomised to receive:

e |[ntervention: a 30-
minute
field outreach
session based on
motivational
interviewing

e Control: a 30-
minute traditional
field outreach
session.

All participants were
offered HIV testing
after the intervention; if
they accepted the
offer, they received
HIV counselling and
testing.

Primary outcomes

Receipt of HIV counselling and testing

||HIV counselling/testing, % |

Field Outreach Plus

S S 49
Motivational Interviewing
Traditional Field 20
Qutreach

Significantly more participants in the intervention
group received HIV counselling and testing after
the intervention compared with the control group
(x*1=17.94; P=.000).

Return for test results

Return for
results, %

Field Outreach Plus Motivational 08

Interviewing

|Traditiona| Field Outreach ||72 |

Participants in the intervention group were
significantly more likely than those the control
group to return for test results (x21210.22;
P=.001).

Overall, the results suggest that the addition of
motivational interviewing to field outreach is
effective at increasing HIV counselling and
testing and rates of return for test results
among African American MSM.

Limitations identified
by author

The results may not be
generalisable to all
groups of

young African
American MSM as
participants who did
not patronise the
targeted community
venues were less
likely to be recruited to
the study.

The population for the
study was an urban
sample therefore the
results may not
translate to rural
areas.

Risk reduction in the
context of HIV
counselling and testing
was not formally
addressed during the
brief intervention.

Only motivational
interviewing sessions
were audio recorded
and coded for
treatment fidelity.
Audio recording of
both intervention and
control group
sessions would

have allowed for
detailed assessments
of between-condition
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Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Location and
setting

Outreach venues,
Michigan, USA

Length of follow up
N/A

Source of funding
The study was
funded by the Health
Resources

and Services
Administration
(Special Projects of
National Significance
grant H97HA03785).

similarities and
differences.

Further studies are
needed

to determine how
replicable the results
are.

Full citation
Rhodes, Scott D.,
Vissman, Aaron T.,
Stowers, Jason,
Miller, Cindy, McCoy,
Thomas P.,
Hergenrather,
Kenneth C., Wilkin,
Aimee M., Reece,
Michael, Bachmann,
Laura H., Ore,
Addison, Ross,
Michael W., Hendrix,
Ellen, Eng, Eugenia.
A CBPR partnership
increases HIV testing
among men who
have sex with men
(MSM): Outcome
findings from a pilot
test of the
CyBER/testing
internet intervention,
Health Education &
Behavior, 38, 311-
320, 2011

Inclusion criteria
Not reported

Exclusion criteria
Not reported

Number of participants

Total participants in each cross-sectional
sample=661

Pre-test=346

Post-test=315

Participant characteristics

Pre-test Post-test
(n=346) (n=315)
. 37.2 (x11.3); 36.9 (+11.8);
Mean age inyears || \116'17-65 |range 18-65

[Sex | |

| With men  |[272 (78.6%)  |[255 (81.0%)

With men

0,
and women 74 (21.4%)

60 (19.0%)

Intervention /
Comparison

The intervention was
delivered typically
between 9AM-5PM
Monday-Friday in a
chat room that
facilitated social

and sexual networking
among local MSM. A
trained

interventionist entered
the chat room and
every 30 minutes
posted various
standardised triggers
about HIV testing and
his availability to
provide

information and
answer questions
about testing within
the public chat

room. In both the
public chat room and
through private

Primary outcomes

HIV testing between participants in each

cross-sectional sample

Pretest ||Post- [|OR
(n= test (95% ||p value
346) (n=315)||CI)
Tested for HIV 1.8
: 154 187
during the past (1.4, <0.001
12 months (44.5%)|(59.4%) 2.5)
Among
chatters 1.4
. 141 154
reporting 1.1, 0.04
only male (51.8%)|(60.4%) 2.0)
partners
Among
chatters 57
reporting ||13 33 N
male and  ||(17.6%)|((55.0%) (122'66’) <0.001
female '
partners

Post hoc analyses indicated that those who
reported having seen and those who reported
having chatted with the interventionist online
were more likely to report being tested at post-

Limitations identified
by author

The study design was
cross sectional and
findings should
therefore be
interpreted with
caution.

The intervention did
not reach African
American chatters.
Further research is
needed to determine
whether African
American MSM are in
the chat room at other
times or whether these
MSM are using other
site hosts. Research is
also needed to explore
how to utilise e-mail
communications for
intervention
implementation while
being culturally
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Quality score

Study type
Cross sectional
before and after
study

Aim of the study
To evaluate

the effects of the
CyBER/testing
intervention to
increase HIV testing
rates among MSM
within existing
Internet chat rooms.

Location and
setting

Internet chat

room providing social
and sexual
networking for MSM
in North Carolina,
USA.

Length of follow up
N/A

Source of funding
Not reported

instant-messaging, the
interventionist

built trust with chatters
through ongoing
dialogue that was
related to HIV testing;
answered questions
about testing locations
and the processes of
testing; referred
chatters to

other resources;
explained HIV
infection, acute
infection, and
asymptomatic
infection; and engaged
in discussions about
the importance of
knowing one’s HIV
serostatus, resources
for those who are
seropositive, personal
responsibility, and
HIV-

related stigma. The
interventionist also
referred chatters to an
online video that
highlighted diverse
HIV testing
experiences through
vicarious learning.

The intervention was
implemented over a 6
month period.

test than those who did not report having seen or
chatted with the interventionist (p<.001).

Overall, the results suggest that the intervention
significantly increased self-reported HIV testing

among chatters.

congruent and not
targeting individual
chatters with
unwelcomed
messages.

The intervention was
implemented during
limited hours. Further
exploration is needed
to determine whether
the intervention
missed some chatters.

Limitations identified
by review team

The key outcome of
HIV testing in the last
12 months was
assessed using

an online assessment.
Participants were not
required to complete
the assessment and it
was self-reported
therefore their
responses may not be
representative. In
addition, there is
potential that any
increase in HIV testing
was not as a result of
the intervention.

Full citation
Richens, J., Copas,
A., Sadiq, S. T,
Kingori, P.,
McCarthy, O., Jones,
V., Hay, P., Miles, K.,
Gilson, R., Imrie, J.,

Inclusion criteria
Male and female
patients over the age
of 16 years

attending with a new
clinical episode.

Number of participants

n= 2,351, allocated to three branches:

e CASI=801
CAPI=763
PAPI=787

Participant characteristics

Intervention /
Comparison

1. Computer-
assisted interview
(CASI), using a
tablet computer in

Secondary outcomes

| IL_Part_|

CAPI

CASl |

OR
(95%
Cl)

N (%)

N (%)

OR*
(95%
Cly

N (%)

OR*
(95%
Cl)

[Hivtest llsan0 11 1ls12 llpog llaog o 73 |

Limitations identified
by author

Different formats for
electronic interviews
are possible for
gathering the same
dataset. Response

56




Study details Inclusion / Population Intervention / Results Notes
Exclusion criteria Comparison

Pakianathan, M., A |Exclusion criteria Mortimer market |[Courtyard private. uptake ||(69.3) (68.8)][(0.78 |[(62.6)][(0.59 ||| rates are likely to vary
randomised Patients were centre clinic The electronic to to with different
controlled trial of excluded if they had n=1079 n=1239 interview followed 1.21) 0.90) ||| electronic
computer-assisted insufficient English or |Ma|e ||48 6% ||48 8% the format of the guestionnaire formats.
interviewing in sexual |literacy to understand — ' ' clinical proforma *Adiusted for patient gender and recruitment
health clinics, the recruitment [Non-UK origin_|[44.3% |[32.3% used by clinicians cIiniJc. P g Clinicians seeing
Sexually transmitted |[process. Same-sex 27.5% 5 7% at each clinic for patients recruited into
infections, 86, 310-4, partner ) ) standard care. The |The results show that HIV testing was the CASI and
2010 |Age | | patient would then | gjgnificantly lower among CASI patients relative |CAP!arms of the

. | <25 years |[28.9% |[35.9% be assessed by a |t pAPI. There was no difference in HIV testing | Study were required to
Quality score clinician between CAPI and PAPI. Overall. the results conduct consultations
++ 25;’;1 45.3% 46.1% provided with a indicate that CASI and CAPI are not effective in a way that was new

Y print-out generated | 4t jncreasing HIV test uptake relative to PAPI.  |&nd different. Had the

Study type | >35 years |[25.7% |[17.9% from the interview. study been conducted
Randomised in an environment

controlled trial

Aim of the study
To investigate the
impact of computer-
assisted interviewing
on STI diagnostic
testing.

Location and
setting

Two sexual health
clinics, London.

Length of follow up
N/A

Source of funding
The study was
funded by the
Medical Research
Council and Camden
Primary Care Trust.

Computer-
assisted personal
interview (CAPI),
patient

and clinician
viewing the screen
together, using the
same interview as
in CASI, but with
data input by the
clinician. On
completion of the
interview the
clinician
generated a print-
out to place in the
clinic notes.

Pen and paper
interview (PAPI)
with a clinician
following

the normal clinic
practice of
completing a
proforma with
the patient (usual
care arm). The
data from the clinic
notes

where these new
approaches were
more familiar and
established, it is likely
that more evolved
working practices
might have produced
different results.

Limitations identified
by review team
Demographic features
were reported by
centre and not by
intervention group. It
was therefore unclear
if there were any
differences between
the groups in terms of
baseline
characteristics which
may impact on study
outcomes.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

were subsequently
transferred into
same electronic
format as the CASI
and CAPI
interviews by
research staff.

Full citation
Rogstad, K. E.,
Bramham, L.,
Lowbury, R.,
Kinghorn, G. R., Use
of a leaflet to replace
verbal pretest
discussion for HIV:
effects and
acceptability,
Sexually transmitted
infections, 79, 243-5,
2003

Quality score

Study type
Before and after

Aim of the study
To assess the effect
of a leaflet instead of
a formal pretest
discussion on the
number of patients
offered an HIV test
and the number of
patients tested.

Location and
setting

An STl clinicin a
large

teaching hospital in
Sheffield, United
Kingdom.

Inclusion criteria
All new attenders at
the routine STI clinics
at the hospital during
the study period.

Exclusion criteria
Not reported

Number of participants

6 weeks before the introduction of the
leaflet=1004

4 weeks following the introduction of the
leaflet=397

Participant characteristics
Not described but results provided for
males/females:

6 weeks before the introduction of the leaflet
Males=500
Females=504

4 weeks following the introduction of the
leaflet

Males=233

Females=164

Intervention /
Comparison

All new attenders at
the routine

STI clinics were given
a leaflet when they
booked in

which explained all
tests that were
routinely performed

in the clinic, including
the HIV test, as well
as the window period
between infection and
seroconversion, and
insurance

issues. During the
consultation medical
staff obtained verbal
consent from the
patient for an HIV test
to be performed after
eliciting that they had
read the

leaflet. Those who
required further
information or were
from high risk groups
were offered further
discussion with either
the doctor or a

health adviser. Those
who had not read the
leaflet or where there
were special

issues were given
additional information.

Primary outcomes

Offer of HIV test

No. of
participants Total |%
6 weeks before the
introduction of the (654 1004 ((65
leaflet
| Males |[342 [[500 |68 || |
| Females  [[312 [[504 |62 || |
4 weeks
following the p<0.
introduction of the 3 397 |94 001
leaflet
| Males |[227 [[233 [lo3 || |
| Females  |[154 [[164 |04 || |
Tested for HIV
No. .O].( Total ||%
participants
6 weeks before the
introduction of the (325 1004 (32
leaflet
| Males |[164 [[s00 [[33 || |
| Females ”161 ||504 ||32 || |
4 weeks
following the p<0.
introduction of the 210 397 153 001
leaflet
| Males |[139 [[233 [[e0 | |
| Females |71 |[164 [43 [ |

The use of the leaflet increased both the number
of patients offered an HIV test and the number of

Limitations identified
by author
Not reported

Limitations identified
by review team

The study was an
uncontrolled before
and after study,
baseline
characteristics were
not assessed, and
outcomes were elicited
through case note
review which could be
prone to error. As a
result it is difficult to
assess whether the
results of the study are
a true reflection of

the effect of the
intervention.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Length of follow up
N/A

Source of funding
None

people tested. Men were more likely to be
offered an HIV test than women at baseline
(p=0.036) but after the intervention there was no
longer a difference. The number of

men accepting a test increased more than the
number of women (p <0.005). Overall, the results
suggest that use of a leaflet to replace pretest
discussion was effective at increasing the
proportion of patients undergoing HIV testing.

Full citation

Saifu, Hemen N.,
Impact of a kiosk
educational module
on HIV screening
rates and patient
knowledge, Journal
of telemedicine and
telecare, 17, 2011

Quality score

Study type
Non-randomised
controlled study

Aim of the study
To assess the effect
of a brief, kiosk-
based educational
module on HIV
testing rates and
patient knowledge.

Location and
setting

A medical walk-in
centre, Los Angeles

Length of follow up
N/A

Source of funding
Not reported

Inclusion criteria
Patients flagged at
the triage desk for
rapid HIV screening
and triaged to the
walk-in care clinic.

Exclusion criteria
Patients requiring
care in the
emergency
department.

Number of participants
Total=150

Kiosk group=71
Standard care=79

Participant characteristics

Kiosk Control

(n=71) (n=79)
|Mean age, years (SD) ||63 (14) ||58 (23) |
[Males, % |lo7 |log |
[Race | | |
| White, % |34 |33 |
| Black, % |51 |44 |
| Hispanic, % ||4 ||12 |
| Other, % |[11 |l11 |

Intervention /
Comparison

The study was
undertaken in
alternating 2 weeks
blocks over a 7 month
period.

All patients offered
HIV oral rapid testing
by a walk-in clinical
nurse received an
educational pamphlet
about HIV testing.
During alternating 2
week periods, patients
were then referred to
one of the following:

Intervention: a 2
minute kiosk-based,
educational module
about rapid oral HIV
screening prior to
receiving usual care.
Patients had the
option to view
additional video clips
on themes including
HIV risk factors and
privacy.

Control: the kiosk
module was turned off
and no changes were

Primary outcomes

HIV Testing Rate

Kiosk Control P
(n=71) (n=79) value
(I)—/HV testing rate, 37 44 0.3
0

The kiosk was not associated with increased
likelihood of HIV testing compared to control (OR
0.7, 95% Cl1 0.4 to 1.4).

Secondary outcomes

During the last month of the study, flagged
patients in both groups were asked to complete
an HIV knowledge questionnaire assessing
patient's knowledge of risk factors and oral rapid
HIV tests. 44/97 (45%) eligible patients
completed the knowledge questionnaire. The
results showed a significant difference (p=0.001)
in knowledge scores between the kiosk (median
score 9; IQR 8-9) and control periods (median
score 7; IQR 6-8).

Limitations identified
by author

The authors gave the
following potential
explanations for the
lack of an observed
effect of the
intervention on HIV
testing rates:

The overall HIV testing
rate was high
compared with
unselected patients in
emergency
department settings,
and there may be a
ceiling effect in
attempts in increase
testing rates.

Less than half of
eligible patients
viewed the kiosk
module and any effect
may have been diluted
in the intention-to-treat
analysis.

Not all patients were
offered HIV testing
due to nursing
availability.

Patient-level
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

made to usual care
processes.

randomisation was not
feasible but may have
contributed to
imbalances between
the study arms.

The study population
included mainly older,
male and minority
Veterans and
therefore the findings
may not be
generalisable to other
settings.

Limitations identified
by review team

Only a limited number
of HIV tests were
offered to patients per
day which potentially
leads to bias in the
results.

Only 46% of patients
in the kiosk-
intervention periods
actually viewed the
educational module.

Full citation

Uhrig, J. D., Davis, K.
C., Fraze, J., Goetz,
J., Rupert, D.,
Efficacy of an HIV
testing campaign's
messages for African
American women,
Health marketing
quarterly, 29, 117-29,
2012

Quality score
+

Inclusion criteria
English-speaking,
single, African
American women
aged 18 to 34 with
fewer than 4 years of
college education
were eligible to
participate in the
study.

Exclusion criteria
Not reported

Number of participants

Baseline=1,567

2-week follow-up survey=814

6-week follow-up survey=439

Numbers were not reported for each of the
intervention and control groups.

Participant characteristics
Not reported

Intervention /
Comparison
Participants were
randomised to:

Intervention:
Exposure to TCTT
messages and
materials consisting
of two 1-minute radio
advertisements, an
image of a billboard
advertisement, and an
e-mail link to

an information booklet

Primary outcomes

to get a free HIV test

1.88] (N=366)

2-week 6-week
change change
Exposure Exposure
(adjusted OR) ||(adjusted OR)
Knowledge of where || 1.11 [0.66, 2.56** [1.32,

4.98] (N=207)

Intention to have a
test for HIV in the
next 12 months

1.54[0.97,
2.43] (N=371)

1.54[0.82,
2.90] (N=201)

Intention to have a
test for HIV in the
next 6 months

1.53* [1.04,
2.26] (N=519)

0.87 [0.51,
1.48] (N=276)

HIV test since
baseline survey

1.40[0.76,
2.57] (N=812)

0.57[0.31,
1.06] (N=438)

Limitations identified
by author

The authors
acknowledged that
external validity of the
findings may be limited
for several reasons:

The study sample was
not a random sample
of African American
women. Rather, the
participants were
actively recruited and
compensated
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

Study type
Randomised
controlled trial

Aim of the study

To test the efficacy of
the “Take Charge.
Take the Test.”
(TCTT)

campaign messages
on HIV testing
knowledge, attitudes,
beliefs, intentions,
and behaviours.

Location and
setting
Online, USA

Length of follow up
Participants
completed a follow-
up survey at 2- and
6-weeks
postbaseline.

Source of funding
This study was
supported by
contract 200-2006-F-
18532 from the
Centers for

Disease Control and
Prevention (CDC).

on HIV testing

Control: No exposure.
All participants
completed a baseline
survey.

*p<.05. **p<.01. [95% confidence intervall.

At 6 weeks post-baseline, participants in the
exposure group were significantly more likely
than the control group to demonstrate increased
knowledge of where to get a free HIV test and to
report increased intentions to be tested for HIV in
the next 6 months at the 2-week follow-up.
However, the exposure intervention was not
associated with increased intention to be tested
for HIV in the next 6 months at the 6 week follow-
up, or in the next 12 months at both the 2 and 6-
week follow-ups. There was also no evidence of
a link between exposure and follow-up HIV
testing.

for their participation.

The study experienced
high levels of attrition.

Participants in the
exposure condition
were deliberately
exposed to the
campaign materials as
part of the study
design via their
computer, increasing
the chances that they
received, read, and
considered the
information. As

the study design
eliminated problems
related to distribution
or dissemination of the
message, it provided a
better indication of the
effect of the
information on the
individuals who are
exposed to it than of
the overall
effectiveness of the
materials in the field.

Full citation

Young, S. D.,
Cumberland, W. G.,
Lee, S. J., Jaganath,
D., Szekeres, G.,
Coates, T., Social
networking
technologies as an
emerging tool for HIV

Inclusion criteria
African American or
Latino men, age 18
years or older, has a
Facebook account,
self-reported living in
the Los Angeles
area, and had sex
with a man in the

Number of participants

Total=112
Intervention=57
Control=55

Participant characteristics

Control group ([Intervention
(n=55) group (n=57)
[Mean age (SD),y  |[31.8 (9.8) |[31.2 (10.6) |

Intervention /
Comparison
Facebook was used to
create closed groups
for the control and
intervention groups.
During the 12 week
period, peer leaders
attempted to

Primary outcomes

Requested HIV testing kit

No. .O].c Total ||%
participants
Intervention
group 25 57 44%
[Control group ~ |[12 l[55  |[20% |

Limitations identified
by author

The study was limited
to only 2 Facebook
communities per

group.

Participants’ location
was self-reported.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

prevention, Annals of
internal medicine,
159, 318-24, 2013

Quality score
+

Study type
Cluster randomised
controlled trial

Aim of the study
To assess whether
peer-delivered
information via social
networking
communities can
increase HIV testing
among African
American and Latino
men who have sex
with men.

Location and
setting

USA, Online social
networking
community
(Facebook)

Length of follow up
N/A

Source of funding
The work was
supported by the
National Institute

of Mental Health;
UCLA Center for HIV
Intervention,
Prevention and
Treatment Services;
and the UCLA AIDS
Institute.

past 12 months.

Exclusion criteria
Not reported.

|Race, n (%)

African
American 14 (25.5) 17 (29.8)
| Latino |[33 (60.0) |[34 (59.7)
| White |[7 (12.7) |[5 (8.8)
Asian 1(1.8) 1(1.8)
Self-described
sexual orientation, n
(%)
| Gay |[43 (78.2) |[42 (73.7)
| Bisexual |[11 (20.0) |[10 17.5)
Heterosexual /
guestioning 1(1.8) 5(8.8)
/do not know

communicate with
their assigned
participants.

Intervention: In
addition to general
conversation, peer
leaders in the
intervention group
were instructed to
communicate about
HIV prevention and
testing.

Control: Peer leaders
communicated about
the importance of
exercising, healthy
eating and maintaining
a low-stress lifestyle.

Every 4 weeks,
participants in both
groups were told that
they could request a
free, home-based
testing kit. Each
participant was able to
receive 1 kit during the
12 week study period.

More intervention participants requested an HIV
testing kit than control participants (mean
difference = 24 percentage points [95% CI 8-41

percentage points]).

Returned HIV test

No. .O].( Total [[%
participants
Intervention o
group 9 57 15.8%
|Contro| group ||2 ||55 ||3.6% |
Followed up for test results
No. .Of Total |[%
participants
Intervention o
group 8 57 14.0%
[Control group [0 l[55  [[o% |

Statistical analyses of returned tests and follow-
up for test results were not presented due to

sparse data.

Overall, the intervention was more effective than
the control at increasing home-based HIV
testing, including return of testing kits and follow-

up for results.

A control social
networking group
focusing on peer-
delivered
communication about
general health was
used instead of an
offline control
intervention.

No established best
practice exists for HIV
communication using
social networking
therefore peer-leader
communication style
and content varied on
the basis of guidance
from the trainers.

Limitations identified
by review team

The study sample size
was originally set
assuming 7 clusters
per condition, with 25
participants per cluster
providing 80% power
to detect a between-
group difference in
HIV testing of 16
percentage points or
more. Participant
numbers were
significantly lower
therefore there is
potential that the study
was underpowered to
detect a difference.

Peer leaders were
required to deliver
tailored messages to
their groups in
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Study details

Inclusion /
Exclusion criteria

Population

Intervention /
Comparison

Results

Notes

response to feedback
and engagement -
there is potential for
bias in the messages
that were given and
their impact on test
uptake.

The study was unable
to perform statistical
analyses on returned
tests and follow-up for
test results due to
sparse data.
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5.2 What interventions to increase opportunity for, and uptake of, HIV testing are the most effective?

Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations

Anaya, Henry D.,
Hoang, Tuyen,
Golden, Joya F.,
Goetz, Matthew
Bidwell, Gifford,
Allen, Bowman,
Candice, Osborn,
Teresa, Owens,
Douglas K.,
Sanders, Gillian D.,
Asch, Steven M.,
Improving HIV
screening and
receipt of results by
nurse-initiated
streamlined
counseling and
rapid testing,
Journal of general
internal medicine,
23, 800-7, 2008

Quality score
+

Study type
RCT

Aim of the study
To compare three
models of HIV
testing.

Location and
setting

Two primary care
clinics within the US
Department of
Veterans Affairs
Healthcare System
in Southern

Age 18 - 65
Unaware of HIV
status No HIV test
in past year
Appointment in
target clinic that day
English proficiency
Competence to
consent

Exclusion criteria
N/A

2,384 patients approached 406
agreed to participate (17%
recruitment rate) 155 excluded
for non-eligibility and 251
enrolled

Participant characteristics
Mean age 49 years (SD +10)
32% white, 43% African
American, 17% Hispanic, 8%
others 5% <high school
education, 23% high school
graduate, 49% some college,
23% college graduate. 35%
employed. 32% income
<USD10K, 30% 10-29K, 12%
30-49K, 6% 50-80K (remaining
20% missing data) 32%
homeless 50% mental iliness
29% drug users 92%
heterosexual. There were no
significant differences in the
distribution of demographic
characteristics, comorbidities,
risk factors, baseline sexual risk,
and baseline HIV knowledge
across models.

Patients were randomised to 1
of 3 models of routine HIV
testing:

Model A: Traditional HIV
counselling /testing Control
arm, study recruiters advised
patients to discuss their need for
an HIV test with their physician.
Physicians were then
responsible for ensuring patients
received a test. Testing was
administered through usual
clinical laboratory mechanisms.
This ‘traditional’ method of HIV
testing requires a 2-visit
process, the first for blood draw
and the second to inform
patients of results.

Model B: Nurse-initiated
screening + traditional
counselling/testing In this arm,
nurses initiated an HIV
screening protocol.. Rather than
awaiting physician orders,
nurses entered HIV testing
orders into a patient’s electronic
medical record and directed
patients to the laboratory for
venipuncture. Patients had to
return for results.

Model C: Nurse-initiated
screening + streamlined
counseling/rapid testing As in
model B, nurses entered test
orders into the computerized
record, initiated streamlined
counseling and administered
rapid testing. The nurses, who
had been previously trained in

83 people randomised to model A, 84 people randomised
to model B, 84 people randomised to model C Unadjusted
testing rates were 40.2% (model A), 84.5% (model B), and
89.3% (model C; p=<.01). Test result receipt rates were
14.6% (model A), 31.0% (model B), 79.8% (model C; all
p=<.01). Adjusted risk ratios show model B patients were
more likely to be tested compared to model A patients
(RR=2.14; CI=1.62-2.82) as were those in model C
(RR=2.26; 1.7-3.0) when compared to A. There was no
significant difference in testing rate between models B and
C (RR=1.07; 0.95-1.21). We found no significant
associations between demographics, risk factors,
comorbidities, and HIV testing. Model B patients were more
likely to receive test results than those in model A
(RR=2.06; 1.1-3.7). This effect was more pronounced in
patients assigned to model C as compared to model A
(RR=5.2; 3.1-8.9) and model B (RR=2.55; 1.82—-3.58)

Secondary outcomes

Sexual risk reduction and knowledge improvement did not
differ significantly between counselling methods. 191 (76%)
patients completed post-intervention surveys (58 patients—
model A; 65—model B; 68—model C). Unadjusted
percentages of those whose HIV risk knowledge improved
or remained the same were 24.1% (model A),

29.2% (model B), and 27.9% (model C) (chi-square test,
p=.81). Unadjusted percentages of patients whose sexual
risk decreased post-intervention were 36.2% (model A),
55.4% (model B), and 48.5% (model C; chi-square test,
p=.10). There were no significant differences between the
interventional models on these outcomes.

identified by author
Low acceptance rate
across all study arms
limits generalisability.
VA patients are more
likely to be minorities,
poorer, and older,
although some of
these
subpopulations are
perhaps the most
important targets

for routinizing HIV
screening efforts.

Limitations
identified by review
team

Very specific client
group - US veterans.
Presumably all male
though this is not
stated anywhere.
Poor acceptance rate
leads to small sample
for 3 arm RCT.
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria

California. the use of rapid testing
(OraQuick® rapid test; Orasure

Length of follow Technologies), obtained an oral

up swab and asked patients to

N/A return to the clinic testing area
when the physician visit was

Source of funding completed. Results were

Department available approximately 20

of Veterans Affairs, minutes later and transmitted to

Veterans Health the patient with streamlined

Administration, posttest counselling if negative.

Health Indeterminate tests were treated

Services Research as positives. Patients with

and Development positive results were

Service, Project immediately referred to the

number IIR 04-023 facility’s HIV clinic for posttest
counselling and confirmatory
tests and given follow-up
appointments.

Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations

Antonio-Gaddy, M.
S., Richardson-
Moore, A., Burstein,
G. R., Newman, D.
R., Branson, B. M.,
Birkhead, G. S.,
Rapid HIV antibody
testing in the New
York State
anonymous HIV
counseling and
testing program:
Experience from the
field, Journal of
Acquired Immune
Deficiency
Syndromes, 43,
446-450, 2006

Quality score

Study type
BA

None reported.
Numbers refer to all
people who
presented for HIV
testing at the
included sites
during the relevant
periods.

Exclusion criteria
None

2002 testing period: 4520
2003 testing period: 6187

Participant characteristics
N/A

Staff were trained to offer rapid
HIV testing

In the 2003 period clients had a
choice of a rapid fingerprick test
or a conventional test
(phlebotomy or oral fluid). This
was compared with a 2002
period where rapid tests had not
been offered.

In 2002, there were 4520 conventional HIV tests
reported compared with a total of 6187 HIV tests in
2003 (a 36.9% increase [p<0.001]), of which 5771
(93.3%) were rapid tests.

In 2003, all 5771 people who took a rapid test received
their result (100%). In 2002 during the same

time period, 3807 (84.2%) of 4520 persons received
their test results.

Of those persons testing negative in 2003,

6060 (99.0%) of 6122 persons (P<0.0001) received
test results and 49 (75.4%) of 65 persons (P< 0.7)
confirmed to be positive received a test result. In 2003,
an increase in the receipt of test results was
demonstrated in HIV-negative and HIV-positive clients.
Of the 47 individuals who received a reactive rapid HIV
test result, 38 (81.0%) returned for their confirmation
test result. Of those testing positive with a conventional
test in the 2002 observation period, 34 (72.3%) of 47
returned for a test result, and in the 2003

observation period, of those who had a conventional
test, 10 (58.8%) of 17 returned for their test result.

Secondary outcomes
During the first month of rapid HIV testing at each testing

identified by author
Less experienced
staff may not achieve
the same level of
comfort and
proficiency with rapid
testing and

the associated
counselling.

Limitations
identified by review
team

Poorly reported BA
study with wide
variation in time
periods reported. No
demographic
characteristics of
participants. No
control group. No
discussion of
possible
confounders, e.g.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Aim of the study
To assess rapid and
conventional HIV
test use,

client satisfaction,
and counsellors’
comfort.

Location and
setting

Sixty-one
anonymous testing
sites, including
community sites,
state prisons, and
county jails in New
York State

Length of follow

up
N/A

Source of funding
None reported

site, 1301 (98.5%) of the 1321 clients who

received counselling and testing completed a client
preference survey; a total of 1294 (99.5%) surveys were
linked to CTS data. Almost all (1249 [96.5%)]) clients
selected rapid testing; 28 (2.2%) elected oral fluid collection
and 17 (1.3%) elected phlebotomy for conventional testing.
All 40 counsellors who completed the training

completed surveys before and after training and at 12
weeks of follow-up. Counsellors’ knowledge, comfort, and
confidence levels increased in all skill categories after
training and increased further at the 12-week follow-up

changing
demographic of clinic
users.

Full citation
Bourne, C., Knight,
V., Guy, R., Wand,
H., Lu, H., McNulty,
A., Short message
service reminder
intervention doubles
sexually transmitted
infection/HIV re-
testing rates among
men who have sex
with men, Sexually
transmitted
infections, 87, 229-
31, 2011

Quality score

Inclusion criteria
MSM who
presented for
HIV/STI testing
during the study
period (1 Jan - 31
Aug 2009)

Exclusion criteria
MSM with HIV
infection

MSM living outside
of New South
Wales, or arriving
within the last 12
months.

Number of participants
714 MSM in the SMS group
1,084 men in the comparison

group
1,753 in the pre-SMS group

Participant characteristics
Men in the SMS group were
significantly more likely to be
new clients, younger, have less
than 5 partners in the last 3
months, used condoms
inconsistently in the last 3
months than men in either the
comparison group or the pre-
SMS group

Intervention / Comparison
The evaluation compared HIV
negative MSM who had an
STI/HIV test and received an
SMS reminder with those tested
in the same period (comparison
group) and a similar period
before the SMS system was
introduced (pre-SMS), neither of
whom received SMS reminders.
The reminder stated "You are
due for your next screening.
Please call SSHC on 93827440
to make an appointment". No
other types of testing reminders
were sent during the study
period.

SMS reminders were sent on
average 4 months after the

Primary outcomes

HIV/STI re-testing was significantly higher in the SMS
(64%) than the comparison group (30%, p<0.001) and the
pre-SMS group (31%, p<0.001).

THE OR associated with HIV/STI re-testing in the SMS
group was 4.3 (95% CI 3.5 to 5.2; p<0.001) compared to
the comparison group and 3.0 (95% CI 2.4 to 3.7; p<0.001)
compared to the pre-SMS group.

After adjusting for differences in baseline characteristics,
the OR in the SMS group was 4.4 (95% CI 3.5t0 5.5;
p<0.001) compared to the comparison group and 3.1 (95%
Cl 2.5 to 3.8; p<0.001) compared to the pre-SMS group.

Limitations
identified by author
The study was not
randomised and
therefore could have
been biased by
patient and external
factors.

Unable to establish is
MSM re-tested
elsewhere.

Limitations
identified by review
team

No details of
selection - it is
unclear how people
were allocated to
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Study type
non randomised
experimental study

Aim of the study
To evaluate the
effectiveness of an
SMS message
reminder on STI
and HIV retesting
rates among MSM.

Location and
setting
Sydney Sexual
Health Centre,
Sydney, AUS

Length of follow
up

The SMS group
included MSM who
underwent HIV/STI
testing between 1
January 2009 and
31 August 2009.
SMS reminders
were sent on
average 4 months
after the baseline
test.

Source of funding
None.

baseline test, and the
recommended retest period is 3-
6 monthly for MSM.

SMS or no SMS
groups.

Full citation
Brooks, L.,
Rietmeijer, C. A,,
McEwen, D.,
Subiadur, J. A,
Mettenbrink, C. J.,
Normalizing HIV
testing in a busy
urban sexually
transmitted

Inclusion criteria
All patients
attending the
Denver Metro
Health Clinic

Number of participants
33,772

Participant characteristics
Not reported

Intervention / Comparison
HIV/RPR ratio and the HIV
positivity rate for patients
presenting for evaluation of a
new problem during 4 time
frames.

Period 1: 11 months before
introduction of optional rapid
HIV testing;

Period 2: 6 months during

Primary outcomes

Across all 4 periods, 33,772 visits occurred at which an
RPR test was obtained. At these visits, 30,405 (90%) HIV
tests were performed.

The HIV/RPR ratio increased as follows:

Period 1 - 0.79
Period 2 - 0.86
Period 3-0.92
Period 4 — 0.96

Limitations
identified by author
None reported

Limitations
identified by review
team

Short paper with little
methodological detail.
Research design not
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

infections clinic,
Sexually transmitted
diseases, 36, 127-
128, 2009

Quality score

Study type
ITS

Aim of the study
To report on the
effects of the
introduction of opt
out testing on HIV
testing rates.

Location and
setting

An STI clinic,
Denver, USA

Length of follow

up
N/A

Source of funding
None reported

which rapid testing was optional
and standard ELISA testing
slowly phased out;

Period 3: 10 months after
discontinuation of ELISA and
introduction of logistic changes
to improve clinic flow

Period 4: 19 months following
introduction of opt-out HIV
consenting.

Comparator: RPR (rapid
plasma regain) test for syphilis,
which has almost 100% uptake.

HIV positivity varied from 0.5% in Period 1% to 0.8% in
Period 2% to 0.6% in Period 3% to 0.7% in Period 4.
Patients obtaining their HIV test results increased from 66%
in Period 1% to 99% in Period 4.

robust.

Full citation
Burton, Jessica,
Brook, Gary,
McSorley, John,
Murphy, Siobhan,
The utility of short
message service
(SMS) texts to
remind patients at
higher risk of STls
and HIV to reattend
for testing: a
controlled before
and after study,
Sexually transmitted

Inclusion criteria
Higher risk patients
included patients
diagnosed with
chlamydia,
gonorrhoea, acute
viral hepatitis or
syphilis and women
receiving
emergency
contraception,
commercial sex
workers, MSM and
those in the window
period for HIV.

Number of participants
273 in intervention group
266 in control group

Participant characteristics
Gender: 45% male (control)
46% male (intervention).
Median age 24 (control) 23
(intervention)

Ethnicity (control/intervention):

Black 51%/56%
White 31%/28%
Other 18%/16%

Intervention / Comparison
Higher risk patients were
booked into a SMS text
reminder virtual clinic if the
patient consented. A text was
sent after 6 weeks in the
majority (80%) with a range of
2-12 weeks. This was quick and
easy to do using our electronic
patient records. The text
message was: ‘It is time for you
to have a routine test. Walk-in
during opening hours or ring
xxxxxxx for an appointment. Do
not text back. From CMH’.

Primary outcomes

Reattendance rates

Control group ||Test group p Value
Total 92/266 (35%, [|90/273 (33%, 0.78
reattendance |[29 to 40) 28 to 39) ’

Reattendance rates were not statistically different between
the text group and the control group.

Limitations
identified by author
The group of patients
identified was a
mixture of several
different risk groups.
This was a
retrospective before
and after study and in
such studies it cannot
be proved that any
changes that
occurred

were directly related
to the change being
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

infections, 90, 11-3,
2014

Quality score

Study type
CBA

Aim of the study
To measure the
impact of short
message service
(SMS) text
reminders on the
reattendance rates
of patients who
require repeat STI
testing.

Location and
setting

Sexual health clinic
in London, UK

Length of follow

up
4 months

Source of funding
No funding

measured.

Other comments
This study is not
specific to HIV.

Full citation
Christopoulos,
Katerina A., Kaplan,
Beth, Dowdy, David,
Haller, Barbara,
Nassos, Patricia,
Roemer,
Marguerite,
Dowling, Teri,
Jones, Diane, Hare,
C. Bradley, Testing
and linkage to care
outcomes for a

Inclusion criteria

Aged over 13
Clinical
presentation co
nsistent with
HIV infection
Presence of
HIV risk factors
Inpatient
admission,
regardless of
presenting
issue

Number of participants
4827 people with 5340 HIV
tests.

Participant characteristics

Age categories (years)
e 13-24 653 (13.5%)

o 25-441791 (37.1%)
o  45-64 1961 (40.7%)
o  >65418 (8.7%)

Gender

Intervention / Comparison
Expanded clinician initiated HIV
testing programme in an
Emergency Department.
Clinicians were encouraged to
test everyone with:
e  Clinical
presentation consistent with
HIV infection
e  Presence of HIV risk factors
e Inpatient admission,
regardless of presenting
issue

Primary outcomes

After the expanded testing launch on December 1, 2008,
the number of tests increased from a median of 114
tests per month to 273 tests per month, p = 0.004

Secondary outcomes

Of the 65 patients with newly diagnosed HIV infection,

58 patients received results at the time of testing and 49
patients were eligible for linkage to outpatient care. Forty-
six patients (93.9%, 95% CI: 83.1, 98.7%) were
successfully linked to care, with 73% linked by 7 days, 84%
linked by 30 days, and 90% by 90 days.

Limitations
identified by author
None

Limitations
identified by review
team

Results poorly
reported. No
comparative
information given
other than median
increase in number of
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

clinician-initiated
rapid HIV testing
program in an urban
emergency
department, AIDS
patient care and
STDs, 25, 439-44,
2011

Quality score

Study type
Retrospective BA

Aim of the study
To evaluate the
increase in the
number of tests and
new HIV diagnoses
resulting from the
addition of targeted
testing to clinician-
initiated diagnostic
testing.

Location and
setting
San Francisco, US

Length of follow
up
90 days

Source of funding
The San Francisco
General Hospital
HIV testing program
was supported by
CDC grant PS07-
768 “Expanded and
Integrated Human
Immunodeficiency
Virus (HIV)

Testing for

e Male 3014 (62.4%)
e Female 1813 (37.6%)

Racel/ethnicity

e White 1692 (35.0%)

e Black 1348 (27.9%)

e Latino 988 (20.5%)

e  Asian/Pacific Islander 597
(12.4%)

e Other/unknown 202 (4.2%)

e  Nurses drew blood and
samples were analysed in
the hospital laboratory.

tests per month. No
comparative
demographic details
given.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Populations
Disproportionately
Affected by

HIV, Primarily
African-Americans.”
This study was
made possible by
grant number UL1
RR024131 from the
National Center for
Research
Resources (NCRR),
a component of

the National
Institutes of Health
(NIH) and the NIH
Roadmap

for Medical
Research.

Full citation
Conners, E. E.,
Hagedorn, H. J.,
Butler, J. N.,
Felmet, K., Hoang,
T., Wilson, P.,
Klima, G., Sudzina,
E., Anaya, H. D.,
Evaluating the
implementation of
nurse-initiated HIV
rapid testing in three
Veterans Health
Administration
substance use
disorder clinics,
International journal
of STD & AIDS, 23,
799-805, 2012

Quality score

Study type
BA

Inclusion criteria
None reported

Exclusion criteria
Patients with
documentation of an
HIV test in the

past 12 months or
an existing HIV-
positive diagnosis or
under 18 years of
age.

Number of participants
During the six-month
intervention period, there were
835 patients seen in the SUD
sub-clinics at sitel, 80 patients
at site 2 and 623 patients at site
3.

Participant characteristics

In regard to patient
demographics, all sites were
similar in patient age and
gender, but differed in the
distributions of patients’ marital
status, race, HIV risk factors and
medical problems. Of note, the
percentage of patients who had
a history of being homeless was
86% at site 1 as compared with
approximately 48% at sites 2
and 3 (P value< 0.05). The
most prevalent medical problem
at all sites was depression (76—
87%).

Intervention / Comparison
The authors implemented and
evaluated a nurse-initiated HIV
oral rapid testing (NRT) strategy
at three Veterans Health
Administration SUD clinics.
Implementation of NRT includes
streamlined nurse training and a
computerized clinical reminder.
The reminder served as a
trigger for routine testing offer
and, in the event of a
preliminary positive, the
documentation template
automatically ordered a
confirmatory Western blot, CD4
count and viral load and
submitted a referral to the
infectious disease clinic. In
instances that the clinical
reminder was not triggered, but
a patient requested a test,
nurses could also access the
HIV RT documentation template
directly. Throughout the

Primary outcomes
Rapid testing (RT) increased during the intervention from
baseline at all three sites. Although RT rates decreased
during the post-intervention period, the rates at two of the
three sites remained significantly higher than baseline —
from 2.0 to 5.0% at site 1 (p< 0.05), from 1.2% to 1.1% at
site 2 (P< 0.05) and from 0 to 24.0% at site 3 (P<0.05). The
total number of HIV tests (both rapid and blood) increased
and remained higher than baseline six-month post-
intervention at site 3 (21.7 to 32.2%, P< 0.05). At site 2 they
decreased in the post-intervention period from 20.9% to

11.1% (P< 0.05) and at site 1 there was no meaningful

increase in testing from 23.5 to 26.9% (P< 0.05).

Site 1 Site 2 Site 3
_ Pre- Inter ||Post Pre- Inter ||Post Pre- Inter ||Post
Testing n=6 I - n=s I - n=5 || -
method 85 n=5 |[n=3 6 n=6 ([n=9 20 n=5 [[n=4
40 ||20 6 0 40 ||62
Rapid 14, ||67, [[16, ||1, 6, 1, 0 153, ||1111,
tests (n, |[2.0 [|12.4]|5.0 ({1.2 ||9.1 |[1.1 0;]/ 28.31|24.0
%) % |l [l |l |lwo |l > Nl ||

Limitations
identified by author
This pilot study was
limited by the small
sample sizes for both
nurses and patients
and may not be
generalisable

to clinics outside of
the hospital setting or
Veteran Health or
that greatly differ in
structure from the
ones studied.

Limitations
identified by review
team

Not randomised or
controlled.

Sites are different
enough that it could
confound results.
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria

intervention, testing rates were  |glood  |[147, |[123, |[70, |[18, |[14. |[10, ][113,][51, ][38,
Aim of the study captured from local laboratory tests 21.5([22.8 [|21.9]|20.9 [[21.2 ||11.1 |[21.7 [[9.4 |[|8.2
To evaluate a databases and by self-report (n,% % % ||% ||% [|% [|% [|% [|%  ||%
nurse-initiated HIV from clinical staff at participating ||[Total 161, |[190, |[86. |[19, |20, |[11, |[113,|[204, |[129.
oral rapid testing SUD clinics. tests (n, |[23.5|35.2|[26.9 |[22.1|[30.3 |[12.2 |[21.7 |[37.8 ||32.2
strategy at Veterans %) % (v || (v || ||v ||% |[v |[%

Health
Administration
substance use
disorder clinics.

Location and
setting

Seven substance
use disorder sub-
clinics at three
urban VHA medical
centres across the
us

Length of follow
up

The total study
period was 1.5
years in duration.

Source of funding
This research was
funded by VA
Quality Enhanceme
nt Research
Initiative (QUERI)
grant RRP09-122

Results were compared pre-
during and post- intervention
period.

(n=the number of unique patients with at least one SUD
visit during the time period indicated, who had not been HIV
tested nor had HIV infection in the previous timeperiods).

Secondary outcomes
[Qualitative results presented in review 2]

Full citation
Donnell-Fink, Laurel
A., Arbelaez,
Christian, Collins,
Jamie E., Novais,
Anna, Case, Amy,
Pisculli, Mary L.,
Reichmann, William
M., Katz, Jeffrey N.,
Losina, Elena,

Inclusion criteria
1. 18-74 yearsold
2. fluentin English
or Spanish
3. notengaged in
pre-natal care
4. not self-
reportedly
known to
be HIV-infected

Number of participants

5,612 people screened and
2,012 were eligible for inclusion.
1,651 agreed to participate
(82%).

Among those 1,651 patients
who agreed to enrolment, 830
were randomised to

the fingerstick arm and 821 to

Intervention / Comparison
After providing informed consent
for trial participation, subjects
were randomised to one of the
two test modality arms: 1)
fingerstick whole-blood HIV
testing, or 2) oral fluid

HIV testing.

Primary outcomes

Among subjects randomised to rapid HIV testing, the test
acceptance did not differ meaningfully between arms, 67%
(553/830) in the fingerstick arm compared to

69% (565/821) in the oral fluid arm (p=0.34). Frequencies
of test acceptance did not differ by race, gender or
education. The proportion of HIV tests completed — the
proportion of subjects who were tested among those who
were randomised — was 66% (549/830) in the fingerstick
arm and 69% (563/821) in the oral fluid arm (p=0.29). More

Limitations
identified by author
Because the USHER-
Phase Il trial was a
single site study with
findings that are
applicable to rapid
HIV screening using
fingerstick or

oral collection
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Walensky, Rochelle
P., Acceptability of
fingerstick versus
oral fluid rapid HIV
testing: results from
the universal
screening for HIV
infection in the
emergency room
(USHER Phase II)
randomized
controlled trial,
Journal of acquired
immune deficiency
syndromes (1999),
61, 588-92, 2012

Quality score
+

Study type
RCT

Aim of the study
To compare HIV
test acceptance
rates among
patients routinely
offered

fingerstick compare
d to those routinely
offered oral fluid
screening in an
urban hospital
emergency departm
ent

Location and
setting

An urban academic
emergency
department in
Boston, MA, USA

Length of follow

5. notenrolledin
the USHER trial
in the previous
three months

6. hadan
Emergency
Severity Index
(ESI) score of
3-5 (indicating
lower clinical
severity)16-18
or an ESI score
oflor2
(potentially
higher clinical
severity), with
signed approval
from the ED
attending
physician
indicating
participant's
clinical stability
and clear
mental status.

the oral fluid arm.

Participant characteristics
Trial arms were balanced in
their demographic distribution;
mean age was 33 years (SD
13), 65% were female, 24%
were white, 24% African-
American, and 38% were
Hispanic

than 99% of those who accepted an HIV test received the
test in both arms.

; : Oral .
Fingerstick . Difference
= Fluid 0 P value
(n=830) (n=821) ||(®5%CD
0.6% (-
giflf\elrt:dSt 778 (94%) (79633)/ ) 1.8%, 0.65
) 12.9%)
HIV test
-2.2% (-
accepted o 565 o
among those  ||?°2 7% ll6o0s)  |[87% 0.34
i 2.3%)
randomised
HIV test
-2.4% (-
completed amo 549 (66%) 563 7.0%, -
ng those (69%)
i 2.1%)
randomised

Secondary outcomes
Among the 1,111 study participants who had a valid rapid
HIV test result, five tests were reactive. Three of these
subjects consented to confirmatory testing. Two new cases
of HIV infection were identified (one fingerstick and one
oral) — a yield of new case identification of 0.2% (95% CI:
0.0-0.6%). One fingerstick test was a false positive. No
harm was reported in this trial.

modality, some of our
results may not be
generalizable to other
settings or test kits.
No collection

of preference data
and therefore not
able to fully
characterize trade-
offs considered in the
decision for oral
testing given its ease
of administration
versus the decision
for fingerstick testing
given its reported
superior

test characteristics.
The frequency of test
offers as well as test
acceptance may

be lower in EDs that
do not utilize ancillary
testing personnel.
Several other factors
may also influence
acceptance of HIV
testing and were

not measured in

the study. These
include system-level
factors such as
location
convenience, confide
ntiality, consent
processes, cost,
counselling
opportunities, and
results disclosure.

Limitations
identified by review
team

The study was limited

by enrolment times
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

up
N/A

Source of funding
National Institute of
Mental Health (RO1
MHO073445,

R01 MH65869) and
the Doris Duke
Charitable
Foundation, Clinical
Scientist
Development Award

(8am to 12am) which
may have introduced
some selection bias.

Full citation
Goetz, Matthew
Bidwell, Hoang,
Tuyen, Bowman,
Candice, Knapp,
Herschel, Rossman,
Barbara, Smith,
Robert, Anaya,
Henry, Osborn,
Teresa, Gifford,
Allen L., Asch,
Steven M., The,
Queri- H. I. V.
Hepatitis Program,
Aberg, Anaya
Anonymous Asch
Austin Berwick
Bodenheimer
Bodenheimer
Branson Chou
Collins Gandhi
Goetz Hulscher
Jamtvedt Jamtvedt
Jha Kawamoto
Kendrick Lefebvre
Lomas Marks Marks
Owens Palella
Paltiel Paltiel
Patterson Patterson
Perlin Perry Quinn
Renders Robson

Inclusion criteria
N/A

Exclusion criteria
N/A

Number of participants

2 of the 5 administratively
independent, geographically
separate major regional health
care systems (health care
systems [HCS] A and B) located
in southern Nevada or
California, received the
intervention compared to the
other 3.

The 2 interventions HCS had a
total of 18 facilities and the
controls had 19 facilities.

Intervention / Comparison

4 components of intervention:
Decision support - a real time,
electronic clinical reminder to
identify patients at increased
risk and to encourage offer of a
test.

Audit feedback - an audit-
feedback system to inform
health care providers of clinic-
level performance in regards to
HIV evaluation and testing rates
in at-risk patients.

Provider activation - The
provider activation program
included academic detailing,
social marketing, and provider
and patient educational
materials

Organisational factors - written
informed consent and pretest
HIV counselling are required for
all HIV tests in VA. To expedite
this process, nurse-based rather
physician-based pretest
counselling was set up along
with the use of a streamlined
HIV counselling process that,
together with the VHA HIV
Consent form, covers all the
required elements of HIV

Primary outcomes

Adjusted testing rates (%) (95% ClI)

Intervention facility A - Pre intervention 4.8 (4.2, 5.4);
Post intervention 10.8 (9.8, 11.8) (p<0.001)

Intervention facility B - Pre 5.5 (4.7, 6.6); post 12.8

(11.5, 14.4) (p<0.001)

Control facility C - Pre 4.4 (3.8, 5.0); post 4.2 (3.5,

5.2)

Control facility D - Pre 2.3 (1.8, 2.9); post 2.1 (1.6, 2.7)
Control facility E - Pre (3.6, 5.7); post 5.0 (4.2, 5.9)

Limitations
identified by author
The intervention
facilities were
selected for
convenience and not
randomly, this may
have biased

the results. In this
regard, it is relevant
that there were

little difference in the
distribution of patient,
provide, subfacility
and facility-level
factors between the
intervention and
control facilities.
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Saleem Sanders
Shea Solomon
Spielberg Stetler
Stone Thomson
O'Brien Thomson
O'Brien Tsu Yeni, A
system-wide
intervention to
improve HIV testing
in the Veterans
Health
Administration,
Journal of general
internal medicine,
23, 1200-1207,
2008

Quality score

Study type
CBA

Aim of the study
To evaluate whether
a multi-

component intervent
ion increases the
rate of HIV
diagnostic testing.

Location and
setting

5 geographically
separate regional
health care systems
in southern Nevada
and California, USA

Length of follow
up

Source of funding
This project was
supported by a
research from the

pretest counselling and
documents consent in 2—3
minutes. The logistical
challenges of posttest

HIV counselling were reduced
by encouraging telephone
notification and brief posttest
counselling after negative HIV
test results.
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Veterans Health
Administration Healt
h Services
Research &
Development
Service (SDP 06—
001).

Full citation

Goetz, Matthew
Bidwell, Hoang,
Tuyen, Knapp,
Herschel, Henry, S.
Randal, Anaya,
Henry, Chou, Ann
F., Gifford, Allen L.,
Asch, Steven M.,
Hiv Hev Queri
Program,
Exportability of an
intervention to
increase HIV testing
in the Veterans
Health
Administration, Joint
Commission journal
on quality and
patient safety / Joint
Commission
Resources, 37, 553-
9, 2011

Quality score

Study type
Controlled before
and after study

Aim of the study
To evaluate the
exportability of a
multi-component
intervention to
increase the rate of

Inclusion criteria
Not reported

Exclusion criteria
Not reported

Number of participants
Not reported

Intervention / Comparison
There were 4 components to the
intervention:

1.

A Real time, electronic
clinical reminder which
identified patients at
increased risk for HIV
infection who had no
records of previous HIV
testing and encouraged
providers to offer testing to
those individuals.
Quarterly audit feedback
system which informed
providers of clinic-level
performance regarding HIV
evaluation and testing
rates.

Removal of
organisational barriers to
encourage nurse rather
than physician-based retest
counselling and use of a
streamlined counselling
process that included
telephone rather than in-
person post-test counselling
after negative results.

A provider activation
program consisting of
academic detailing, social
marketing and
dissemination of provider
and patient educational
materials.

The intervention was previously

Primary outcomes

Comparison of Pre- versus post-intervention ratios of

HIV testing

| ||Adjusted Odds Ratio of HIV testing |
[site A |[2.8 (2.6, 3.0) |
|site B |[3.1 (2.8, 3.4) |
[site C |[2.2 (2.0, 2.4) |
[site E |[3.9 3.5, 4.3) |

Limitations
identified by author
None reported
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
HIV diagnostic implemented in 2 sites (A and B)
testing. and compared with 3 control
sites (C, D and E) in a previous
Location and study. In this study the
setting intervention was rolled out to
4 veterans health sites C and E. Site D remained
care sites in a control facility throughout the
southern Nevada study period.
and California, USA.
Length of follow
up
Source of funding
The project was
supported by a
research grant from
the Veterans Health
Administration
Health Services
Research &
Development
Service (SDP 06-
001).
Full citation Inclusion criteria  |Number of participants Intervention / Comparison Primary outcomes Limitations
Gordon, M. S., e Adult 697 randomised into two groups [Arm 1 -On-site rapid HIV Undergoing HIV testing - Participants were significantly identified by author
Kinlock, T. W., probationer/ e 349 onsite group testing—offered immediate, more likely to be tested on-site (Cityl; n =165/174, 94.8 %; |t is possible that
McKenzie, M., parolee e 348 offsite group free rapid oral swab HIV testing |City 2; n = 153/175, 87.4%) at a probation and parole office |some participants
Wilson, M. E., Rich, |¢  Not known to on site with results in versus off-site (Cityl; n = 32/176, 18.2 %; City2; n = may have undergone
J. D., Rapid HIV be HIV positive |Participant characteristics approximately 20 minutes. If 14/172; 8.1%) at an HIV testing clinic (X2 =272.47; p< testing off-site and
testing for a participant chose not to wait  |.001). When controlling for city, there was a difference in the results were not

individuals on
probation/parole:
outcomes of an
intervention trial,
AIDS and behavior,
17, 2022-30, 2013

Quality score
+

Study type
RCT

Exclusion criteria
Unable or unwilling
to give informed
consent.

The participants had a mean

age of 38.7 (SD=11.4);

o 54.1% were
African American, 25.1%
were Caucasian, and
20.8% were other
ethnicity.

e 81.3% male

e  58% never married

e 16% were legitimately
employed

e 44% reported having no
health insurance

for results, the RA requested
contact information from

the participant in order to follow-
up in the case of a reactive test
result. Participants received $20
for completing baseline
assessments.

Arm 2 - Off-Site Rapid HIV
Testing—participants received
a card with the relevant

clinic information and detailed
directions to reach the
community testing site.

terms of being tested off-site as Cityl participants were
more likely to be tested off-site compared to City
2 (X?=12.85; p < .001).

Receipt of HIV testing results—There was no difference
in terms of receiving their rapid results by site X% =.00; p>
.05) or by city X? = 3.71; p > .05). Regardless of on-

site (City 1, 154/165; 93.3%; City 2, 150/153; 98.0%) or off-
site testing (City 1, 32/32; 100%; City 2, 14/14, 100%)
almost everyone stayed to receive their rapid results.

captured.

More
probationers/parolees
passed through

the community
corrections offices in
which we worked
than were
approached by
research staff. This
introduced the
possibility of selection
bias. In addition,
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Aim of the study
To determine
whether individuals
recruited from
community
corrections are
more likely to
undergo rapid

HIV testing on site
at a probation and
parole office rather
than off-site in the
community.

Location and
setting

Baltimore, MD and
Providence and
Pawtucket, RI, USA

Length of follow

up
N/A

Source of funding
This study was
funded by the
National Institute on
Drug Abuse, Grant
RO1 DA 16237. This
work was also
supported by grants
RO1DA030771

and K24DA022112
from the National
Institute on Drug
Abuse and
P30AI042853 from
the National
Institute Of

Allergy And
Infectious Diseases.

e 14.8% considered
themselves homeless.

[ )

94.3% reported ever having

received an HIV test, 67.6%

reported ever receiving a

Hepatitis C (HCV) test; and

49.2% ever receiving a Hepatitis

B (HBV) test.

43.3% reported heroin use and
50.8% cocaine use. Of

those reporting drug use, 22.4%
reported lifetime injection drug
use (IDU). Those reporting use
of any drugs used on average
11.5 (SD = 22.4) of the past 90
days.

Participants received $20 for
completing baseline
assessments. At each
community clinic staff collected
study cards which indicated that
the client was a study
participant. Study staff and clinic
staff maintained regular
communications in which the list
of participants who completed
testing and their results were
shared.

Testing refusal—the RA
requested that s/lhe complete a
brief, two item questionnaire
describing why they refused and
provided information regarding
community testing sites for
future use. Participants received
$20 for completing baseline
assessments.

participants

were offered $20 for
interviews only and
not testing, so this
may have increased
the likelihood of
testing, although they
were not paid for
testing. Although
probationers and
parolees were
randomly assigned
to corrections office
VS. community
testing, the overall
sample may or may
not be representative
of the overall
community
corrections
population.

Full citation
Hack, Clare M.,

Inclusion criteria
Age 13 - 20

Number of participants
300 (11%) of 2,645 were offered

Intervention / Comparison
Routine non-targeted HIV

Primary outcomes

Limitations
identified by author
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
Scarfi, Catherine A,, screening during the period screening was made available in Period 1- Oct - |lPeriod 2- Oct - e May not be
Sivitz, Adam B., Exclusion criteria |under review. 224 (74%) the ED, 24 hours a day, 7 days Dec 2008 Dec 2009 % increase generalisable to
Rosen, Michael D., |e Mentalillness |accepted testing, of whom 11 a week. The first three months higher
Implementing e Critical illness |were not tested. post implementation was socioeconomic
routine HIV : 39 patients were tested during [compared with the same 3 Number of areas
. . o HIV test in last . . . HIV test 39 213 446%
screening in an the same period the previous months the previous year. ests ° e No data about
I 3 months performed 0 data abou
urban pediatric year. parental
emergency o o influence on
depgrtnjent, Participant ch.aracterlstlcs _ B testing decisions,
Pediatric 89% of the patients offered No new cases of HIV were identified. including
emergency care, screening were African parental
29, 319-23, 2013 American. There was no presence.

Quality score

Study type
Retrospective chart
review

Aim of the study
To describe the
results of
implementing
routine, non-
targeted opt-in HIV
screening for people
aged 13-20ina
paediatric ED in a
high HIV prevalence
city.

Location and
setting

Urban paediatric ED
in New Jersey, US.

Length of follow

up
N/A

Source of funding
None reported.

significant difference (p<0.05)
between test acceptance by
gender, however acceptance
increased with age (p<0.05).

e Implementing
new protocol into
already busy
workplace meant
that 89% of
patients were
missed and not
offered HIV test.

Limitations
identified by review
team

Retrospective 'audit'
style of the study
limits its validity, as
does the small
number of offers of
test.

Full citation

Inclusion criteria

Number of participants

Intervention / Comparison

Primary outcomes

Limitations
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Haukoos, Jason S.,
Witt, Mallory D.,
Coil, Clinton J.,
Lewis, Roger J.,
The effect of
financial incentives
on adherence with
outpatient human
immunodeficiency
virus testing
referrals from the
emergency
department,
Academic
emergency
medicine : official
journal of the
Society for
Academic
Emergency
Medicine, 12, 617-
21, 2005

Quality score
+

Study type
Prospective
controlled clinical
study

Aim of the study
To evaluate the
effect of a financial
incentive on the
proportion of
referred ED
patients who
completed
outpatient HIV
counseling and
testing.

Location and
setting

Patients identified
as being

at increased risk for
HIV infection by
emergency
physicians using
CDC-based
guidelines.

Exclusion criteria
None reported

372 patients were referred from
ED for outpatient HIV testing:

e Period 1 (cont) - 126

e Period 2 (int) - 120

e Period 3 (cont) 126

Participant characteristics
The median patient age was 32
years (interquartile range, 25—
40 years). Of 352 patients in
which documentation

was complete, 231 (66%) were
male; of 351 patients in which
race or ethnicity documentation
was complete, 139 (40%) were
Hispanic, 112 (32%) were
African American, 58 (16%)
were white, 17 (5%) were
Asian, and 26 (7%) were of
another racial or ethnic origin.
No significant difference
occurred between

the intervention group and the
control group with respect to
patient age or the reason for
referral. There was, however, a
statistically significant difference
between the two groups with
respect to race and ethnicity

This study was performed over
three consecutive approximate
six-month time periods. During
the first and third time periods,
no financial incentive

was offered for completing HIV
counselling and testing. During
the second time period, a
financial incentive of $25 was
offered for completing

HIV counselling and testing.
During the intervention

period, patients received
standard verbal and

written follow-up instructions
that included receiving a

$25 financial incentive if
counselling and testing

were completed. The third
period was used to control

for secular trends.

During the control periods, 20 (8%) of 252

patients completed HIV counselling and testing; during

the intervention period, 27 (23%) of 120 patients
completed HIV counselling and testing (OR, 3.4; 95% CI =
1.8 to 6.3). Of the 47 patients who completed HIV
counselling and testing, none (0%; 95% CI = 0% to 8%)
tested positive for HIV infection. After controlling for race or
ethnicity using a multivariate logistic regression model, the
independent effect of the financial incentive remained
significant (OR, 3.4; 95% CIl = 1.8 t0 6.6).

Secondary outcomes

African American patients had a decreased likelihood of
completing HIV counseling and testing while controlling for
the use of the incentive (OR, 0.2; 95% CI = 0.1 to 0.5).

identified by author
This study was not a
randomised trial, and
although the quasi-
experimental design
with before-and-
after control periods
was used to
approximate
randomization and to
control for secular
trends, it is possible
that a form of referral
bias occurred,
possibly
demonstrated by the
differences in racial
and ethnic
distributions between
the intervention and
control groups. This
potential bias was,
however, addressed
using a multivariate
logistic regression
model.

Additionally, we did
not control for
possible clustering by
physicians in order to
account for their
individual effects

on referral and
adherence rates.

A single fixed-amount
incentive was offered
to each patient upon
completing HIV
counselling and
testing. We
specifically did not
power this study to
evaluate differing
amounts of financial
incentives in order
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Rrban county
teaching hospital in
Los Angeles, USA

Length of follow
up
N/A

Source of funding
Supported in part by
an Individual
National Research
Service Award from
the Agency for
Healthcare
Research and
Quality

(F32 HS11509) and
a research training
grant from SAEM

to evaluate an
amount response.

Full citation
Kavasery, R., Maru,
D. S. R., Cornman-
Homonoff, J., Sylla,
L. N., Smith, D.,
Altice, F. L., Routine
opt-out HIV testing
strategies in a
female jail setting: A
prospective
controlled trial, PloS
one, 4, e7648, 2009
Quality score

+

Study type
Prospective
controlled trial

Aim of the study
To evaluate new
CDC guidelines for
routine opt-out HIV
testing and examine

Inclusion criteria
Demonstration of
competency by:

1. clinician-
confirmed
ability to
demonstrate
knowledge of
the
risks, benefits,
and
consequences
of HIV testing

2. no self-reported
suicidal
ideation
or evidence of
mental
instability.

Exclusion criteria
Those who self-
identified as being
HIV-infected

Number of participants
During the study period, 323
newly incarcerated women were
sequentially assigned to the
following testing groups:
e ‘immediate’ (N =108, the
night of admission),
e ‘early’ (N=108,
the following evening),
‘delayed’ (N =107, 7 days
later).

Participant characteristics
The three study groups did not
differ significantly with respect to
any of the social and
demographic characteristics
assessed.

Mean age 33.6 (SD 9.8)
Ethnicity: 51% white/other, 32%
black, 16% Hispanic

62% high school graduate

Intervention / Comparison

For each testing group, the
inmate was approached with
the following scripted statement:
“As part of your regular

medical care, HIV testing can
now be done using an oral swab
that you swipe across your
gums. You can receive your
results after 20 minutes. Would
you like to be tested at this
time?” If the inmate responded
affirmatively, she was instructed
to self-administer the oral HIV
test by the clinical staff in the
‘immediate’ and ‘early’

test groups as part of routine
clinical activities in order to
simulate how routine opt-out
HIV testing would be performed
if not embedded within a
complicated research study. On
day 7, research

personnel oversaw the verbal

Primary outcomes

192 (59%) of 323 inmates assigned to testing groups
provided verbal consent to be swabbed for HIV testing. 79
(73%) of those offered ‘early’ testing, received an HIV

test, compared to 59 (55%) assigned to the ‘immediate’ and
54 (50%) assigned to the ‘delayed’ testing groups (Figure
2). The early testing group was significantly more likely to
be tested than both the immediate group (OR= 2.3; 95% ClI
=1.3-4.0; p = 0.007) and the delayed group (OR=2.7; 95%
Cl =1.5-4.7; p = 0.0007).

Limitations
identified by author
This study was
restricted to a single,
female

correctional facility,
the findings may not
be generalisable to
all jail settings. Not all
jails provide routine
clinical assessments
the day

following admission,
and others may not
provide any routine
healthcare services
at all. Furthermore,
large, metropolitan
correctional facilities
experiencing many-
fold higher daily
admissions may
face additional
logistical challenges
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

the optimal time to
implement routine
opt-out HIV testing
among newly
incarcerated women

Location and
setting

York Correctional
Institution in Niantic,
Connecticut
(women's prison)

Length of follow

up
N/A

Source of funding
National Institutes
on Drug Abuse (K24
DA017072), the
Infectious Diseases
Society of America
and the Health
Services Resources
Agency Special
Projects of National
Significance (H97
HA 08541).

were not swabbed.

consent and self-administration
procedures using the same
process. All subjects were
instructed that HIV results
require minimal waiting. Anyone
not wanting to know HIV test
results was not swabbed.

in implementing
testing as part

of intake procedures.
Finally, gender
differences may also
result in markedly
different uptake rates
of HIV testing among
male inmates
compared to females.

Full citation
Kavasery, R., Maru,
D.S.R., Sylla, L.
N., Smith, D., Altice,
F. L., A prospective
controlled trial of
routine opt-out HIV
testing in a men's
jail, PloS one, 4,
8056, 2009

Quality score
+

Inclusion criteria
Demonstration of
competency by:

1. clinician-
confirmed
ability to
demonstrate
knowledge of
the
risks, benefits,
and
consequences
of HIV testing

2. no self-reported

Number of participants
298 newly incarcerated men
sequentially assigned to the
following testing groups:
o ‘immediate’ (N = 103,
the night of admission)
o ‘early’ (N= 98, the following
evening)
‘delayed’ (N =97, 7 days
later).

Participant characteristics
e Mean age 35 (SD=11)
e 46% white/other, 35%

Intervention / Comparison

For each testing group, the
inmate was approached with
the following scripted statement:
“As part of your regular

medical care, HIV testing can
now be done using an oral swab
that you swipe across your
gums. You can receive your
results after 20 minutes. Would
you like to be tested at this
time?” If the inmate responded
affirmatively, she was instructed
to self-administer the oral HIV

Primary outcomes

130 (44%) of 298 inmates assigned to testing groups
provided verbal consent to be swabbed for routine opt-out
HIV testing. Among those assigned to early testing, 52
(53%) accepted HIV testing versus 46 (45%) in the
immediate and 32 (33%) for 7 days post-entry groups.
Compared to the delayed testing group, the early (OR =
2.6; 95% Cl =1.5t0 4.7; p =0.001) and immediate (OR
=2.3; 95% CIl = 1.3 t0 4.0; p =0.01) testing groups were
significantly more likely to be swabbed for HIV testing.
The immediate and early testing groups did not differ
with regard to the primary outcome (p =0.67).

Limitations
identified by author
Owing to logistical
difficulties, we could
not undertake a

true randomised trial.
This makes it
possible that
confounders, such
as cohort effects from
particular peer
leaders’ influence on
testing uptake,
biased our results
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Study type
Prospective
controlled trial

Aim of the study
To evaluate the
optimal time to
routinely HIV test
newly incarcerated
jail detainees using
an opt-out strategy.

Location and
setting

New Haven
Community
Correctional Center
(men's prison), New
Haven, Connecticut.

Length of follow

up
N/A

Source of funding
Infectious Diseases
Society of America
and the Health
Services Resources
Agency Special
Projects of National
Significance (H97
HA 08541). Career
development
awards were
provided by the
National Institutes
on Drug Abuse (K24
DA017072, Altice)
and National
Institutes of Health
(GMQ7205, Maru).

suicidal
ideation

or evidence of
mental
instability.

black, 19% Hispanic
e 65% high school graduates

The three study groups did

not differ significantly with
respect to any of the social

and demographic characteristics
assessed.

test by the clinical staff in the
‘immediate’ and ‘early’

test groups as part of routine
clinical activities in order to
simulate how routine opt-out
HIV testing would be performed
if not embedded within a
complicated research study. On
day 7, research

personnel oversaw the verbal
consent and self-administration
procedures using the same
process. All subjects were
instructed that HIV results
require minimal waiting. Anyone
not wanting to know HIV test
results was not swabbed.

(internal validity). Our
large sample

size and final effect
size suggests,
however, that the
differences
detected here were
real. Additionally,
since our trial was
conducted at

only one men’s jail,
its external validity
will itself have to be
assessed by studies
from other sites.

Other comments
Methods are listed as
being identical with
Kavasery 2009a so
much of the detail in
this evidence table is
copied from that
study.

Full citation
Kinsler, Janni J.,

Inclusion criteria
e Accepted HIV

Number of participants
220 'undeserved minority'

Intervention / Comparison
Opt out screening offered by a

Primary outcomes

77% of patients agreed to testing using opt-out screening.

Limitations
identified by author
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Sayles, Jennifer N.,
Cunningham,
William E.,
Mahajan, Anish,
Preference for
physician vs. nurse-
initiated opt-out
screening on HIV
test acceptance,
AIDS care, 25,
1442-5, 2013

Quality score

Study type
Comparative study

Aim of the study
To compare patient
acceptability of
provider-initiated
opt-out HIV
screening with
nurse initiated opt-
out HIV screening

Location and
setting

Publically funded
“safety-net”
outpatient clinics in
Los Angeles County

Length of follow

up
N/A

Source of funding
Gilead Sciences,
Inc. (grant #
20083013),
California HIV/AIDS
Research

Program, Robert

testing using
either nurse or
physician
initiated opt-
out screening

e Completed the
survey

patients between the ages of 18
and 64 from publicly funded
"safety net" outpatient clinics.

Participant characteristics

Gender n(%)

Male 106 (48)

Female 114 (52)
Racel/ethnicity
African-American 82 (37)
Latino 122 (56)

Other 15 (7)

Age

18-34 51 (23)

35-54 130 (59)

55+ 39 (18)

Education

Less than high school 84 (38)
High school 115 (52)

Greater than high school 21 (10)

nurse and opt out screening
offered by a physician.

Those with a higher odds of accepting an HIV test included:

e individuals who accepted the test using the physician
initiated opt-out model compared to those using the
nurse initiated opt-out model (aOR = 2.92; 95% ClI
=1.37-6.22) (p<0.01)

e those with health insurance compared to those without
health insurance (aOR = 6.56; 95% Cl = 2.66—
16.18) (p<0.001)

Those with a lower odds of accepting an HIV test included
individuals who were not born in the U.S. compared with
those who were born in the U.S. (aOR = 0.23; 95% CI =
0.05-0.94) (p<0.05).

These findings are
opposite those of the
other two published
studies we are aware
of that examined
differences in test
acceptance rate

by comparing nurse
initiated screening
with physician
initiated screening. A
potential explanation
for our finding is that
LVN'’s were

hired specifically for
this study while the
physician’s were
permanent staff
members at the
clinics. It is possible
that patients in our
study had an ongoing
relationship with their
provider, trusted their
provider, and thus felt
more comfortable
accepting an HIV test
from their provider;
whereas the LVN’s in
our study were new
staff members and
patients may

not have been
familiar with them,
thus there may have
been some
reluctance in
accepting an HIV test
from them.

All measures were
based on self-
reported data and
may be subject to
reporting and recall
biases. Also, this
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Wood Johnson
Foundation Clinical
Scholars Program,
and the Centers for
Disease Control and
Prevention Expande
d Testing Initiative
Grant (# 07768). Dr.
Cunningham
received grants
from NIDA (RO1
DA030781), NIMH
(R34 MH089719,
NCMHD

study was limited to
an

underserved minority
population in LAC;
thus, while these are
important populations
to study in the

HIV epidemic,
generalisability of our
findings to broader
populations is
uncertain.

Other comments

(P20MD000182) Very sketchy

and NIA methodological detall

(P30AG021684). makes this study
hard to assess.

Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations

Klein, Pamela W., |All patients aged 18 |402,774. Routine, opt-out HIV testing in | Number of HIV tests performed: Pre-intervention, HIV identified by author

Messer, Lynne C., [to 64 years who 128,029 pre-intervention clinical settings, regardless of testing increased by 55 tests per month (95% confidence  [None given

Myers, Evan R., were tested for HIV 274,745 post-intervention patient risk profile or HIV testing |interval [Cl], 41-72), and 34 tests per month (95%Cl, 26-42)

Weber, David J., in North Carolina’s history. The opt-out, routine HIV |post intervention. Increases in HIV testing rates were most |Limitations

Leone, Peter A.,
Miller, William C.,
Impact of a routine,
opt-out HIV testing
program on HIV
testing and case
detection in North
Carolina sexually
transmitted disease
clinics, Sexually
transmitted
diseases, 41, 395-
402, 2014

Quality score

Study type
BA

Aim of the study

102 county-level
STD clinics from
July 1, 2005,
through June 30,
2011.

Exclusion criteria
Non North Carolina
residents and
patients lacking an
HIV test result were
excluded from
analysis.

Participant characteristics
More than half of the tested
patients were female, although
more female patients were
tested in the post intervention
phase (51.8% vs. 54.9%). The
proportion of non-Hispanic black
patients increased from 53.18%
to 58.40%, whereas the
proportion of hon-Hispanic
white, Hispanic, and other
race/ethnicity decreased. No
changes in the age distribution
of patients receiving an HIV test
or in clinic-level characteristics
were observed between the pre-
intervention and post
intervention periods.

testing intervention was
disseminated and sustained
through webinars, lectures,
notices to health departments,
contract addendums, and
statewide conferences attended
by STD clinic and health
department employees.

In the pre-intervention period,
opt-in, risk-based HIV testing
was performed, with a focus on
patients with sexual exposure to
HIV, men who had sex with
men, or no recent history of HIV
testing.

pronounced in women and non-Hispanic whites. A slight
pre-intervention decline in case detection was mitigated by
the intervention (mean difference, 0.01; 95% CI, 0.02 to
0.05). Increases in case detection rates were observed
among women and non-Hispanic blacks.

New HIV Cases: Pre-intervention, 426 new HIV-infected
cases were identified from 128,029 tests (0.33%), whereas
816 new HIV-infected cases were found from 274,745 tests
post intervention (0.30%).

identified by review

team

Not true experimental
design, therefore may
be biased by external
factors.
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

The objective of this
study was to
estimate the impact
of an expanded,
routine HIV testing
program in North
Carolina sexually
transmitted disease
(STD) clinics on HIV
testing and case
detection.

Location and
setting

102 county level
sexual health clinics
in North Carolina,
us

Length of follow

up
N/A

Source of funding
This project was
supported, in part,
by an NRSA
predoctoral training
grant (T32-
AlI070114) from the
National Institute of
Allergy and
Infectious Diseases,
an NRSA
postdoctoral training
grant (T32-
MH19985) from the
National Institute of
Mental Health, and
Centers for Disease
Control and
Prevention PS 12-
1201
(Comprehensive
HIV Prevention
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Exclusion criteria

Programs for Health

Departments).

Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations

Lyons, Michael S.,
Lindsell,
Christopher J.,
Ruffner, Andrew H.,
Wayne, D. Beth,
Hart, Kimberly W.,
Sperling, Matthew
l., Trott, Alexander
T., Fichtenbaum,
Carl J., Randomized
comparison of
universal and
targeted HIV
screening in the
emergency
department, Journal
of acquired immune
deficiency
syndromes (1999),
64, 315-23, 2013

Quality score
+

Study type
cluster RCT

Aim of the study
To investigate
whether targeted
HIV screening,
when fully
implemented and
using maximally
broad risk criteria,
could detect nearly
as many cases as
universal screening
with many fewer
tests.

Aged 18 - 64

Exclusion criteria

e Known HIV
infection

e  Previous
approach for
HIV testing in
the ED that
day.

In the universal screening arm,
1,915/ 4,692 (40.8%, CI95
39.4%-42.2%) consented.
When targeting, 1,813/4,880
(37.2%, CI95 35.8%—-38.5%)
had no apparent testing
indication. The remaining 3,067
were offered testing. There were
1,454/3,067 targeted patients
who consented to testing
(47.4%, CI95 45.6%—-49.2%).
For the patient-based
seroprevalence estimate,
1,934 were eligible for
enrollment, of the 1,034 who
consented, 24 (2.3%) were
already diagnosed with HIV and
37 (3.3%) would have been
duplicate enrollments. There
was insufficient sample to
determine serostatus in 45
(4.6%) who did not have a
subsequent negative test
documented in the medical
record. Two were inadvertently
assigned the same sample
identification number and were
excluded.

For the sample-based
seroprevalence estimate, there
were 1,083 samples collected
for patients aged 18 to 64 years.

Participant characteristics
Screening groups were of
similar demographics and self-
reported prior testing history.
Patients in the targeted arm self-
reported risk behavior with
greater frequency.

Patients randomised to:

Universal Arm: Counsellors
approached every patient not
known to meet exclusion
criteria. They could encourage
participation by discussing the
importance of testing generally,
but did not use individualised
risk information to motivate
testing.

Targeted Arm: Counsellors
reviewed triage notes and
medical records to target
patients, or acted on staff
referral. Patients for whom no
risk was readily apparent were
asked directly if they had 1) ever
injected drugs, exchanged sex
for drugs or money, had sex
with a man (if male), or had sex
with a partner with or at-risk for
HIV, or 2) in the past two years
used cocaine

or methamphetamine, had sex
while using drugs or alcohol,
been diagnosed with a STD, or
had more than one sex partner.
Counsellors could use risk
information to encourage
testing.

In all cases, counsellors
recorded the reasons prompting
the test offer. Inability to
complete the testing offer was
counted as a failed approach,
separate from declined offers.
Counsellors were necessarily
unblinded, though separation of
study arms was enforced

Universal arm - 1,911 patients tested, 6 were newly
diagnosed (0.31%, CI95 0.13%-0.65%).

Targeted - 1,451 tested, 3 were newly diagnosed (0.22%,
CI95 0.06%-0.55%).

In the combined seroprevalence study, 7/1,948 (0.36%,
Cl195 0.16%-0.70%) were found to be HIV antibody positive
and not previously known to be diagnosed (4/926 in the
patient-based component and 3/1,022 in the remnant-
based component).

Secondary outcomes

e More patients consented when approached on a
targeted basis than a universal basis (1,454/3,067
(47.4%) v. 1,915/4,692 (40.8%); p<0.002). However,
the proportion of all ED patients who were approached
and tested was greater for the universal than the
targeted arm (1,911/4,692 (40.7%) v. 1,454/3,067
(29.7%); p<0.002).

e When compared with patients who declined testing in
the universal arm, patients who declined testing in the
targeted arm more often reported their reason as prior
negative testing (59.8% v. 48.9%; p<0.001) and less
often that they were not at risk (23.1% v. 28.8%;
p<0.001).

e Of the 3,369 HIV tests conducted, 142 (4%) were for
patients that had been previously tested in the study
(83 universal; 59 targeted). The median duration of
time between repeat tests was 267 days (range 7—
1,024 days). Overall, 3,107 (96%) were tested once,
103 (3%) were tested twice, and 17 (0.5%) were tested
3 or more times. Sensitivity analysis including only the
first or the last encounter had no effect on results.

identified by author

e Results may not
be generalisable
to centers with
different
epidemiology.

e  Overall results
were necessarily
influenced by our
screening model,
which is only one
of many.

e Targeting criteria
were not used as
an instrument to
systematically
assess risk.
Analysis does
not consider the
relative costs of
the two patient
selection
strategies.

e Prospective
seroprevalence
sampling was
biased by the
consent
requirement.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Location and
setting

This study was
conducted in the
Emergency
Department of a
Midwestern
(Cincinnati), urban,
450-bed, teaching
hospital with 90,000
annual ED patient
encounters.

Length of follow

up
N/A

Source of funding
The counseling and
testing program
described in this
report was
supported by the
Ohio Department of
Health via the
Cincinnati health
Department and
also by Ryan White
funding provided by
the Cincinnati
Health Network.
The research
component was
supported in part by
NIAID K23
Al068453, in part by
an investigator-
initiated research
award from Gilead
Sciences, Inc., and
in part by an
Institutional Clinical
and Translational
Science Award,
NIH/NCRR Grant

through training, oversight, and
color-coding of study forms.
Patients may have been aware
of indications for testing but not
that these varied systematically.
An additional data capture was
used to determine the
background prevalence of HIV
in the hospital population:
Patient-Based
Seroprevalence: Study
personnel consecutively
approached every eligible
patient, to invite anonymous
participation in a “study of
diseases of public health
importance”. Patients received
$10 for a blood sample and $5 a
health history. Remnant-Based
Seroprevalence: Discarded
blood samples were obtained
from the hospital laboratory for
ED patients one week after
receiving care during one of
seventeen 24-hour periods.
Periods were purposively
selected to provide data for one
or two days each month and all
days of the week.
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria

Number

5UL1RR026314-03.

Full citation Inclusion criteria  |Number of participants Intervention / Comparison Primary outcomes Limitations

Metsch, Lisa R.,
Feaster, Daniel J.,
Gooden, Lauren,
Matheson, Tim,
Mandler, Raul N.,
Haynes, Louise,
Tross, Susan, Kyle,
Tiffany, Gallup,
Dianne, Kosinski,
Andrzej S.,
Douaihy, Antoine,
Schackman, Bruce
R., Das, Moupali,
Lindblad, Robert,
Erickson, Sarah,
Korthuis, P. Todd,
Martino, Steve,
Sorensen, James
L., Szapocznik,
Jose, Walensky,
Rochelle, Branson,
Bernard, Colfax,
Grant N.,
Implementing rapid
HIV testing with or
without risk-
reduction
counseling in drug
treatment centers:
results of a
randomized trial,
American journal of
public health, 102,
1160-7, 2012

Quality score
++

Study type
RCT

Participants needed
to be:
e self-reported
HIV-
negative (or
status
unknown)
e aged 18 years
or older
e seeking or
receiving
drug treatment
services at the
site
e had
not received
results of an
HIV test done
within the past
12 months.
Potential
participants had
to communicate in
English, provide
contact
information, and
sign a medical
records release.

Study staff had 4417 screening
contacts with potential
participants in the course

of recruitment. Of the 2473
people screened, 1281 were
randomised and 1192 (48.2%)
were excluded. Of those
excluded, 1160 (46.9%) were
ineligible and 32 (1.3%) eligible
people were not randomised.
All participants received

the intervention to which they
were randomised with the
exception of 6 participants
randomised to counseling, who
received no

intervention. Ten participants
were lost to follow-up at 1
month (99.2% retention rate)
and an additional 71

were lost to follow-up at 6
months (93.7% retention rate).
The distribution of lost-to-follow-
up and missing data did not
differ by arm.

Participant characteristics
Demographic characteristics
and baseline values of the
outcome and control

variables were comparable
across the 3 randomised arms.

Female 504 (39.3%)

Age range

e 18-29 309 (24.1%)
e 30-39 313 (24.4%)
o 40-49 414 (32.3%)
e 50-59 212 (16.5%)

Participants were randomised

to:

e  Referral for off-site HIV
testing (‘'normal care')

e  Brief, participant-tailored
risk reduction counselling
with the offer of an onsite
rapid HIV test

e Information
only (description of the
testing procedure) with
the offer of an on-site rapid
HIV test

HIV Testing
There was a significant difference in testing and receipt of
results across the 3 treatment groups (P = .003);

e 18.4% off-site

e 79.7% on-site with risk-reduction counselling

e 84.8% on-site with information only

There was not a significant site-by-treatment

interaction across the 3 treatment groups (P =0.19).
Participants randomised to on-site rapid testing were
significantly more likely to complete and receive the results
of an HIV test compared with participants randomised to
the off-site referral arm (P <0.001; aRR = 4.52; 97.5% ClI
3.57 to 5.72). Although fewer people in the risk

reduction counselling arm than the information arm
received HIV testing, the difference was not statistically
significant to the a priori level of P £0.025 (79.7% vs 84.8%;
P =0.043).

Three participants received reactive HIV test results, 2 in
the on-site test with risk-reduction counselling arm and 1 in
the on-site test with information-only arm. These reactive
tests were confirmed by Western blot.

identified by author

¢ Results may not be
generalisable to
other populations
or other
settings, including
those with higher
HIV
prevalence such as
STI clinics.

e Itis possible that
the baseline survey
increased
participants’
awareness of their
risk behaviours, so
the
reported reductions
in risk behaviours
may not
generalise to
participants who
are not assessed.
However, such an
effect would
operate in each
intervention arm.

e The study did not
assess the use of
non-condom-based
strategies to
reduce risk (such
as monogamy or
serosorting).

e The
participating comm
unity drug
treatment sites
are members of a
specific network
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Aim of the study
To examine the
effectiveness of risk
reduction
counseling and the
role of on-site HIV
testing in drug
treatment.

Location and
setting

12 community
treatment
programs for drug
or alcohol abuse in:
Tucson, Arizona;
Plainville and
Danbury,
Connecticut; Baltim
ore, Maryland; Cape
Girardeau,
Missouri; Salisbury,
North Caroling;
Santa Fe, New
Mexico; Portland,
Oregon,;

Pittsburgh, Pennsyl
vania; Columbia
and West
Columbia, South
Carolina; and
Chesterfield,
Virginia.
Participating
programs included
outpatient psychoso
cial, intensive
outpatient,
outpatient narcotic
replacement, and
residential
programs.

Length of follow

> 60 33 (2.6%)

Racel/ethnicity

White 759 (59.3%)
Black 285 (22.2%)
Hispanic 147 (11.5%)
Other 90 (7.0%)

with research
experience; they
are not necessarily
representative

of all community
drug treatment
providers.
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Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

up
6 months

Source of funding
Funding for this
study and analysis
was provided by
the National Drug
Abuse Treatment
Clinical Trials
Network under the
following
cooperative
agreements,
awards,

and contracts:
U10DA013720,
U10DA13720-

09S, U10DA020036
, UL0ODA15815,
U10DA13034, U10
DA013038,
U10DA013732,
U10DA13036, U10
DA13727,
U10DA015833,
HHSN27120052208
1C, and
HHSN27120052207
1C.

Full citation
Myers, Janet J.,
Modica, Cheryl,
Dufour, Mi-Suk
Kang, Bernstein,
Caryn, McNamara,
Kathleen, Routine
rapid HIV screening
in six community
health centers
serving populations
at risk, Journal of
general internal
medicine, 24, 1269-

Inclusion criteria
Aged 13 - 64

Exclusion criteria
None reported

Number of participants
Total number of patients
seen=58619

Total number patients offered
HIV testing=16,148

Participant characteristics
Among men and women,
patients offered testing aged 54
and younger—and especially
those aged 18 to 34—

were significantly more likely to
test compared to those aged
55 and over. Among both men

Intervention / Comparison

An HIV testing algorithm was
developed by the NACHC
trainer after consulting with
participating health centers and
was included in the overall
written protocol used in each
clinic. Trained clinical staff
members drew blood samples
using a finger stick method.
Clinical staff reported negative
results to patients as HIV-
uninfected; positive results were
reported as preliminary positive

Primary outcomes

Limitations
identified by author
Only able to obtain
aggregate data for
the reference
populations, which
may have precluded
the discovery

of additional variables
influencing the
offering of tests.
Because of time and
staff resource
constraints, there
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
74, 2009 and women, patients who were |and staff gave patients written 1 March 2007 to 31 is not
not white — and particularly information about the nature of March 2008 reliable information
Quality score Latinos - were more likely to the result. At that time, patients about why patients
- receive testing when it was were offered confirmatory | ”TOta' N (%) | did not test nor
offered. Regardless of the testing, which was done with a Unduplicated patients aged 13-64 seen 8610 any underst_an_dlng of
Study type health centre V\{here they were  [western blpt. If thg western blot ||[at health centres why the variation
BA seen, age and insurance status, |was negative, clinic staff asked _ across health centres
compared to white men, Latino |patients to return after three |Documemed offer of HIV testing ||16148 (28) | was so great. It may
Aim of the study men were more thap twice as months for a repeat western Received HIV testing (% of those be that factlolrs rglgted
To measure the likely to receive testing when it | blot. offered) 10769 (67) to the specific clinic
impact of was offered (OR=2.72; 95% — — = > or community
application of the Cl=2.27, 3.25; p<0.0001). Preliminary positive rapid test result (% 134 56 influenced rates of
T . ) . of tests) .
guidelines for Latinas were over twice as likely _ _ offering and
routine screening in to receive testing as their white Confirmed as newly diagnosed HIV- 17 (0.16) accepting tests.
health counterparts (OR=2.18; 95% infected (% of tests)

centers serving
communities
disproportionately
affected by HIV in
the southeastern
us.

Location and
setting
Community health
centres in North
Carolina, South
Carolina

and Mississippi.

Length of follow
up

Study data was
collected between 1
March 2007 to 31
March 2008

Source of funding
Centers for Disease
Control and
Prevention (CDC)
gave financial
support for the
NACHC testing
initiative. Health

Cl=1.92, 2.47; p<0.0001). With
regard to health insurance,
after controlling for
demographics and health
centre, only privately insured
men were slightly less likely to
receive testing compared to
uninsured men (OR=0.82; 95%
Cl=0.70, 0.97; p<0.0001).

Number and Percentage of Persons Tested for Human

Immunodeficiency Virus (HIV) in Community Health
Centres — March 1, 2007 to March 31, 2008

Frequency of HIV tests performed
Compared to the year prior to the study, when 3,078 tests
were performed (approximately 3% of patients), there was

an almost three-fold increase in the number of tests

performed.

Identification of New HIV Cases and Linkage to Care.
Health centres reported that 14 of the 17 confirmed cases

were offered referral to HIV specialty care with 12
accepting that referral. Five (29% of preliminary positive

results) were determined to be false positives with either

two western blot tests or RNA testing. Eleven additional

patients received only one confirmatory western blot test

and all tested negative. One individual did not receive

confirmatory testing.

Limitations
identified by review
team

In the absence of
details about the
testing protocol, it is
not possible to
assess how robustly
the protocol was
implemented and
therefore why testing
was offered to the
people it was offered
to. In addition, it was
unclear from the
paper what time
period was used for
comparison.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Providers

Direct made
available the test
kits free of charge.
Gilead Sciences,
Inc. helped support
evaluation-related
expenses.

Full citation

Pillay, Timesh D.,
Mullineux, Judith,
Smith, Colette J.,
Matthews, Philippa,
Unlocking the
potential:
longitudinal audit
finds multifaceted
education for
general practice
increases HIV
testing and
diagnosis, Sexually
transmitted
infections, 89, 191-
6, 2013

Quality score

Study type
Longitudinal

Aim of the study
To evaluate the
impact of a
multifaceted
educational
intervention (Sexual
Health in Practice,
SHIP) on general
practice HIV testing
rates in a high
prevalence London
area.

Inclusion criteria
GPs and Practice
Nurses working in
Haringey PCT

Number of participants
Total GPs=52
Total nurses=28

Participant characteristics
N/A

Intervention / Comparison
Training for GPs consisted of
two afternoon sessions, the first
addressing clinical and
communication skills relevant to
sexual health, and the second
focusing on HIV. Practice
Nurses attended three afternoon
sessions so that sexual health
promotion skills could also be
taught. Training attendance data
was collected from sign-

in sheets at the training
sessions, and time of departure
of early leavers noted. For the
sake of comparison, practices
were defined as either
‘untrained’ practices (those
practices with no clinical staff to
complete all relevant sessions,
even if some had attended one
session) or ‘trained’ (any
practice with at least one health
professional who had attended
all relevant sessions).

Monthly, numbers of HIV tests
by practice were requested

from laboratory managers for 24
months retrospectively, then
prospectively through 19 months
of training, and 5 months post-
training, totalling 48 months of
data. Equivocal results

were deleted on the assumption
they were repeated.
Laboratories were asked to

Primary outcomes

Results of the linear regression model suggest that,

during the 24-month pretraining period, the number of HIV
tests performed in Haringey was slowly increasing at a non-
significant rate, with an extra 0.1 tests performed per month
(95% CI -0.3, +0.6; p=0.59). When considering the time
period after the introduction of SHIP, the number of tests
performed increased at an estimated extra 3.5 tests per
month (95% CI +2.7, +4.4; p<0.0001). A formal test for
interaction considering the entire follow-up period
demonstrated that the introduction of SHIP was associated
with a significant increase in the number of HIV tests
performed in Haringey PCT (p=0.0004). The SHIP
intervention produced a substantial effect. With the training
of 27% of doctors and 22% of nurses in Haringey,

SHIP was associated with an increase in HIV testing rates
(p=0.0004) and a high rate of positives (16.7/1000).

Limitations
identified by author
The effect of

the training
intervention was
assessed by
longitudinal clinical
audit rather than a
randomised control
trial (RCT). However,
this was the best
method available
within the timescales
and funding of this
commissioned
intervention.

The ‘first-come-first-
served’ system of
enrolment for SHIP
training attracted staff
from practices with a
slightly higher
baseline testing rate,
meaning untrained
practices were not
necessarily compara
ble and could not,
therefore, act as a
control group.

93




Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Location and
setting
Haringey, NE
London

Length of follow
up

Numbers of GP HIV
tests for 24 months
prior, 19 months
during and 5
months after
training.

Source of funding
SHIP training in
Haringey was
funded by Haringey
PCT. SHIP
Birmingham funded
data collection for
this evaluation and
funded training of
the Haringey peer-
educators

identify repeat positives (ie, with
identical patient ID) which were
removed.

Full citation

Read, T. R.,
Hocking, J. S.,
Bradshaw, C. S.,
Morrow, A., Grulich,
A. E., Fairley, C. K.,
Chen, M. Y.,
Provision of rapid
HIV tests within a
health service and
frequency of HIV
testing among men
who have sex with
men: randomised
controlled trial, BMJ
(Clinical research
ed.), 347, {5086,
2013

Inclusion criteria
Men aged

218 attending for
clinical care who
reported having sex
with a man within
the previous year
and who had had a
negative HIV

test result within the
previous two years.
To increase the
likelihood that men
would retest within
the study period,
only men who had
been tested for HIV
within the previous
two years were

Number of participants

445 men were referred, 400
were eligible (26 declined, 19
were ineligible). 200 were
randomised to rapid testing and
200 to control.

Participant characteristics
Rapid HIV test
(n=200)/Conventional HIV test
(n=200)

Age (years): 30/29

Time since last HIV test
(months): 6/6

No (%) university educated: 114
(57)/99 (50)

No of male sex partners in
previous year: 10/8

Intervention / Comparison
Men were randomised to either:

1. Ongoing access at the
health service to rapid tests
for HIV (intervention arm) -
men were tested
at enrolment with whole
blood obtained from
finger pricks. These men
were informed that they
could attend the clinic at
any time over the
subsequent 18 months to
be tested for HIV with a
rapid test. Men received
their result 20 minutes after
the finger prick.

2. Conventional HIV testing

Primary outcomes

Unconfirmed reactive tests, representing false positive
results, were more common with rapid tests than with
conventional serology (9/596, 1.5% (95% confidence
interval 0.6% to 2.8%) v 1/534, 0.2% (0% to 1.0%);
P=0.02). Of 417 tests performed in the study clinic after
enrolment in the rapid test arm, 396 (95%) were rapid tests
and 21 (5%) were conventional tests.

At the baseline visit, men in the intervention arm were
asked about their preference for HIV testing after they had
experienced the finger prick test. Most men (167/190, 88%,
95% confidence interval 82% to 92%) said they preferred
rapid tests over conventional HIV testing.

Secondary outcomes

The final study questionnaire was completed by 270/390
(69%) of the men who remained HIV negative throughout
the study: 142/195 (73%) in the rapid test arm and 128/195
(66%) in the conventional serology arm (P=0.10).

Limitations
identified by author
Several aspects of
this study need to be
considered in

the interpretation of
the results and their
relevance to other
settings. Firstly, rapid
tests had to be
performed in the
clinic after a clinical
consultation, which
kept participants in
the clinic longer than
would have been
necessary for rapid
testing alone.

The time required for
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Quality score
++

Study type
RCT

Aim of the study
To determine if the
provision of rapid
HIV testing to men
who have sex with
men attending a
health service would
increase

their frequency of
HIV testing over
time.

Location and
setting

Public sexual health
service in Australia
(Melbourne Sexual
Health Centre)

Length of follow

up
18 months

Source of funding
The study was
funded by National
Health and

Medical Research
Council of Australia
program grant No
568971.

recruited.

Exclusion criteria
Men seeking post-
exposure
prophylaxis for HIV
were excluded from
the study as were
those planning to
live outside

Victoria for more
than six months.

No of male anal sex partners in
previous year: 5/5

No (%) reporting any
unprotected anal sex with

casual partners in previous year:

89 (46)/80 (42)

(control) - men randomised
to the control arm were
offered the clinic’s standard
HIV test (venepuncture
with serum forwarded to
the Laboratory for testing by
third generation enzyme
immunoassay). Men were
required to return to the
clinic one week after the
test so they could be given
the HIV result in person.

Men in both arms of the study
were sent text messages at
months three, nine, and 15 of
the study recommending regular
HIV testing and offering either
an “HIV test” or a “rapid HIV
test” at the study clinic,
according to their allocated arm.
Men in both arms received email
messages at months six,

12, and 18 containing a link to
an online study questionnaire.

A $A20 (£12, €14, $18) voucher
was offered to participants

who completed all
guestionnaires.

Compared with men randomised to rapid tests, men with
access only to conventional serology were more likely

to feel that the wait for the test result was too long (75/128
(59%) v 13/142 (9%), P<0.001), to report anxiety because
of the wait (81/128 (63%) v 63/142 (44%), P=0.002), and to
report delaying their next test because of anxiety over the
wait (30/127 (24%) v 19/142 (13%), P=0.03). More men
randomised to rapid tests reported that obtaining their HIV
test result was convenient (105/141 (74%) v 52/128 (41%),
P<0.001).

this process could
have deterred more
frequent testing in the
rapid test arm.
Secondly, the

study enrolled men
who had been tested
for HIV within the
past two years and
were therefore
predisposed to
testing. Rapid testing
might have a greater
effect on the testing
frequency of men
who have never had
HIV tests or who test
less frequently than
the men in this study.
Furthermore, men
undergoing
conventional HIV
testing were required
to return to the clinic
for their results. This
could have
discouraged more
frequent testing in the
conventional

HIV testing arm and
increased the
apparent effect of the
intervention. The
intervention might
have had less effect
in a health

service that did not
require a return visit
for test results.
Finally, the

study was powered to
detect a six week
reduction in the
mean interval
between HIV tests,

95




Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

which the

authors determined
would probably only
deliver a marginal
public health benefit
for men who have
sex with men in

Australia.
Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations
Roy,Anjana, All TB clinics (n=31) |A total of 1,315 participants, 963 | The trial was designed to Overall, at baseline, group A test acceptance was 84% identified by author
Anaraki,Sudy, in London were patients from 18 group A clinics |evaluate a complex intervention. [ (183 out of 217 patients), offer 76% (235 out of 308 e Allocation of the
Hardelid,Pia, invited to and 352 patients in six group B | Two types of centres were patients) and coverage 72% (221 out of 308 patients). intervention at a

Catchpole,Mike,
Rodrigues,Laura C.,
Lipman,Marc,
Perkins,Samantha,
Roche,Anita,
Stagg,Helen R.,
Figueroa,Jose,
Abubakar,lbrahim,
Universal HIV
testing in London
tuberculosis clinics:
a cluster
randomised
controlled trial, The
European
respiratory
journalEur Respir J,
41, 627-634, 2013

Quality score
++

Study type
Cluster RCT

Aim of the study
To assess whether
implementation of a
combination of
interventions in
London tuberculosis
clinics raised the

participate in the
study. Four clinics
declined. The
intervention was
introduced in 27

TB clinics; two
clinics subsequently
merged and two
dropped

out. Therefore the
trial was completed
in 24 centres
Eligible participants
included all patients
seen and diagnosed
with TB in
participating centres
between September
2009 and March
2010 who were not
already known to be
HIV infected.
Participants seen at
each clinic prior to
the intervention
served as the
control group; once
the interventions
were implemented,
participants were
considered to be the
intervention group.

clinics, were included in this
study.

Participant characteristics
The two groups were similar in
terms of age, sex and country of
birth.

eligible for participation: group

A consisted of clinics using a

selective HIV testing policy, and

group B comprised clinics
where universal testing had
already been initiated.

The intervention consisted of

three elements for group A:

1. achange in HIV testing
from a risk-based selective
approach to a universal
offer of testing without
detailed pre-test
discussion (opt-out);

2. training of TB clinic staff;
and

3. the provision of tailor
made information material
for patients and healthcare
workers in English, Farsi,
French, Polish, Gujarati,
Hindi, Punjabi,

Somali, Tamil, Turkish and
Urdu. The languages for
translation were chosen
based on a survey of

the ethnic background of
patients attending the
participating clinics.

Group B implemented the latter
two measures only.

Following the intervention these increased to 86% (462 out
of 534 patients), 87% (568 out of 655 patients) and 81%
(534 out of 655 patients), respectively. Group B acceptance
was 81% (91 out of 112 patients), offer 89% (125 out of
141 patients) and coverage 76% (107 out of 141 patients).
Following the intervention these increased to 87% (172 out
of 197 patients), 96% (202 out of 211 patients) and 85%
(180 out of 211 patients) respectively.

Secondary outcomes

Acceptance of testing

Group A

Age group and country of birth were significantly
associated with acceptance of HIV tests (Chi-squared test
p,0.001 and p=0.03, respectively). Acceptance of HIV tests
was 73% in those aged >=65 yrs and 100% in patients
aged <16 yrs. Non-UK-born patients had a higher
acceptance rate compared to those born in the UK.
Receiving the intervention did not appear to be significantly
associated with a higher acceptance of HIV tests in the
multivariable analysis (adjusted OR 1.53, 95% CI 0.84—
2.81; Chi-squared test p=0.76).

Group B

No covariates were significantly associated with the
outcome. There was no increase in the acceptance of HIV
tests with the intervention (adjusted OR 1.40, 95% CI 0.67—
2.91; Chi-squared test p=0.4).

Offer of testing
Group A Age group was the only covariate that was

cluster level
potentially provided
a chance of
contamination
between centres.
The effect is likely
to be small due to
minimal movement
of patients
between centres.

e high baseline level
of offer and
acceptance of
testing limits the
power of the study
to detect the effect
of the intervention.

e not able to mask
allocation to staff
members or
patients due to the
nature of the
intervention.

e changesin
centres, patient
population group
and staff numbers
over time may also
affect the results of
this study.
Characteristics of
the clinics
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

levels of HIV test
offers, acceptance
and coverage.

Location and
setting

TB clinics in London
UK.

Length of follow
up
N/A

Source of funding

Exclusion criteria
Individuals
subsequently found
not to have TB,
patients diagnosed
with TB at post
mortem, those
admitted to hospital
at the time of the
study (study
included TB clinics
only) and

those managed by

Identical information materials
were used in all centres.
Participants seen at each clinic
prior to the intervention served
as the control group.

significantly associated (Chi-squared test p<0.001) with an
offer of a test. 53% of patients aged <16 yrs were offered
the test, compared with 81% of those aged >= 65rs.

The intervention significantly increased the number of tests
offered (OR 1.67, 95% CI 1.07-2.60; Chi-squared test
p=0.002).

Group B After univariate analysis, three variables were
considered significantly associated with offer of HIV test;
these were age group (Chi-squared test p<0.001), patient
load (Chi-squared test p<0.008) and whether a joint TB—
HIV clinic was held (Chi squared test p=0.01). The two
clinic-level variables were co-linear. Due to the small
number of units (n=6), the adjusted odds ratio was

assessed over the
study period
suggest that these
were relatively
stable.

e the study
investigated
whether coverage
of HIV testing
could be
increased; it did
not determine
whether that had
an impact on HIV

UK Health non-TB units were estimated with only age and intervention effects as diagnosis.

Protection Agency. |excluded from the covariates and cluster as a fixed effect. In this group there

2 authors study was evidence of an association between the intervention

were funded by the and the offer of an HIV test (OR 3.76, 95% CI 1.31-12.25;

UK National Chi squared test p=0.02)

Institute for Health Coverage of testing

Research. Group A Younger (<16 yrs) and older (>=65 yrs) age
groups, when compared with young adults (25-34 yrs), and
UK-born individuals (compared to non-UK-born), were less
likely to be tested. The adjusted odds ratio for testing was
1.83 (95% CI 1.3-2.71; Wald test p=0.004). In the fully
adjusted model younger patients (aged <16 yrs) and older
patients (aged >=65 yrs) were significantly less likely to be
tested compared to those aged 25-34 yrs, while the
association with being born in the UK was no longer
significant.
Group B For consistency, the model included age group
and country of birth as linear predictors. This gave an odds
ratio for coverage in the intervention compared to the
control group of 1.84 (95% CI 1.03-3.29; Wald test
p=0.04).

Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations

Schnall, R., Liu, N.,
Sperling, J., Green,
R., Clark, S.,
Vawdrey, D., An
electronic alert for
HIV screening in the
emergency
department

N/A

Exclusion criteria
Being admitted to
hospital from the
ED.

N=79,786

Participant characteristics
Male: 43.2%

Mean age: 39.1 years (S.D. =
12.7)

All three sites deployed an
electronic “HIV Testing” order
set and an electronic alert to
ensure that an HIV test was
offered to every patient
discharged from the ED. Two
study periods:

1. pre-intervention, HIV Testing

Overall HIV testing rate

Pre-intervention period: 29,993 visits. Clinicians completed
the HIV Testing order set for 32.2% of patients.

Six-month post-intervention period: 49,793 patient visits
were analysed. 100% of patients were offered the test
because clinicians had no choice but to complete the order
set if they wanted to proceed with discharging the patient.

identified by author

e Factors such as
staffing level or
provider type
information were
not available for
the analysis and
this may have an
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

increases screening
but not the
diagnosis of HIV,
Applied clinical
informatics, 5, 299-
312, 2014

Quality score

Study type
BA

Aim of the study
To assess the
impact of the
electronic alert on
HIV testing rates
and diagnosis of
HIV positive
individuals.

Location and
setting

Three Emergency
Departments in
NYC, US

Length of follow

up
N/A

Source of funding
National Center for
Advancing
Translational
Sciences, National
Institutes of Health,
through Grant
Number KL2
TR000081, formerly
the National Center
for

Research Resource
s, Grant Number

order set available without an
electronic alert; and

2. post-intervention, HIV Testing
order set available and
electronic alert enabled.

During the pre-intervention
period, clinicians could access
the HIV Testing order set, but
there was no electronic alert.
The HIV Testing order set
included three options:

1. order a rapid HIV test,

2. document that HIV testing
was offered but declined by the
patient, and

3. document that HIV testing
was not offered (a reason was
required if option 3 was selected
— for example, “Patient is known
HIV-positive”).

The time period when the HIV
Testing order set was live, but
no alert occurred, was defined
as the pre-intervention period.
During the post-intervention
period, the electronic alert was
implemented to enforce the

HIV testing policy. An electronic
alert was added to ensure that
providers offered HIV testing to
patients and completed the HIV
Testing order set. The alert
prevented the clinician

from continuing with the
discharge order until the HIV
Testing order set was
completed.

Across all three sites, patients in the post-intervention
group were tested for HIV at a significantly higher rate than
patients in the pre-intervention group (OR = 1.66; 95% ClI,
1.57-1.77; p<0.001).

Detection of HIV-positive patients

There were a total of 30 patients who tested positive for
HIV during the entire study period, 9 patients in the pre-
intervention group and 21 patients in the post-

intervention group. Of the 30 patients who tested positive,
20 were male.

The percentage of patients-testing-positive per total-
patients-tested was lower in the post-intervention group
than the pre-intervention group (0.48% vs. 0.55%) p = 0.89.
The number of patients testing- positive per total-patient-
visits was higher in the post-intervention group (0.04% than
the pre-intervention group (0.03%), p = 0.50. The
percentages are very similar in the pre-intervention and
post-intervention groups and the differences are not
significant.

Secondary outcomes

Clinicians were more likely to order an HIV test during the
post-intervention period compared to the pre-intervention
period (OR = 1.41; 95% CI, 1.33-1.49; p<0.001). Patients
at site 1 (OR = 1.18; 95% ClI, 1.09-1.28; p<0.001) and site
2 (OR =1.92; 95% Cl, 1.79-2.05; p<0.001) were more
likely to agree to be tested for HIV than patients at site 3.
ESI (a measure of the severiuty of the presenting condition)
was a significant covariate in the analysis (p<0.001), and
lower-severity patients were more likely to be tested for
HIV. Younger age had a small effect on testing rates (OR =
0.98; 95% CI, 0.97-0.98; p<0.001). Patients who had other
blood work during their ED visit were more likely to be
tested for HIV (OR = 1.45; 95% CI, 1.36—1.54; p<0.001).
Patient sex was not a significant covariate in this model.
Among patients who were tested for HIV, there was no
significant difference in detection of HIV positive patients
between the pre- and post-intervention periods (p = 0.549).
Site (p = 0.183), age (p = 0.716), ESI (p = 0.666) and other
blood work (p = 0.202) were not significant covariates in
this analysis. Sex was a significant covariate; of the
patients who were tested, males were more likely to

be HIV-positive than females (OR = 2.63; 95% ClI, 1.22—
5.68; p = 0.014).

effect on testing
rates.

e The number of
patient visits
differed
considerably
between sites.

e The geographic
setting limits the
generalisability of
the findings —
the study was
conducted in three
busy urban EDs
which may vary
greatly from rural
and less-
congested
environments.

e The unit of analysis
was the patient
visit and so there
may be patients
in the sample that
had repeat visits to
the same ED.
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria

KL2 RR024157.

Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations

Seewald, Randy,
Bruce, R. Douglas,
Elam, Rashiah, Tio,
Ruy, Lorenz, Sara,
Friedmann, Patricia,
Rabin, David,
Garger, Yana B.,
Bonilla, Valentin,
Jr., Perlman, David
C., Effectiveness
and feasibility study
of routine HIV rapid
testing in an urban
methadone
maintenance
treatment program,
The American
journal of drug and
alcohol abuse, 39,
247-51, 2013

Quality score

Study type
Comparative
retrospective study

Aim of the study
This study
examined the
feasibility and
effectiveness of
routine HIV rapid
testing implemented
in a large
Methadone
Maintenance
Treatment Program.

Location and
setting

N/A

Exclusion criteria
N/A

In the 12 months of targeted
HIV rapid testing, 1559 rapid
HIV tests were

performed. Of these, 438 (28%)
were duplicates

In the 12 months after routine
HIV rapid testing was
implemented, 2810 HIV tests
were administered with only 110
(4%) duplicates.

Participant characteristics
Not reported

In the 12-month targeted testing
period, HIV rapid testing was
done by referral to certified HIV
counsellors, either when a
patient was identified as at risk
or by patient request.

An appointment was scheduled
on-site with the HIV counsellor,
who obtained a signed
informed consent. The
counsellor performed the HIV
rapid test with pre- and post-test
HIV counselling and provided a
$4 transportation card as an
incentive.

In the 12-month routine testing
period, HIV rapid testing was
offered by a medical

provider (physician or physician
assistant) on admission to the
programme, at the mandatory
annual physical, and if high-risk
behaviour was identified in
patients of unknown-HIV status
or who had previously tested
HIV-negative. Patients were
able to continue to request HIV
testing at their own discretion.
HIV counselling was not
required, though literature was
provided and patient questions
were answered. Incentives for
HIV testing were not provided
during the routine testing period.

In the 12 months of targeted HIV rapid testing, 1559 rapid
HIV tests were performed. Of these, 438 (28%) were
duplicates (i.e. the same individuals were identified and
tested two or more times in the same year). The remaining
1121 patients represented 14% of the total 7875 patients
on methadone during this 12-month period. Three of the
1121 (0.27%; 95% CI: 0.13, 0.52) were newly diagnosed
with HIV. Although all HIV-positive patients received their
rapid test results, only one patient received his confirmatory
blood test, and none adhered to their first HIV medical
appointment.

In the 12 months after routine HIV rapid testing was
implemented, 2810 HIV tests were administered with only
110 (4%) duplicates. The 2700 patients tested represent
34% of the 7870 distinct MMTP patients in the 12 months
during routine HIV testing. Eight of the patients (0.29%)
were newly identified as HIV-positive. All eight newly HIV-
diagnosed patients received their confirmatory blood test
result and five adhered to their first HIV medical
appointment.

Significantly more patients were tested for HIV after
implementation of routine rapid testing compared with the
targeted testing (p < 0.0001, OR: 3.2: 95% CI: 2.9-3.4).
This increase occurred despite the removal of incentives
(specifically, transportation vouchers), but was linked to
fewer duplicate tests. Increased uptake of the HIV rapid
test among MMTP patients in all age groups, all races/
ethnicities and both genders occurred.

identified by author
As a retrospective,
non-randomised
study, it is difficult to
ascertain some of the
factors that affected
the uptake of HIV
testing during

the time period under
investigation. For
example, only one-
third of the patients
were tested, and it is
unclear whether
some patients
refused because they
did not perceive
themselves to be

at risk, whether some
were tested
elsewhere, whether
others simply did not
want the methadone
program to be
involved in testing
them or whether
providers did not offer
testing for various
reasons. Second, the
actual denominator of
individuals offered
testing during

the period in question
is unknown. Third,
because the study
compares one time
period of testing to
another time period, it
is clearly possible
that other temporal
factors that are

not accounted for in

99




Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Methadone
treatment
programme - New
York City, US

Length of follow

up
N/A

Source of funding
Beth Israel Medical
Center (BIMC), the
New York State
Office of Alcohol
and Substance
Abuse Services
(OASAS), the New
York State
Department of
Health/AIDS
Institute and the
New York City
Department of
Health and Mental
Hygiene.

the analysis could
have influenced the
uptake of HIV testing
among patients and
providers. this
sample focuses on
an urban methadone
population in NYC
and may not be
generalisable to other
methadone

or addiction treatment
settings.

Full citation

Smith, H., Parry, J.
V., Singleton, G.,
Dean, G., Fisher,
M., Richardson, D.,
Perry, N., Phillips,
A., Ison, C.,
Alexander, S.,
Parry, J., Bloom, G.,
Llewellyn, C.,
Wayal, S., Home
sampling for
sexually transmitted
infections and HIV
in men who have
sex with men: A
prospective
observational study,
PloS one, 10, 2015

Inclusion criteria
Eligible individuals
were HIV negative
(by self-report)
MSM attending in
person or contacting
the GUM clinic via
telephone
requesting an STI
screen (group 1),
MSM with HIV
infection attending
the HIV outpatient
clinic for

routine outpatient
follow-up (group 2),
and MSM attending
a rapid HIV testing
service provided

Number of participants

A total of 574 eligible MSM were
offered a HSK in the study
period, of whom 433 (75%)
accepted.

Participant characteristics
The median age of

participants was 42 years (IQR:
34-48), 87% were white British.
The majority of men self-
identified as gay (98%), were
educated beyond secondary
school (87%) and 66% were
employed. The majority had
been sexually active in the last 3
months (94%). Approximately
14% of men in group 1 and 27%
of men in group 2 reported

Intervention / Comparison
MSM attending in person or
contacting the GUM clinic via
telephone requesting an STI
screen (group 1), MSM with HIV
infection attending the HIV
outpatient clinic for

routine outpatient follow-up
(group 2) were offered a home
sampling kit to obtain self
collected specimens for STI and
HIV (Group 1) and for STI
(group 2) as an alternative to
testing in the GU clinic. MSM
attending a rapid HIV testing
service provided by the GUM
clinic in a community-based
organisation and (group 3) were
offered a home sampling kit for

Primary outcomes

There was a greater acceptance of HSK (62.5% (95% CI:
53.5-70.9)) compared to conventional GUM clinic-based
testing (37.5% (95% ClI: 29.1-46.5)) among men in group
1 (p = 0.0004). The uptake of HIV testing amongst these
HSK users was 81% (n = 50/62) with the median interval
since last HIV test being 9 months (range: 1-186). There
were no new HIV diagnoses among MSM in group 1
(compared to one new diagnosis among men who opted
for conventional GUM clinic-based testing).

Secondary outcomes

The overall STI testing rate in the MSM HIV outpatient
clinic cohort increased from 13% (139/1086) in the same
calendar period in the previous year to 19% (220/1164; 131
from HSK returners) during the study period (x2 12.3;
p<0.001). The STI testing rates in the MSM

cohort attending the community based organisation was
unchanged between the two study periods, 17% (21 of 126)

Limitations
identified by author
Failure to reach the
initial planned
sample size in the
HIV clinic and
community based
organisation as the
HSK return rate in
these settings was
lower than originally
anticipated.

This was a
prospective
observational study
and not a randomised
controlled study
(randomising
potential GUM clinic
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Quality score

Study type
Prospective
observational

Aim of the study
To determine
uptake of home
sampling kit (HSK)
for STI/HIV
compared to clinic-
based

testing, whether the
availability of HSK
would increase STI
testing rates
amongst HIV
infected MSM, and
those attending a
community-based
HIV testing clinic
compared to
historical control.

Location and
setting

Three facilities
providing STI/HIV
testing services
in Brighton, UK

Length of follow

up
N/A

Source of funding
Medical Research
Council (MRC)
Sexual Health and
HIV Research
Strategy
Committee, UK

by the GUM clinic in
a community-based
organisation and
(group 3).
Participants were
required to have no
symptomatology
consistent with STI,
be 18 years or over,
and were known to
be immune to
hepatitis A and B
[previously
vaccinated or with
documented
evidence of

natural immunity]
(group 1), and were
attending for routine
HIV follow-up
(group 2) or
community HIV
testing (group 3).

engaging in unprotected
insertive or receptive anal sex in
the last three months. Over a
third (37%) had not tested for a
STl in the last year.

STI only if their HIV test was
negative.

The authors maintained a
prospective record of the total
number of eligible men
attending the study sites during
the study period. Data on the
effect of HSK on STI testing
rates during the historic control
period (the same calendar
period as the study period in the
previous year, i.e. February-
September 2007) for the HIV
clinic cohort were extracted from
the HIV clinic database

which includes data on STI
screening, and self-reported STI
testing rates in the community
cohort were extracted from the
clinic records by the clinic staff.
The clinic procedures for
STI/HIV testing were unchanged
between study and historic
control periods. HSK decliners
in Group 1 completed a brief
guestionnaire about socio-
demographics and preferences
regarding STI testing services
and men in other groups were
asked to give their reasons for
declining a HSK.

in the control period and 18% (15 out of 84) in the study
period; 9 of whom were HSK returners (x2 1.665; p = 0.19).
Based on data collected from 30 of the 48 (63%) decliners
in the GUM clinic (group 1) the authors found no significant
differences between men who accepted or declined an
HSK in age (median 33 years vs. 35; p = 0.75), STI testing
in last year (62% vs. 62.5%; p = 1.00), willingness to

wait one day for a clinic appointment (8.6% vs. 8.3%; p =
0.93), or importance of accuracy of test results (95% vs.
98%; p = 0.95). Men in the HIV outpatient clinic declined an
HSK because of being in a monogamous relationship
(13%), not being sexually active since last STI

screen (54%), and/or recent STI screen (40%). Men in the
community based organisation surprisingly expressed
preference for conventional GUMclinic based STI testing
(38%). The commonest reason for declining an HSK in this
group was that eligible subjects considered they did

not need an STI test (46%), this was either because they
had tested for STI recently, or were in

monogamous relationship but were testing for HIV because
their partner was HIV positive.

attenders to the offer
of an HSK or not) the
authors are unable to
conclude whether the
availability of HSKs
increase overall rates
of STl testing, but
can conclude that the
offer is acceptable to
the majority of MSM
seeking STI tests
This study was
conceived at a time
when access to GUM
services was
relatively poor. By the
time the study was
implemented, a
government target of
48-hour access to
GUM services was in
place and so
motivation for opting
for home sampling
may have been lower
than

previously
anticipated.

A further limitation is
that this study was
conducted in a single
geographical area
where uptake of
research in GUM/HIV
clinics has been
traditionally high.
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
programme
grant (G03000706)
Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations
Snow, A. F., MSM Not reported The study compared the HIV antibody testing during three one-year periods identified by author

Cummings, R.,
Owen, L., El-Hyak,
C., Hellard, M. E.,
Vodstrcil, L., Fairley,
C.K,, Chen, M. Y.,
Introduction of a
sexual health
practice nurse
increases sti testing
among MSM in
general practice,
Sexually transmitted
infections, 87, A98,
2011

Quality score

Study type
Observational (case
control)

Aim of the study
To investigate the
effect of the
introduction of a
sexual health
practice nurse on
HIV and STI testing
in a general practice
that specialised in
gay men’s health.

Location and
setting

General practice
specialising in gay
men's health,
Melbourne, Aus.

Exclusion criteria
None specified

Participant characteristics
Not reported

proportion of men who were
tested for HIV and key STIs

at two clinics (A&B - both
general practices specialising in
sexual health and MSM) in the
24 months prior to the
introduction of a specialist
sexual health nurse at clinic

A (Period 1: 1st October 2006 to
30th September 2007;

and Period 2: 1st October 2007
to 30th September 2008)

and the 12 months after (Period
3: 1st October 2008 to

30th September 2009). Clinic B
did not have a specialist nurse.

Clinic A % %
(Nurse I\ of |[NO- Diff Diff
introduce 0- O} ested||95% Ci nerence imerence
h MSM Period 1to ([Period 2 to
din (%) Period 2 Period 3
Period 3)
. 504
Period 1 1000 (50) 47-54
. 523 _ _
Period 2 1011 (52) 49-55 2 (p=0.39) (|5 (p=0.026)
. 596
Period 3 1042 57) 54-60
Clinic B
(No nurse)
. 1429
Period 1 3664 (39) 37-41
. 1643
Period 2 3836 (43) 41-45 4 (p<0.001) |[-6 (p<0.001)
. 1442
Period 3 3870 37) 35-39

A limitation of this
study is that changes
in testing could have
been affected by
factors other than the
introduction of the
sexual health nurse.

Limitations
identified by review
team

Study poorly
designed and
therefore not reliable.
No demographic
details or behavioural
details given, no
comparison of the
populations across
the three periods or
two clinics.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Length of follow
up
N/A

Source of funding
None declared

Full citation
Stopka, Thomas J.,
Marshall, Clark,
Bluthenthal, Ricky
N., Webb, David S.,
Truax, Steven R.,
HCV and HIV
counseling and
testing integration in
California: an
innovative approach
to increase HIV
counseling and
testing rates, Public
health reports
(Washington, D.C. :
1974), 122 Suppl 2,
68-73, 2007

Quality score

Study type
BA

Aim of the study
This study tested
the hypothesis
that offering HIV
counseling and
testing (C&T)
concurrently with
HCV C&T

will increase HIV
C&T rates among
IDUs.

Inclusion criteria
All outreach
contacts with IDUs
were

documented. An
IDU contact was
defined as “a
conversation with
an IDU in which an
HIV test was
offered.” An IDU
was defined as an
individual who
reported injecting
illicit substances
during the past two
years.

Exclusion criteria
Clients who
indicated that they
knew they were
HIV-positive or who
were recently tested
for HIV were
excluded.

Number of participants
n=2,950

During the baseline phase,
1,645 IDUs were contacted by
C&T staff across all five sites.
During the intervention phase,
1,305 IDUs were

contacted across all five sites.

Participant characteristics
Not reported

Intervention / Comparison
During a 2 month baseline
phase, staff members at the five
participating sites

conducted outreach in traditional
locations on the streets; in

local parks; adjacent to syringe
exchange programs; and

at public health vans, clinics,
and drug and alcohol

treatment centres. Outreach
conducted during the

baseline phase was identical to
outreach typically

conducted among IDUs. IDUs
interested in receiving an HIV
test were referred to HIV
counsellors or, if recruited by a
counsellor, were invited into

the testing venue or scheduled
for a later date. Clients were
then tested using an oral testing
device and were asked to return
two weeks later to receive their
HIV test results.

One month after the baseline
phase, the two-month
intervention phase began.
During this phase, IDUs were
recruited in the same manner
and at the same locales used
during the baseline phase, but
both HCV and HIV C&T were
offered. Site staff members
actively promoted HCV C&T
during this phase, and HIV C&T
was offered as an “add-

Primary outcomes

Baseline phase: 1,645 IDUs were contacted by C&T staff
across all five sites; 138 chose to be tested for HIV and 75
returned for their results.

Intervention phase: 1,305 IDUs were contacted across all
five sites; 354 chose to be tested for HIV and 254 returned
for their results.

Aggregate HIV C&T rates among IDUs more than tripled
from baseline (8.4%) to intervention (27.1%) (p<0.05), and
HIV test results disclosure rates increased from 54.3% at
baseline to 71.8% at intervention (p<0.05). Multiple logistic
regression analyses indicated that IDUs who opted for HIV
tests during the intervention phase were twice as likely to
return for HIV test results as IDUs who tested for HIV
during the baseline phase (odds ratio 1.93; 95%
confidence interval 1.27, 2.94).

Secondary outcomes

During the intervention stage, some HCV-positive IDUs
chose to be tested for HIV and thus were offered this test
alone. Among IDUs who tested for HIV alone during the
intervention phase (n=588), only 59.1% (n=552) returned
for their HIV test results. This test results disclosure rate,
although slightly higher than the disclosure rate among
IDUs during the baseline phase (54.3%), was not
statistically significant. The disclosure rate was significantly
higher among IDUs who accepted both HCV and HIV C&T
(75.9%, p<0.05) than among IDUs who tested for HIV alone
during the baseline phase.

Limitations
identified by author
No detail of people
refused a test
because they were
already positive or
had tested recently.
No demographic data
for people recruited
but opted not to test.
Baseline and
intervention phases
short and may be
influenced by
seasonal fluctuations.

Limitations
identified by review
team

No demographic
detail given in paper
even though the
paper says it was
collected.
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
Location and on.” Clients who indicated they
setting already knew they were HCV-
Five California positive were still offered an HIV
(USA) local health test, whereas HIV-positive
jurisdictions. clients and those who were
recently tested for HIV were
Length of follow not offered a test. HIV-positive
up clients who did not know their
N/A HCV status were given the
opportunity to test for HCV but
Source of funding were excluded from the HIV
None reported C&T dataset. Clients were then
tested using an oral testing
device for HIV and a finger-stick
test device for HCV. All testing
IDUs were asked to return two
weeks later to receive their HIV
and HCV test results.
Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations
Sundaram, V., All attending Number eligible to participate = [All providers received an Change in screening rates identified by author
Lazzeroni, L. C., physicians and 39 educational session discussing |Rates of testing were low (<2%) in both intervention and e VA healthcare
Douglass, L. R., registered nurse 32 (82%) agreed to participate. |e  the importance of HIV control groups. There were no differences in the the populations may
Sanders, G. D., practitioners from 5 |Fifteen providers (47%) were screening and testing change in testing rates between the intervention and differ substantially

Tempio, P., Owens,
D. K., A randomized
trial of computer-
based reminders
and audit and
feedback to improve
HIV screening in a
primary care setting,
International journal
of STD & AIDS, 20,
527-33, 2009

Quality score
+

Study type
RCT

Aim of the study
To determine
whether an

VA general
medicine clinics
were eligible to
participate.

randomised to the intervention
group and 17 (53%) to the
control group.

Participant characteristics

e 13 (41%) of participants
were men

e 26 (81%) were attending
physicians

There were no differences
between the intervention and
control groups with respect to
gender or role (physician vs.
nurse)

e the policies and processes
in place for obtaining
informed consent

e documenting pre- and post-
test counselling.

Intervention arm: Education plus
one of two computer based
reminders for each patient:

1. HIV risk assessment
reminder (if a patient did not
have a documented risk
behaviour for HIV and had
not been tested at a VA
clinic in the previous year)

2. HIV test reminder (if a
patient had a documented
HIV risk behaviour and had
not been tested at a VA
facility in the previous year).

Providers were required to

control groups (0.29% versus 0.52%, p=0.75). There was
substantial variation in the rates of HIV testing among both
groups of providers.

from other primary
care settings.

e VA has electronic
patient records that
are not available to
all clinicians

e |ntervention was
focussed on
clinical reminders
and did not include
organisational
changes or social
marketing.

Other comments

A 'risk behaviour' was
defined as a
documented ICD-9
code for substance
abuse, alcohol
abuse, hepatitis or
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Study details Inclusion / Population Intervention / Comparison Results Notes

Exclusion criteria
intervention with complete an interactive dialogue STI
computer-based box to resolve the reminders.
reminders and The reminders were not
feedback would mandatory and could be
increase screening ignored, but the continued to
forHIVin a appear each time the medical
Department of record was accessed until they
Veterans Affairs were resolved. Providers
health-care system. received a detailed guide on

how to use the reminders.

Location and Control arm: Education session
setting only.
Veterans Affairs
Palo Alto Health
Care System, CA
Length of follow
up
N/A
Source of funding
Health Services
Research and
Development
Service, Dept of
Veterans Affairs HII-
99047-1
Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations
Walensky, R. P., 1. aged18to 75 [12,970 ED visitors seeking ED patients were screened and identified by author
Reichmann, W. M., years health care were screened for consented for trial enrolment by [Rates of Overall Testing, Test Offer, and Acceptance The USHER trial is a
Arbelaez, C., 2. clear mental USHER trial eligibility according [an USHER research assistant. Counsellor, |[Provider, |[~. single-site study.
Wright, E., Katz, J. status and an  |to initial Emergency Severity Eligible subjects were No. (%) No. (%) (I):)lffer;ance, P Participants tested in
N., Seage, lii G. R, Emergency Index score alone. Among 8,187 |randomised to rapid HIV testing (N=2,446) (N=2,409) % (95% CI)||Value ||l 1o YSHER trial
Safren, S. A., Hare, Severity Index [eligible patients approached, (oral OraQuick) offered by a Overall testing were required to
A. Q., Novais, A,, score of 3, 4, or | 4,860 (59%) agreed to dedicated counsellor (counsellor ||| ate (HIV test provide informed
Losina, E., 5 on a scale of |participate. More than 99% arm) or by an ED provider completed 30 (27 to consent more than
Counselor-versus 1 (most severe) |(4,855/4,860) of enrolled (provider arm). In the counsellor ||lamong 1382 (57) 643 (27) 32) <0.001 lll once for participation
provider-based HIV to 5 (least subjects were randomised: arm, counsellors—without other |||patients rando (one for trial, one
screening in the severe) 2,446 to the counsellor arm and |clinical responsibilities— mised) for testing per
emergency 3. fluentin English {2,409 to the provider arm. assumed nearly all testing- HIV test 44 (42 Massachusetts state
department: Results or Spanish related activities (consent, offered 1959 (80) 861 (36) to 47) <0.001 law, and one for
from the universal |4. not engaged in |Participant characteristics counselling, delivery of test AIV test confirmation of
screening for HIV prenatal care | The mean age of the study results). In the provider arm, accepted 1382 (71) 643 (75) |4 (-8 to -1)||0.02 reactive results,
Infection in the 5. not known to be [population was 37 years (SD trained ED emergency service among patients if necessary). The
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
Emergency Room HIV infected 14), 65% of participants were assistants (nursing assistants) |0ffered ” ” ” ” | lengthy consent

(USHER)
randomized
controlled trial,
Annals of
emergency
medicine, 58, S126-
S132, 2011

Quality score
++

Study type
RCT

Aim of the study
To compare rates of
rapid HIV testing,
test offer, and
acceptance in an
urban emergency
department (ED)
when conducted by
dedicated HIV
counselors versus
current members of
the ED staff.

Location and
setting

The ED at Brigham
and Women’s
Hospital, a tertiary
academic medical
center in Boston,
MA.

Length of follow

up
N/A

Source of funding
This research was
funded by the
National Institute of

6. notenrolledin
the USHER trial
in the previous
3 months.

women, 22% were black, and
29% were Hispanic

consented and tested the
participant in the context of
other ED-related responsibilities.
In this arm, ED house officers,
physician assistants,

or attending physicians provided
HIV test results to trial
participants. Outcome measures
were rates of HIV testing and
test offer among individuals
consenting for study
participation. Among individuals
offered the test, test acceptance
was also measured.

The effect of sex (P for interaction = 0.92), race/ethnicity (P
for interaction = 0.18), Emergency Severity Index score (P
for interaction = 0.11), and time of day (P for interaction =
.28) on offer rates did not vary by study arm. The effect of
age on offer rate did vary by study arm (P for interaction =
0.02). The offer rate was similar across all ages in

the counsellor arm (79% to 83%), but the offer rate
decreased with increasing age in the provider arm. For
example, individuals older than 60 years were offered
testing 25% of the time, whereas those aged 18 to 29 years
were offered testing 39% of the time.

Secondary outcomes

Test offer and acceptance by self reported risk

Among the 4,855 participants, 15% met criteria for high
sexual risk, 8% met criteria for high drug-related risk, 15%
met criteria for both, 26% self-reported no high-risk
behaviour, and 37% had missing data. In the counsellor
arm, there was no difference in rates of test offer by risk
group (range 82% to 84% for individuals with identifiable
risk group and 75% for those whose risk group was
missing). In the provider arm, the offer rate among all risk
groups was also similar (range 35% to 46% for individuals
with identifiable risk group and 29% for those whose risk
group was missing). The data did not provide evidence of
targeted test offer or test acceptance in one arm compared
with other; the P values corresponding to the formal test for
interaction were 0.38 and 0.65, respectively.

process, though
necessary to conduct
a criterion

standard randomised
trial, may have
affected participation
and generalisability of
the results. Although
the intent was to offer
routine HIV
screening, only 80%
of participants in

the counsellor arm
were reached. Failure
to offer testing in the
counsellor arm
generally

resulted from
unexpectedly short
ED visits, failure to
anticipate the
intensive ED care
required, or inability
to interrupt a clinical
evaluation that was in
process.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

Mental Health (RO1
MHO073445,

R0O1 MH65869) and
the Doris Duke
Charitable
Foundation, Clinical
Scientist
Development Award
to Rochelle

P. Walensky.
Publication of this
article was
supported by
Centers for Disease
Control and
Prevention, Atlanta,
GA.

Full citation

White, Douglas A.
E., Sadoun, Tania,
Tran, Tony, Alter,
Harrison J.,
Increased
acceptance rates of
HIV screening using
opt-out consent
methods in an
urban emergency
department, Journal
of acquired immune
deficiency
syndromes (1999),
58, 277-82, 2011a

Quality score
+

Study type
Quasi-experimental
- Experimental
equivalent time
sample.

Aim of the study

Inclusion criteria

medically
stable

English or
Spanish
speaking

>13 or <64
years

not HIV tested
in past 6
months

not
psychiatrically
impaired.

Number of participants
During the study period, 7197
patients were assessed

for primary eligibility, of which
5630 (78%) were eligible.

Of these, 2779 (49%) were
approached by screening staff
and assessed for secondary
eligibility. There were a total of
2409 secondary eligible patients
who were offered HIV
screening, of which 1209 (50%)
were seen on days designated
for opt-in screening and 1200
(50%) were seen on days
designated for opt-out
screening.

Participant characteristics
The mean age of patients
offered HIV screening was 40
years, 52% were male, 45%
were Black, 28% were Hispanic,
15% were white, 19% were
Spanish speaking, and 94% had
an Emergency Severity Index
score >=3. Characteristics

Intervention / Comparison
Three supplemental HIV
screening staff (1 full- and

2 part-time) performed HIV
screening for a total of 80
hours per week of testing. The
screening staff was fluent in
English and Spanish and
certified in HIV test counselling
and rapid HIV testing.
Following a standardised
protocol, screening

staff implemented non-targeted
HIV screening using either opt-
in or opt-out consent methods
on alternating weeks.

During opt-in weeks, HIV
screening was offered in the
following manner: “My name is
Mrs. Gordon. Here at

the Highland ER we offer HIV
testing to all of our

patients. Would you like to get
an HIV test today?” During opt-
out weeks, patients were
notified that HIV screening was
to be performed in the following

Primary outcomes

Overall acceptance rates increased from 63% with opt-

in consent methods (767 of 1209, 95% CI: 61% to 66%)
to 78% with opt-out consent methods (931 of 1200, 95%
Cl: 75% to 80%), for an absolute difference of 14% (95%
Cl: 11% to 18%). All patients accepting HIV screening
were tested. The acceptance rate of opt-out HIV screening
remained greater after adjusting for patient

demographics, admission status, acuity, treatment area,
privacy of encounter, and screening staff identity (adjusted
odds ratio: 2.0, 95% ClI: 1.7 to 2.4).

Limitations
identified by author
Results are based on
the outcomes of 3
screeners with
experience in HIV
testing and may not
be generalisable to
EDs that rely on
existing staff to carry
out HIV testing.
Trained staff were not
blinded to the study
objectives and may
have had biases,
which could have
impacted outcomes.
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

To compare the
acceptance rates of
emergency
department HIV
screening when
supplemental staff
use opt-in and opt-
out

consent methods.

Location and
setting

The ED at the
Alameda County
Medical Center-
Highland

Hospital, Oakland,
CA,

Length of follow

up
N/A

Source of funding
Grant (PS 07-768)
from the Centers for
Disease Control
and Prevention.

of patients offered screening
were similar between the opt-
in and opt-out phases.

manner: “My name is Mrs.
Gordon. Here at the Highland
ER we test all of our patients for
HIV. | am here to do your HIV
test.” During the opt-out phase,
assent was inferred unless the
patient declined. HIV screening
staff did not explicitly ask
patients if they would like to
decline screening.

Full citation
White, Douglas A.
E., Scribner, Alicia
N., Vahidnia,
Farnaz, Dideum,
Patrick J., Gordon,
Danielle M., Frazee,
Bradley W.,
Voetsch, Andrew
C., Heffelfinger,
James D., HIV
screening in an
urban emergency
department:
comparison of
screening using an

Inclusion criteria
Patients were
eligible for HIV
screening if they
were aged 15 years
or older, medically
stable, and able to
consent for HIV
testing (opt-in
phase) or complete
the general consent
for care (opt-out
phase). Patients
requiring immediate
medical evaluation,
according to triage

Number of participants
There were 23,236 potentially
eligible patients in opt in phase
versus 26,757 in the opt out
phase.

Participant characteristics
There were no differences by
age, sex,or race/

ethnicity between patients
offered or accepting screening
in the opt-in and opt-out phases.

Intervention / Comparison
Two sequential phases of
testing:

Opt-in phase

Potentially eligible patients were
referred by the triage nurse to
the HIV tester. In the event that
the HIV tester was occupied,
patients were instructed to wait
in chairs adjacent to the testing
station. HIV testers determined
eligibility and offered HIV
screening by using the following
opt-in script: “Would you like to
have a rapid HIV test today?”

Primary outcomes

For the opt-in versus the opt-out phase, results were as
follows: there were 23,236 potentially eligible patients
versus 26,757, screening offer rate was 27.9% versus
75.8% (P<.001), screening acceptance rate was 62.7%
versus 30.9% (P<.001), test completion rate was 99.8%
versus 74.6% (P<.001), and overall screening rate was
17.4% versus 17.5% (P< .90).

There were no differences by age, sex, or race/ethnicity.

Limitations
identified by author
The 2 phases differed
in several ways,
aside from how
consent was
approached. These
confounding
differences include
the following: the
personnel who
assessed eligibility
and performed
consent were
different between the
phases; the locations
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Study details

Inclusion /
Exclusion criteria

Population

Intervention / Comparison

Results

Notes

opt-in versus an
opt-out approach,
Annals of
emergency
medicine, 58, S89-
95,2011 b

Quality score

Study type
Prospective
observational

Aim of the study
To compare
outcomes of opt-in
and opt-out HIV
screening
approaches in an
urban

emergency departm
ent.

Location and
setting
Alameda County
Medical Center
ED Oakland, CA.

Length of follow

up
N/A

Source of funding
This study was
funded by
cooperative agreem
ents from the
Centers for Disease
Control

and Prevention to
Dr.White(U18PS000
321).

nurse evaluation,
were deemed
medically unstable
and ineligible for
HIV screening (opt-
in phase).
Registration staff
could also classify
patients as ineligible
for screening if they
appeared too ill (for
example, patients in
severe pain, actively
vomiting, or in
respiratory distress)
(opt-out phase).
Determination of a
patient’s inability to
provide consent
was at the
discretion of the HIV
tester (opt-in phase)
or registration staff
(opt-out phase) and
included factors
such as a language
barrier, altered
mental status, or
acute psychiatric
illness.

Exclusion criteria
Patients who
bypassed triage and
the HIV testing
station (including
those who arrived
by ambulance, were
trauma activations,
or required
immediate medical
resuscitation)

were excluded for
eligibility
assessment and

Patients opting in completed
separate written consent,
followed by immediate testing.

Opt-out phase

Consent for HIV testing was
integrated into the general
consent form for medical care in
accordance with CDC
guidelines. The general ED
consent form was modified to
include a statement that HIV
testing may be performed during
the ED visit unless the patient
declined, as well as a specific
signature box where patients
could opt out. Registration staff
determined eligibility and offered
HIV screening by using the
following opt-out script: “HIV
testing may be performed during
your emergency room visit. If
you do not want to be HIV
tested, sign here.” Patients
opted out by signing in the opt-
out signature box. Registration
staff electronically flagged the
charts of patients not opting out
and referred those patients to
the triage testing station. For the
subset of patients who received
bedside registration and did not
opt out, HIV testers were
instructed to go to the patient’s
bedside to perform testing.

where consent was
performed were
different; in the opt-in
phase eligibility
assessment, consent
and testing were all
performed by 1
person; in the opt-out
phase, eligibility
assessment and
consent were
separate from testing.
How these various
factors might have
influenced the
outcomes, as
opposed to the effect
of opt-in versus opt-
out consent, could
not be quantified.
Second, in the opt-in
phase, the exact
number of eligible
patients was not
known because the
triage nurse referred
only a small
proportion of the ED
census to the HIV
tester.
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
screening.
Full citation Inclusion criteria |Number of participants Intervention / Comparison Primary outcomes Limitations
White, Douglas A. | Patients were For the point-of-care versus Two models for physician- For the point-of-care versus laboratory phase, there were |identified by author
E., Tran, Tony, eligible for laboratory phase, there were initiated rapid HIV testing were |24,345 potentially eligible patients versus 26,363. Order e The outcomes

Dideum, Patrick J.,
Vahidnia, Farnaz,
Gordon, Danielle
M., Ng, Valerie,
Frazee, Bradley W.,
Physician-initiated
rapid HIV testing in
an urban
emergency
department:
comparison of
testing using a
point-of-care versus
a laboratory model,
Annals of
emergency
medicine, 58, S53-
9,2011c

Quality score

Study type
Retrospective
cohort study

Aim of the study
To compare the
outcomes of 2
models of
physician-initiated
rapid HIV testing in
an emergency
department (ED).

Location and
setting

ED at Alameda
County Medical
Center in Oakland,

physician-initiated
rapid HIV testing if
they were aged 12
years or older, had
not already
undergone opt-out
HIV screening
during the visit,
were not known to
be HIV positive, and
were competent to
consent to HIV
testing.

24,345 potentially eligible
patients versus 26,363.

Participant characteristics
Patients completing point-of-
care and laboratory physician-
initiated rapid HIV testing were
similar in terms of mean age,
gender and race/ethnicity.
Patients completing laboratory
testing were more likely to be
admitted to the hospital
(37%versus 29%; P <.001) and
more likely to have other
laboratory tests performed (73%
versus 61%; P <.001).

implemented sequentially in 6-
month phases: point-of-care
testing, followed by laboratory
testing. The models were
introduced as clinical policy.

Point of care phase Physician-
initiated rapid HIV tests were
performed point-of- care by ED
on oral fluid specimens. Test
processing is in 20 minutes and
interpretation is in a 20-minute
window as negative, reactive, or
indeterminate. Reactive results
are confirmed with Western blot
testing. Nurses received training
and demonstrated proficiency in
performing rapid HIV testing, as
described previously. Nurses
obtained oral fluid samples in
patient rooms, processed tests
in the ED point-of-care
laboratory, documented results
in the electronic medical record,
and notified the ordering
physician of reactive results.
Additional blood was obtained
for confirmatory Western blot
testing.

Laboratory phase Physician-
initiated rapid HIV testing clinical
protocol was changed. Rapid
HIV test kits were removed from
the ED point-of-care laboratory
and posters were placed
throughout the ED, instructing
staff that physician- initiated
rapid HIV testing were to be
performed on whole- blood

rate was 3.3% versus 2.4% (P<0.001), test completion rate
was 75.3% versus 86.8% (P<0.001), and overall testing
rate was 2.5% versus 2.1% (P=0.009). Similar proportions
of patients completing point-of-care and laboratory
physician-initiated rapid HIV testing also accepted opt-out
HIV screening (133/599; 22.2% versus 125/557; 22.4%;
P=0.92). However, none of these patients had screening
tests completed in addition to a physician-initiated rapid
HIV testing. Reasons why physician-initiated rapid HIV
testing and screening tests were not completed were not
recorded.

may be
influenced by the
presence of the
coexisting opt-out
HIV screening
program. The
screening
program tested
approximately
1,000 patients
monthly (15% of
monthly ED
volume), many of
whom might have
undergone
physician-
initiated rapid
HIV testing if
screening were
not in place.

e Time data were
not complete and
may have been
inaccurate.
Although there
were incomplete
time data for
some patients in
both phases, a
higher proportion
of patients in the
point-of-care
phase had
missing time data
because paper
test logs were
used.

e The results of
this study may
lack external
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Study details Inclusion / Population Intervention / Comparison Results Notes
Exclusion criteria
CA. specimens sent to the validity. Our
laboratory. An e-mail was also results apply only
Length of follow sent to all clinical staff, notifying to a higher-acuity
up them of the change. The ED setting and
N/A electronic order for point-of-care not to urgent

Source of funding
This study was
funded by
cooperative
agreements from
the Centers for
Disease Control and
Prevention to Dr.
White (U18
PS000321).

rapid HIV testing was replaced
with a laboratory rapid HIV test
order. ED nurses obtained
whole blood by venepuncture
and sent specimens by
pneumatic tube to the hospital’'s
laboratory, where rapid testing
was performed. Tests results
were entered in the hospital
laboratory reporting system,
which interfaces with the ED
electronic medical record.
Laboratory personnel contacted
the treating ED physician by
telephone with all reactive test
results. Standing orders were
established for Western blot
testing reactive specimens.

care/ fast-track
settings, in which
visit times are
short and few
patients receive
laboratory
testing.

e Results apply
only to physician-
initiated rapid
HIV testing
models and
should not be
extrapolated to
HIV screening
programs in
which the volume
of testing is
higher.
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7. Appendix 2 Quality of included studies

Question
Score
1 2 3 4 5 6 7 8 9
Anaya et al., 2008 Unclear Unclear ++ ++ Unclear Unclear Unclear ++ ++ +
Antonio-Gaddy et
al., 2006 - - NA - ++ Unclear NA Unclear - -
Bourne et al.,
2011 - - NA + Unclear - Unclear Unclear - -
Brooks et al.,
2009 - - Unclear - Unclear Unclear NA ++ - -
Burton et al.,
2014 - - NA + NA NA NA ++ - -
Calderon et al.,
2007 ++ ++ NA + ++ ++ Unclear ++ - +
Calderon et al.,
2011 ++ ++ ++ + ++ Unclear ++ ++ ++ ++
Christopoulos et - - Unclear Unclear Unclear - Unclear Unclear - -
al., 2011
Conners et al.,
2012 - - NA - Unclear - Unclear ++ - -
Das et al., 2004 NA . NA } Unclear o+ NA ++ ; -
Donnell-Fink et
al., 2012 ++ ] NA i o i i o i i
Goetz et al., 2008 , - ++ ++ Unclear Unclear Unclear ++ - -
Goetz et al., 2011 - - ++ ++ Unclear Unclear Unclear ++ - -
gglrgon etal, . Unclear NA + Unclear NA Unclear ++ Unclear +
Hack et al., 2013 ) ) NA Unclear - - ++ Unclear - -
Haukoos et al.,
2005 - NA NA ++ ++ - - ++ - +
Kasting et al.,
2014 ++ Unclear NA + - ++ Unclear ++ ++ +
Kavasery et al., _ ) NA + NA i} ) I+ + +

2009a
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Question

Score

1 2 3 4 5 6 7 8 9
Kavasery et al.,
2009b ) ) A T NA i i i i i
Kinsler et al.,
2013 - - NA Unclear - - Unclear Unclear - -
Klein et al., 2014 ) ) NA + + ; NA T+ - -
Kurth et al., 2013 + Unclear NA + ++ ++ - ++ - +
Lyons et al., 2013 + + NA + Unclear + + Tt ++ +
g/loelri:hant etal, Unclear Unclear Unclear Unclear ++ - ++ t+ - -
Merchant et al.,
2014 ++ Unclear NA ++ ++ ++ ++ ++ ++ ++
Metsch et al.,
2012 ++ ++ NA ++ ++ + ++ ++ ++ ++
Myers et al., 2009 ) ) NA Unclear NA NA NA - Unclear -
Outlaw et al., ++ Unclear NA ++ ++ ++ ++ ++ ++ ++
2010
Pillay et al., 2013 - - Unclear Unclear NA NA NA Unclear - -
Read et al., 2013 ++ ++ -+ - — } i T+ 4 T+
Rhodes et al.,
2011 - - NA ++ NA ++ NA ++ - -
Richens et al.,
2010 ++ ++ NA Unclear + ++ ++ ++ ++ ++
Rogstad et al.,
2003 NA - NA - ++ ++ NA Unclear - -
Roy etal., 2013 ++ ++ ++ ++ Unclear - Unclear ++ ++ ++
Saifu et al., 2011 ) ) NA + " NA NA ++ - -
Schnall et al.,
5014 - - NA Unclear NA - - ++ - -
Seewald et al.,
5013 - - Unclear Unclear Unclear - - - - -
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Question

Score

1 2 3 4 5 6 7 8 9
Smith et al., 2015 ) ) NA + NA . . - - -
Snow et al., 2011 - NA NA Unclear Unclear - - Unclear - -
Stopka et al.,
2007 ] ] NA ] ] i i i i i
gggéjaram etal, Unclear Unclear NA ++ + Unclear - ++ ++ +
Uhrig et al., 2012 Unclear Unclear Unclear ++ ++ Unclear ++ ++ ++ +
Walensky et al.,
2011 ++ - NA ++ ++ - + ++ ++ ++
White et al.,
201la - + NA ++ + - Unclear + ] +
White et al.,
2011b ] ] NA ++ ' ] " ’ i i
White et al.,
2011c ) - NA * ) NA * " ) ]
Young et al., 2013 ++ Unclear NA + + + + T+ i +

Key to questions:

Was the allocation sequence adequately generated?
Was the allocation adequately concealed?

Were baseline outcome measurements similar?
Were baseline characteristics similar?
Were incomplete outcome data adequately addressed?

Was knowledge of the allocated interventions adequately prevented during the study?
Was the study adequately protected against contamination?

Was the study free from selective outcome reporting?
Was the study free from other risks of bias

CoNor®ONE
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8. Appendix 3 Quality Appraisal checklist

QA EPOC Checklist for RCTs, non-randomised controlled trials and controlled before-after studies: draft

Administrative details

Study name or author and year STAR ID
[Type study name, or author and year (include letter if more than 1 paper with the [Type STAR ID]
same author and year, e.g. ‘Smith 2010a’)]

Citation

[Include citation details — usually authors, title of study, journal details, year]

Linked studies (study name or author, year, STAR ID)
[Include study name or author, year and STAR ID of any related studies, or state ‘None’]

Final study quality score
[Click to choose the final quality score. See ‘Calculation of final study quality score’ below for details on how to complete this.]

Date of QA Reviewer(s) names
[Click to choose the date the QA was completed] [Type name of the reviewer/reviewers completing the quality assessment]

Calculation of final study quality score (from box 6.1 on page 95 of the NICE Guidelines Manual)

++  All or most of the checklist criteria have been fulfilled, and where they have not been fulfilled the conclusions are very unlikely to alter.

+ Some of the checklist criteria have been fulfilled, and where they have not been fulfilled, or are not adequately described, the conclusions are unlikely to
alter.

- Few or no checklist criteria have been fulfilled and the conclusions are likely or very likely to alter.

Quality Assessment
For all questions:

++ ‘Yes’ The study full meets the criterion.

+ ‘Partly’ The study largely meets the criterion but differs in some important respect.

- ‘No’ The study deviates substantially from the criterion.
‘Unclear’ Report provides insufficient information to judge whether the study complies with the criterion.
‘NA (not applicable’ The criterion is not relevant in this particular instance.
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Item

Decision

Comments

1. Was the allocation sequence adequately
generated?

[Click here to choose a decision. ++ if a
random component in the sequence
generation process is described (e.g. a
random number table), - if a non-
random method is used (e.g. date of
admission) or if study is a non-
randomised controlled trial or
controlled before-after study]

[State how the allocation sequence was generated.]

2. Was the allocation adequately concealed?

[Click here to choose a decision. ++ if
allocation by institution, team or
professional and allocation performed
on all units at start of the study, or if the
unit of allocation was by patient or
episode of care and there was a
centralised randomisation scheme (on-
site computer system or sealed opaque
envelopes). — if controlled before-after
study.]

[State how the allocation was concealed.]

3. Were baseline outcome measurements similar?

[Click here to choose a decision.++ if
performance or patient outcomes were
measured prior to intervention and no
important differences present across
study groups. In RCTs score ++ if
imbalanced but appropriate adjusted
analysis was performed (e.g. analysis
of covariance). Score - if important
differences were present and not
adjusted for in analysis.]

[State whether the baseline outcome measurements were similar.]

4. Were baseline characteristics similar?

[Click here to choose a decision. ++ if
baseline characteristics of the study
and control providers are reported and
similar. Score - if there is no report of
characteristics or if there are
differences between control and
intervention providers.]

[State whether the baseline characteristics were similar.]

5. Were incomplete outcome data adequately
addressed?

[Click here to choose a decision. ++ if
missing outcome measures were
unlikely to bias the results (e.g. the
proportion of missing data was similar

[State whether incomplete outcome data were adequately addressed.]
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in the intervention and control groups
or the proportion of missing data was
less than the effect size i.e. unlikely to
overturn the study result). Score - if
missing outcome data was likely to
bias the results.]

6. Was knowledge of the allocated interventions
adequately prevented during the study?

[Click here to choose a decision. ++ if
the authors state explicitly that primary
outcome variables were assessed
blindly, or outcomes are objective, e.g.
length of hospital stay. Score - if
primary outcomes were not assessed
blindly.]

[State whether knowledge of the allocated interventions was adequately
prevented during the study.]

7. Was the study adequately protected against
contamination?

[Click here to choose a decision. ++ if
allocation by community, institution or
practice and it is unlikely that the
control group received the intervention.
Score - if it is likely that the control
group received the intervention (e.g. if
patients rather than professionals were
randomised). Score “unclear” if
professionals were allocated within a
clinic or practice and it is possible that
communication between intervention
and control professionals could have
occurred (e.g. physicians within
practices were allocated to intervention
or control).]

[State whether the study was adequately protected against contamination.]

8. Was the study free from selective outcome
reporting?

[Click here to choose a decision. ++ if
there is no evidence that outcomes
were selectively reported (e.g. all
relevant outcomes in the methods
section are reported in the results
section). Score - if some important
outcomes are subsequently omitted
from the results.]

[State whether the study was free from selective outcome reporting.]

9. Was the study free from other risks of bias?

[Click here to choose a decision. Score
++ if there is no evidence of other risk
of biases.]

[State whether the study was free from other risks of bias.]
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9. Appendix 4 Excluded studies

Study

Reason for Exclusion

Appendices to NAT's Practical Guide For Commissioners (Second Edition), 2013

No studies, only case studies of current practice

Aaron, Erika, Yates, Lucy, Criniti, Shannon, Agate, Beckley Billingsly Bolton Brown Carey Dixon Francis Francis
Kennedy Lincoln Ross-Russell Schiaff Wells, A collaborative HIV prevention and education initiative in a faith-based
setting, JANAC: Journal of the Association of Nurses in AIDS Care, 22, 150-157, 2011

Awareness raising outcomes not relevant

Adam, Barry D., Murray, James, Ross, Suzanne, Oliver, Jason, Lincoln, Stephen G., Rynard, Vicki, hivstigma.com,
an innovative web-supported stigma reduction intervention for gay and bisexual men, Health education research, 26,
795-807, 2011

Not about HIV test uptake

Ades, A. E., Cliffe, S., Markov chain Monte Carlo estimation of a multiparameter decision model: consistency of
evidence and the accurate assessment of uncertainty, Medical decision making : an international journal of the
Society for Medical Decision Making, 22, 359-71, 2002

No outcomes reported relevant to review

Ades, A. E., Sculpher, M. J., Gibb, D. M., Gupta, R., Ratcliffe, J., Cost effectiveness analysis of antenatal HIV
screening in United Kingdom, BMJ (Clinical research ed.), 319, 1230-4, 1999

Antenatal screening not covered by the review

Adhyaru, B., Cutro, S., Maalouf, S., Massoomi, M., Mudaliar, U., Nieva, R., Poole, J., Reddy, A., Sawaya, F., White,
D., Doyle, J., Cosco, D., llksoy, N., Improving hiv screening rates in patients 18 to 64, Journal of Investigative
Medicine, 59, 534, 2011

Conference abstract

Agate, Lisa L., Cato-Watson, D'Mrtri, Mullins, Jolene M., Scott, Gloria S., Rolle, Vanice, Markland, Donna, Roach,
David L., Churches United to Stop HIV (CUSH): a faith-based HIV prevention initiative, Journal of the National
Medical Association, 97, 60S-63S, 2005

Not a comparative study

Agate, Lisa L., Mullins, Jolene M., Prudent, Ella S., Liberti, Thomas M., Strategies for reaching retirement
communities and aging social networks: HIV/AIDS prevention activities among seniors in South Florida, Journal of
acquired immune deficiency syndromes (1999), 33 Suppl 2, S238-42, 2003

Not a comparative study

Ahmed, N., Herbert, S., Jungmann, E., Are SMS reminders useful to reduce DNA in routine gum clinics?, HIV
medicine, 15, 22, 2014

Conference abstract

Albarracin, Dolores, Gillette, Jeffrey C., Earl, Allison N., Glasman, Laura R., Durantini, Marta R., Ho, Moon-Ho, A
test of major assumptions about behavior change: a comprehensive look at the effects of passive and active HIV-
prevention interventions since the beginning of the epidemic, Psychological bulletin, 131, 856-97, 2005

Not about changes in test uptake - about condom use

Alemagno, Sonia A., Stephens, Richard C., Stephens, Peggy, Shaffer-King, Peggy, White, Patrick, Brief
motivational intervention to reduce HIV risk and to increase HIV testing among offenders under community
supervision, Journal of correctional health care : the official journal of the National Commission on Correctional
Health Care, 15, 210-21, 2009

The study included participants who had already tested
positive for AIDS

Alvarez-del Arco, Debora, HIV testing and counselling for migrant populations living in high-income countries : a
systematic review, European journal of public health, 2013

Doesn't address qualitative barriers and facilitators.

Anagrius, C., Ruden, A. K., Sandstrom, E., HIV testing in Swedish STD clinic 1986-1994, International Journal of
STD and AIDS, 9, 457-462, 1998

No intervention

Anaya, H., Bokhour, B., Feld, J., Golden, J., Qualitative assessment of implementing routine rapid HIV testing,
Journal of the International Association of Physicians in AIDS Care, 9, 47-48, 2010

Conference abstract

Anaya, Henry D., Bokhour, Barbara, Feld, Jamie, Golden, Joya F., Asch, Steven M., Knapp, Herschel,
Implementation of routine rapid HIV testing within the U.S. Department of Veterans Affairs Healthcare System,

Not UK qual
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Journal for healthcare quality : official publication of the National Association for Healthcare Quality, 34, 7-14, 2012

Anaya, Henry D., Chan, Kee, Karmarkar, Uday, Asch, Steven M., Bidwell Goetz, Matthew, Budget impact analysis
of HIV testing in the VA healthcare system, Value in health : the journal of the International Society for
Pharmacoeconomics and Outcomes Research, 15, 1022-8, 2012

Does not assess costs of a specific intervention

Andrews, Nancy, Rapid oral HIV screening tests, Dental assistant (Chicago, Ill. : 1994), 76, 27, 2007

Not a comparative study

Anim, Mamle, Markert, Ronald J., Okoye, Nkeiruka E., Sabbagh, Wissam, HIV screening of patients presenting for
routine medical care in a primary care setting, Journal of primary care & community health, 4, 28-30, 2013

Not a before and after study

Anonymous,, Doctors' reactions mixed on routine HIV testing, AIDS policy & law, 21, 5, 2006

opinion/commentary

Anonymous,, Pilot study: an ED-based HIV screening program can be more productive when combined with a peer
referral program, ED management : the monthly update on emergency department management, 25, 103-5, 2013

magazine article

Anselme-Tanguy, K., Daubert, H., Mendel, I., Budet, J. M., Goria, O., Colin, R., Czernichow, P., Evaluation of
spontaneous screening for HCV and HIV before and after blood transfusion at the Rouen University Hospital,
Transfusion Clinique et Biologique, 7, 479-484, 2000

Article not in English

Apoola, Ade, Brunt, Lynne, A randomised controlled study of mouth swab testing versus same day blood tests for
HIV infection in young people attending a community drug service, Drug and alcohol review, 30, 101-3, 2011

Not about HIV test uptake

Arfai, N., Squires, K., Ezeala, Y., Carolfi, L., Moon, J., Lopez, B., Brigham, J., Demographics and risk factors of
patients who decline opt-in hiv screenings in an urban emergency department, Annals of emergency medicine, 58,
S200, 2011

research forum abstract only

Arnold, Emily A., Rebchook, Gregory M., Kegeles, Susan M., 'Triply cursed': racism, homophobia and HIV-related
stigma are barriers to regular HIV testing, treatment adherence and disclosure among young Black gay men,
Culture, health & sexuality, 16, 710-22, 2014

Not UK qual

Aronson, |. D., Rajan, S., Marsch, L. A., Bania, T. C., A close examination of increased HIV testing following a
computer-based video intervention in the ed, Academic emergency medicine, 20, S78-S79, 2013

Conference abstract

Aronson, |. D., Rajan, S., Marsch, L. A., Koken, J., Bania, T., Comparative efficacy of a computer-based HIV testing
video intervention in sites of varying HIV prevalence, Drug and alcohol dependence, 146, e210, 2015

Conference abstract

Aronson, lan David, Marsch, Lisa A., Rajan, Sonali, Koken, Juline, Bania, Theodore C., Computer-Based Video to
Increase HIV Testing Among Emergency Department Patients Who Decline, AIDS and behavior, 19, 516-522, 2015

Not a comparative study

Arrington-Sanders, R., Ellen, J., Leonard, L., The impact of HIV self-efficacy on attitudes toward routine HIV testing
among sexually active adolescents, Journal of Adolescent Health, 44, S28, 2009

Conference abstract

Arriola, K. R., Braithwaite, R. L., Kennedy, S., Hammett, T., Tinsley, M., Wood, P., Arboleda, C., A collaborative
effort to enhance HIV/STI screening in five county jails, Public health reports (Washington, D.C. : 1974), 116, 520-9,
2001

Audit

Arya, M., Zheng, M. Y., Amspoker, A. B., Kallen, M. A., Street, R. L., Viswanath, K., Giordano, T. P., In the routine
HIV testing era, primary care physicians in community health centers remain unaware of HIV testing
recommendations, Journal of the International Association of Providers of AIDS Care, 13, 296-299, 2014

Survey, no intervention

Arya, Monisha, Using the media to increase HIV knowledge and promote HIV testing, The American journal of the Letter
medical sciences, 340, 343-344, 2010
Arya, Monisha, Amspoker, Amber B., Lalani, Naina, Patuwo, Beverly, Kallen, Michael, Street, Richard, Viswanath, Survey

Kasisomayajula, Giordano, Thomas P., HIV testing beliefs in a predominantly Hispanic community health center
during the routine HIV testing era: does English language ability matter?, AIDS patient care and STDs, 27, 38-44,
2013
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Arya, Monisha, Bush, Amber L., Kallen, Michael A., Rodriguez-Barradas, Maria C., Giordano, Thomas P., Are VA
primary care providers aware of HIV testing recommendations for Veterans? Findings at an urban VA primary care
clinic, Military medicine, 178, e483-8, 2013

survey, no intervention

Arya, Monisha, Kallen, Michael A., Williams, Lena T., Street, Richard L., Viswanath, Kasisomayajula, Giordano,
Thomas P., Campsmith, Cohen Cunningham Marks Podhurst Stefan Vidanapathirana, Beliefs about who should be
tested for HIV among African American individuals attending a family practice clinic, AIDS patient care and STDs,
26, 1-4, 2012

Letter to the editor

Ashby, J., Braithewaite, B., Walsh, J., Gnani, S., Fidler, S., Cooke, G., HIV testing uptake and acceptability in an
inner city polyclinic, AIDS Care - Psychological and Socio-Medical Aspects of AIDS/HIV, 24, 905-909, 2012

No comparator

Ashby, J., Braithwaite, B., Gnani, S., Walsh, J., Cooke, G., HIV testing in a polyclinic setting can reach untested "at-
risk" groups, HIV medicine, 11, 115-116, 2010

Poster

AuBuchon, J. P., Birkmeyer, J. D., Busch, M. P., Cost-effectiveness of expanded human immunodeficiency virus-
testing protocols for donated blood, Transfusion, 37, 45-51, 1997

Not relevant to increasing test uptake

Awad, Germine H., Sagrestano, Lynda M., Kittleson, Mark J., Sarvela, Paul D., Development of a measure of
barriers to HIV testing among individuals at high risk, AIDS education and prevention : official publication of the
International Society for AIDS Education, 16, 115-25, 2004

Not UK qual

Badlani, S., Pitrak, D., Sharma, A., Eavou, R., Yamanaka, R., Implementation of a hospital-wide HIV alert to
increase testing and prevention, Journal of hospital medicine, 7, S117-S118, 2012

Conference abstract

Baillie, S., HIV testing in primary care, HIV medicine, 15, 108, 2014

Poster abstract

Balan, lvan C., Carballo-Dieguez, Alex, Frasca, Timothy, Dolezal, Curtis, Ibitoye, Mobolaji, The impact of rapid HIV
home test use with sexual partners on subsequent sexual behavior among men who have sex with men, AIDS and
behavior, 18, 254-62, 2014

Not about HIV test uptake

Balram, B., Johri, M., Ako-Arrey, D., Lambert, G., Claessens, C., Klein, M., Cajas, J. M., Peeling, R., Pant Pai, N.,
Point-of-care hiv testing with oraquick advance HIV-1/2 antibody assay: A systematic review of cost outcomes,
Sexually transmitted infections, 87, A173, 2011

Poster abstract

Baral, S., Holland, C. E., Shannon, K., Logie, C., Semugoma, P., Sithole, B., Papworth, E., Drame, F., Beyrer, C.,
Enhancing benefits or increasing harms: Community responses for HIV among men who have sex with men,
transgender women, female sex workers, and people who inject drugs, Journal of Acquired Immune Deficiency
Syndromes, 66, S319-S328, 2014

Presentation

Barbour,A., Elgalib,A., Draper,S., Phillips,D.R., 'This is a policy not a pilot": How to implement routine opt-out HIV
testing for acute medical admissions in an NHS trust in a high prevalence area, Sexually Transmitted InfectionsSex
Transm Infect, 88, -, 2012

Poster abstract

Barbour,A., Philips,D., Draper,S., Elgalib,A., Opt-out HIV testing policy implemented as routine standard of care for
acute medical admissions in a high prevalence area: Effective and sustainable, HIV MedicineHIV Med., 13, 7-, 2012

Oral abstract

Barragan, Maribel, Hicks, Giselle, Williams, Mark V., Franco-Paredes, Carlos, Duffus, Wayne, del Rio, Carlos, Low
health literacy is associated with HIV test acceptance, Journal of general internal medicine, 20, 422-5, 2005

Survey

Barrett, T. W., Schriger, D. L., Haukoos JS, Hopkins E, Byyny, RL, For the Denver Emergency Department HIV
Testing Study Group Patient Acceptance of Rapid HIV Testing Practices in an Urban Emergency Department:
Assessment of the 2006 CDC Recommendations for HIV Screening in Health Care Settings, Annals of emergency
medicine, 51, 310-311, 2008

Critical appraisal, not a study

Bartholow, Bradford N., A comparison of consumer-controlled and traditional HIV counseling and testing:
Implications for screening and outreach among injection drug users, Dissertation Abstracts International: Section B:

Dissertation
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The Sciences and Engineering, 67, 1942, 2006

Basior, J., Hartman, R., Monaco, B., Lindstrom, H., HIV screening in adult ed patients: Does a quality improvement
intervention and nurse/patient gender affect this process?, Academic emergency medicine, 21, S127-S128, 2014

Conference abstract

Basta, Tania B., Stambaugh, Teena, Fisher, Celia B., Basta, Bertakis Blendon Brooks Fisher Fisher Gordon Hall
Heckman Herek Hou Kalichman Landovitz Low MacKellar McAlerney Oser Pergallo Reed Stangel Sutton Tucker
Urada Vance Wewers Wright Yannessa Young, Efficacy of an educational intervention to increase consent for HIV
testing in rural Appalachia, Ethics & Behavior, 25, 129-145, 2015

Not a comparative study

Bateganya,Moses, Abdulwadud,Omar A., Kiene,Susan M., Home-based HIV voluntary counselling and testing
(VCT) for improving uptake of HIV testing, Cochrane Database of Systematic ReviewsCochrane Database
Syst.Rev., -, 2010

SR

Batey, D. Scott, Hogan, Victoria L., Cantor, Ryan, Hamlin, Christopher M., Ross-Davis, Kelly, Nevin, Christa,
Zimmerman, Cindy, Thomas, Shakira, Mugavero, Michael J., Willig, James H., Short communication routine HIV
testing in the emergency department: assessment of patient perceptions, AIDS research and human retroviruses,
28, 352-6, 2012

Not UK qual

Beckwith, Curt G., Bazerman, Lauri, Cornwall, Alexandra H., Patry, Emily, Poshkus, Michael, Fu, Jeannia, Nunn,
Amy, An evaluation of a routine opt-out rapid HIV testing program in a Rhode Island jail, AIDS education and
prevention : official publication of the International Society for AIDS Education, 23, 96-109, 2011

Not UK qual

Beckwith, Curt G., Liu, Tao, Bazerman, Lauri B., DeLong, Allison K., Desjardins, Simon F., Poshkus, Michael M.,
Flanigan, Timothy P., HIV risk behavior before and after HIV counseling and testing in jail: a pilot study, Journal of
acquired immune deficiency syndromes (1999), 53, 485-90, 2010

Not about uptake of testing

Beckwith, Curt G., Nunn, Amy, Baucom, Sharon, Getachew, Asresahegn, Akinwumi, Akin, Herdman, Bruce,
DiBartolo, Phil, Spencer, Susan, Brown, Devon, Lesansky, Henry, Kuo, Irene, Beckwith, Beckwith Branson Flanigan
Hammett Kavasery Lambert MacGowan Malek Maruschak Maruschak McQuillan Spaulding, Rapid HIV testing in
large urban jails, Special Issue: Health Disparities in Boys and Men: Innovative Research to Reduce Addiction,
Trauma and Related Co-morbidities., 102, S184-S186, 2012

Implementation report

Begley, Elin B., Oster, Alexandra M., Song, Binwei, Lesondak, Linda, Voorhees, Kelly, Esquivel, Magdalena,
Merrick, Ronald L., Carrel, Jack, Sebesta, Douglas, Vergeront, James, Shrestha, Dhana, Heffelfinger, James D.,
Incorporating rapid HIV testing into partner counseling and referral services, Public health reports (Washington, D.C.
:1974), 123 Suppl 3, 126-35, 2008

No intervention

Behel, Stephanie K., MacKellar, Duncan A., Valleroy, Linda A., Secura, Gina M., Bingham, Trista, Celentano, David
D., Koblin, Beryl A., Lalota, Marlene, Shehan, Douglas, Torian, Lucia V., Young Men's Survey Study, Group, HIV
prevention services received at health care and HIV test providers by young men who have sex with men: an
examination of racial disparities, Journal of urban health : bulletin of the New York Academy of Medicine, 85, 727-
43, 2008

Not UK qual

Bekalu, Mesfin Awoke, Eggermont, Steven, Abroms, Adelore Agha Airhihenbuwa Aish Ajzen Atkin Bandura Bankole
Bekalu Benefo Bertrand Bertrand Bollen Broadhead-Fearn Busse Cialdini Eisinga Farr Fishbein Fishbein Gallant
Gregson Hart Hogan Hutton Karlyn Kasprzyk Larios Li Mbonu McLeroy McQuail Mirkuzie Morison Muturi Myhre
Noar Noar Noar Noar Ramaprasad Rogers Shapiro Slater Southwell Stokols Tacoli Van Donk Vidanapathirana,
Exposure to HIV/AIDS-related media content and HIV testing intention: Applying the integrative model of behavioral
prediction, Mass Communication & Society, 18, 144-164, 2015

Study carried out in Africa

Bell, G., Pryce, A., Ellam, H., Naylor, S., Herman, S., Green, S., Omer, R., Foster, R., Kudesia, G., Tunbridge, A.,
Bowman, C., HIV partner home sampling by oral fluid: Feasibility, acceptability and outcomes, HIV medicine, 13, 8,

Oral abstract
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2012

Belza, M. J., Figueroa, C., Rosales-Statkus, M. E., Ruiz, M., Vallejo, F., de la Fuente, L., Low knowledge and
anecdotal use of unauthorized online HIV self-test kits among attendees at a street-based HIV rapid testing
programme in Spain, International Journal of Infectious Diseases, 25, €196-e200, 2014

Not a comparative study

Belza, M. J., Hoyos, J., Balbuena, S. F., Diaz, A., Bravo, M. J., la de Fuente, L., null,, Oliva, J., Ruiz, M., Rosales-
Statkus, M. E., Gutierrez, J., Sanchez, R., Alvarez, J., Assessment of an out reach street-based HIV rapid testing
programme as a stradegy to promote early diagnosis: A comparison with two survillance systems in Spain,2008-

2011, Eurosurveillance, 20, 1-11, 2015

Not an intervention to increase testing. No comparative
outcomes relating to testing rates.

Berkenblit, G., Korthuis, P., Bass, M., Gebrekristos, H., Cofrancesco, J., Sullivan, L., Cook, R., Edison, M., Bashook,
P., Sosman, J., Decisions of clinician educators to encourage routine HIV screening among trainees, Journal of
general internal medicine, 26, S188-S189, 2011

Conference abstract

Berkley-Patton, J. Y., Moore, E., Berman, M., Simon, S. D., Thompson, C. B., Schleicher, T., Assessment of HIV-
related stigma in a US faith-based HIV education and testing intervention, Journal of the International AIDS Society,
16, 18644, 2013

Not about Hiv test uptake

Berkley-Patton, Jannette, Moore, Erin W., Hawes, Starlyn M., Thompson, Carole Bowe, Bohn, Alexandria, Agate,
Aguirre Anderson Aral Ayanian Azjen Bandura Beckwith Berkley-Patton Bond Bowen Campbell Carey Connors
Crosby Crum Derose Exner Fleming Gerkovich Gollwitzer Griffith Hall Hammer Heffelfinger Herek Herek Inungu
Jensen-Fangel Leibowitz Lilhe-Blanton Lincoln Mack Marks McKoy Meadows Nelson Phillips Strahan Swenson
Turner Wong, Factors related to HIV testing among African American church-affiliated population, AIDS Education
and Prevention, 24, 148-162, 2012

Survey

Bhatt, S., Robinson, V., lyer, S., Brown, A, Lippe, J., Electronic decision support improves HIV test offers among at-
risk youths presenting to a pediatric emergency department, Sexually transmitted diseases, 41, S136, 2014

Poster

Bilardi, Jade E., Walker, Sandra, Read, Tim, Prestage, Garrett, Chen, Marcus Y., Guy, Rebecca, Bradshaw,
Catriona, Fairley, Christopher K., Gay and bisexual men's views on rapid self-testing for HIV, AIDS and behavior,
17, 2093-9, 2013

Not UK qual

Bokhour, B., Stephen, R. H., Saifu, H., Fix, G. M., Fletcher, M., Goetz, M. B., Knapp, H., Burgess, J., Asch, S.,
Barriers and facilitators to implementing a multimodal intervention to increase HIV testing, Journal of general internal
medicine, 27, S131, 2012

Conference abstract

Bokhour, Barbara G., Saifu, Hemen, Goetz, Matthew Bidwell, Fix, Gemmae M., Burgess, Jane, Fletcher, Michael D., | Not UK qual
Knapp, Herschel, Asch, Steven M., The role of evidence and context for implementing a multimodal intervention to

increase HIV testing, Implementation science : IS, 10, 22, 2015

Bokhour, Barbara G., Solomon, Jeffrey L., Knapp, Herschel, Asch, Steven M., Gifford, Allen L., Barriers and Not UK qual

facilitators to routine HIV testing in VA primary care, Journal of general internal medicine, 24, 1109-14, 2009

Bond, Keosha T., Frye, Victoria, Taylor, Raekiela, Williams, Kim, Bonner, Sebastian, Lucy, Debbie, Cupid, Malik,
Weiss, Linda, Koblin, Beryl A., Straight Talk Study, Team, Abraham, Adams Adimora Adimora Carey Chatterjee
Chesney Coleman Doherty Ebrahim Ford Ford Frye Herek Hutchinson Katz Kellerman Liddicoat Marks Nunn
Obermeyer Patton Strauss Swenson Vermund Yang, Knowing is not enough: A qualitative report on HIV testing
among heterosexual African-American men, AIDS care, 27, 182-188, 2015

About testing and risk behaviour

Bond, Lisa, Lauby, Jennifer, Batson, Heather, HIV testing and the role of individual- and structural-level barriers and
facilitators, AIDS care, 17, 125-40, 2005

Demographics and characteristics of tester/non-testers
rather than barriers and facilitators.

Bonney, Elizabeth A., Crosby, Richard, Odenat, Lydia, Repeat HIV testing among low-income minority women: a
descriptive analysis of factors influencing decisional balance, Ethnicity & disease, 14, 330-5, 2004

Not UK qual
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Borghi, Josephine, Gorter, Anna, Sandiford, Peter, Segura, Zoyla, The cost-effectiveness of a competitive voucher
scheme to reduce sexually transmitted infections in high-risk groups in Nicaragua, Health policy and planning, 20,
222-31, 2005

Not in included country

Bourne, Chris, Zablotska, Iryna, Williamson, Anthony, Calmette, Yves, Guy, Rebecca, Promotion and uptake of a
new online partner notification and retesting reminder service for gay men, Sexual health, 9, 360-7, 2012

Not a comparative study

Bowman, S., Butz, A., Rothman, R., Anders, J., Johnson, B., Trent, M., Unmet need for HIV screening among
adolescents with pelvic inflammatory disease, Journal of Adolescent Health, 56, S23-s24, 2015

Poster

Boyer, C. B., Hightow-Weidman, L., Bethel, J., Li, S. X., Henry-Reid, L., Futterman, D., Maturo, D., Straub, D. M.,
Howell, K., Reid, S., Lowe, J., Kapogiannis, B. G., Ellen, J. M., An assessment of the feasibility and acceptability of
a friendship-based social network recruitment strategy to screen at-risk african american and hispanic/latina young
women for HIV infection, JAMA pediatrics, 167, 289-296, 2013

No comparator

Boyer, Cherrie B., Robles-Schrader, Grisel M., Li, Su X., Miller, Robin L., Korelitz, James, Price, Georgine N., Rivera
Torres, Carmen M., Chutuape, Kate S., Stines, Stephanie J., Straub, Diane M., Peralta, Ligia, Febo, Irma, Hightow-
Weidman, Lisa, Gonin, Rene, Kapogiannis, Bill G., Ellen, Jonathan M., A comparison of network-based strategies
for screening at-risk Hispanic/Latino adolescents and young adults for undiagnosed asymptomatic HIV infection,
The Journal of adolescent health : official publication of the Society for Adolescent Medicine, 55, 765-73, 2014

Not an intervention study

Braden, T. B., Westergaard, R. P., Engaging young, black men who have sex with men in HIV testing using social
network strategies: Opportunities and challenges, Future Virology, 10, 63-66, 2015

Editorial

Bradley-Springer, Lucy A., Everett, Mauritha R., Rotach, Elizabeth G., Vojir, Carol P., Changes in clinician ability to
assess risk and help patients determine the need for hiv testing: a comparison of three teaching methods,
Evaluation & the health professions, 29, 367-93, 2006

Not relevant to HIV test uptake

Brady, M., Nardone, A., Buenaventura, E., Qureshi, F., Edwardes, D., Kelly, P., Ellis, D., Ward, P., Gill, N., Home
HIV sampling linked to national HIV testing campaigns: A novel approach to improve HIV diagnosis, HIV medicine,
15, 7-8, 2014

Conference presentation

Brook, G., Burton, J., McSorley, J., Murphy, S., The effectiveness of SMS texts for reminding patients at high risk of
sexually transmitted infections and HIV to return for testing, International Journal of STD and AIDS, 24, 34, 2013

Poster abstract

Bryce, G., Wilkinson, P., Nicholson, S., Jeffery, A., Hankins, M., Jackson, D., A study to assess the acceptability,
feasibility and cost-effectiveness of universal HIV testing with newly registering patients (aged 16-59) in primary
care, HIV medicine, 12, 3-4, 2011

Poster

Burke, Ryan C., Sepkowitz, Kent A., Bernstein, Kyle T., Karpati, Adam M., Myers, Julie E., Tsoi, Benjamin W.,
Begier, Elizabeth M., Why don't physicians test for HIV? A review of the US literature, AIDS (London, England), 21,
1617-24, 2007

Not UK qual

Burks, Derek J., Robbins, Rockey, Durtschi, Jayson P., American Indian gay, bisexual and two-spirit men: a rapid
assessment of HIV/AIDS risk factors, barriers to prevention and culturally-sensitive intervention, Culture, health &
sexuality, 13, 283-98, 2011

Not UK qual

Burns, F., Edwards, S., Woods, J., Haidari, G., Calderon, Y., Leider, J., Morris, S., Tobin, R., Cartledge, J., Brown,
M., Acceptability, feasibility and costs of universal offer of rapid point of care testing for HIV in an acute admissions
unit: Results of the RAPID project, HIV medicine, 14, 10-14, 2013

Not a comparative study

Burns, F., Mercer, C. H., Mercey, D., Sadiq, S. T., Curran, B., Kell, P., Erratum: Factors that may increase HIV
testing uptake in those who decline to test (Sexually Transmitted Infections (2004) 80 (249)), Sexually transmitted
infections, 81, 94, 2005

Questionnaire, no intervention

Burns, Fiona, Edwards, Simon G., Woods, Jeremy, Haidari, Golaleh, Calderon, Yvette, Leider, Jason, Morris,

No comparator
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Stephen, Tobin, Rose, Cartledge, Jonathan, Brown, Michael, Acceptability and feasibility of universal offer of rapid
point of care testing for HIV in an acute admissions unit: results of the RAPID project, PloS one, 7, €35212, 2012

Calderon, Y., Haughey, M., Bijur, P. E., Leider, J., Moreno-Walton, L., Torres, S., Gennis, P., Bauman, L. J., An
Educational HIV Pretest Counseling Video Program for Off-Hours Testing in the Emergency Department, Annals of
emergency medicine, 48, 27, 2006

Does not report relevant outcomes

Calderon, Y., Leider, J., Cowan, E., Chou, K., Mathew, S., Fettig, J., Chin, R., Bijur, P., Bauman, L., A randomized
controlled trial to evaluate the effectiveness of an emergency department-based multimedia HIV testing model in
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10.Appendix 5 Search strategy
HIV testing review PH33 PH34 Medline v5

Database(s): Ovid MEDLINE(R) 1946 to May Week 5 2015

Search Strategy:

# Searches Results
1 exp hiv/ 85821
2 hiv infections/di, pc 40417
3 (test or tests or tested or testing).tw. 1974110
4 (1or2)and3 23518
5 ((hiv or human immunodeficiency virus) adj3 (test or tests or tested or testing)).tw. 16994
6 ((hiv or human immunodeficiency virus) adj3 ((home or self) adj sampl*)).tw. 2

7 ((hiv or human immunodeficiency virus) adj3 (voluntary counsel?ing or VCT)).tw. 354

8 ((hiv or human immunodeficiency virus) and (hiv-ct or hct) and (test or tests or tested or testing)).tw. 110

9 ((undiagnosed adj3 HIV) and (test or tests or tested or testing)).tw. 223

10 or/5-9 17135
11 40r 10 30795
12 (((delayed or early) adj diagnosis) and (test or tests or tested or testing)).tw. 8235
13 ((uptake or up-take or up take or takeup or take-up) and (test or tests or tested or testing)).tw. 34208
14 ((expanded or targeted or screening) adj3 (test or tests or tested or testing)).tw. 30520
15 ((behavior* or behaviour*) adj3 (change* or changing or alter* or modification* or modify or modifying or modifies or modified)).tw. 54155

((barrier* or block* or obstacle* or restrict* or restrain® or obstruct* or inhibit* or imped* or delay* or constrain* or hindrance or hinder* or prevent*) adj4 (aware* or demand or
16 130462
"use” or usage or accept*® or referr* or self-referr* or avail* or provision or provid* or administrat® or opportunit® or incentiv®)).tw.

17 culture/ 28248

18 (culture* or cultural or acculturat®).tw. 824471
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19 language/ or linguistics/ or communication barriers/ 37607

20 ((language* or linguistic* or communicat* or English) adj3 (problem* or difficult® or (limited adj2 proficienc*))).tw. 7100
21 (illiteracy or illiterate®).tw. 3370
22 ((English adj3 (second language or foreign language)) or ESL).tw. 677

23 health status disparities/ 8615
24 exp social behavior/ 190512
25 prejudice/ or psychosocial deprivation/ or social values/ or cultural deprivation/ 43173
26 socioeconomic factors/ 119625
27 social class/ or social conditions/ or social control, formal/ or social control, informal/ or social environment/ or social isolation/ 101847
28 exp poverty/ 31982
29 (prejudice or discriminat* or "social value*" or poverty or depriv* or disparit*).tw. 257451
30 (social* adj (inclusion or include* or exclude* or exclusion)).tw. 1255
31 Stress, Psychological/ or Adaptation, Psychological/ 154857
32 shame/ 1654
33 (stigma* or shame* or shaming or psychosocial).tw. 77915
34 risk reduction behavior/ 8364

((increas* or improv* or impact® or encourag* or enhanc* or support* or adopt* or assist* or affect* or optim* or rais* or promot* or facilitat*) adj4 (aware* or educ* or demand or
35 452676
"use" or usage* or accept* or referr* or self-referr* or avail* or provision or provid* or administrat* or opportunit* or incentiv*)).tw.

((increas* or improv* or impact* or encourag* or enhanc* or support* or adopt* or assist* or affect* or optim* or rais* or promot* or facilitat*) adj4 (e-mail* or email* or electronic
mail or letter* or invite or invitation* or telephone* or cellphone* or phone* or phoning or mobile* or text or texts or texting or SMS or Short Message Service or twitter or tweet*

36 or facebook or social media or social marketing or mass media or target* or chat room* or chatroom* or billboard* or flyer* or poster* or hand out* or hand-out* or handout* or 132177
information or communication* or leaflet* or radio or television or tv or newspaper® or magazine* or newsletter* or pamphlet* or booklet* or poster* or workshop* or outreach or

campaign®)).tw.

37 *Marketing of Health Services/ or *Social Marketing/ 10184
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38 family practice/ or primary health care/ or physicians, family/ 122611

39 ((general or family) adj practi*).tw. 67925
40 (primary care or primary health care or family physic* or doctor*1 or general practitioner* or gp or gps).tw. 218089
41 (staff* or professional* or personnel* or worker* or clinician® or nurs* or service provider* or patient* or user® or client*).tw. 5129511
42 or/38-41 5266630
43 Attitude of Health Personnel/ 95288

(attitude* or opinion* or belief* or believe* or perceiv* or perception* or experience* or stress* or emotion* or satisfact* or know* or understand* or aware* or perspective* or

view* or motivat* or reason* or anx* or fear* or concern* or uncertain* or unsure or thought* or feeling*).tw. 4296532
45 43 or 44 4333637
46 42 and 45 1634103
47 or/12-37 2330094
48 46 or 47 3623466
49 11 and 48 12758
50 limit 49 to yr="1996 -Current" 10539
51 animal/ not (animal/ and human/) 3961836
52 50 not 51 10470
53 (letter or historical article or comment or editorial).pt. 1630384
54 52 not 53 10363
55 limit 54 to english language 9840
56 exp africa/ not exp great britain/ 189387
57 55 not 56 7590
58 55 not 57 2250
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