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A new guidance document was published in November 2012 by ‘‘HIV in Europe’’, a pan-European

initiative constituted by an independent group of experts with representation from civil society, policy-

makers, health professionals and European public health institutions. This initiative was started in Brussels

in 2007 to promote early diagnosis and earlier care of the HIV infection across Europe. The document,

‘‘HIV indicator conditions: guidance for implementing HIV testing in health care settings’’ is an important

step to ensure that people living with HIV enter care earlier in the course of their infection [1]. It was

developed by a multidisciplinary panel of experts, because the active commitment of several medical

specialties was considered an essential prerequisite for the successful implementation of the recommended

approach.

The European Respiratory Society (ERS) has decided to support the initiative and to operate so that its

affiliates are part of the project. The ERS recognised early the importance of the synergistic relationship

between tuberculosis and HIV and the European Respiratory Journal is on the frontline of the scientific

production in this area as certified by recent pivotal publications [2–5]. Now it is time to go beyond.

It is estimated that one in three of the ,2.3 million HIV-infected individuals living in the European region

(i.e. 700,000–900,000 individuals) are unaware of their HIV status [6]. These persons will be diagnosed with

HIV infection when the disease becomes symptomatic because of profound immunodeficiency (i.e. with a

CD4 count below 350 cells?mL-1) and will be called ‘‘late presenters’’. Experts believe that a significant

proportion of late presenters has been in contact with the healthcare system prior to being diagnosed. Some

might have had a sero-conversion illness which remained undiagnosed, others probably presented to one or

more health care setting with symptoms caused by diseases associated with immunodeficiency (typically an

herpes zoster episode, or oral candidiasis).

An HIV infection which is left untreated because it is undiscovered, will develop in most cases into a full

blown AIDS within 12–20 years after the primary infection [7]. If the person is, however, diagnosed and

highly active anti-retroviral treatment (HAART) is initiated timely, before severe impairment of the

immune system has occurred, life-expectancy may approach that of the general population [8]. Hence, wide

access to HIV treatment in Europe has resulted in a situation in which HIV-related morbidity and mortality

mainly concerns those who are diagnosed late.

Increased HIV-related morbidity and mortality [9], poorer response to treatment [10] and increased

healthcare costs are the consequences of late HIV diagnosis [11]. Moreover, delayed diagnosis is one the

most important determinants of increased rates of HIV transmission; based on US modelling data, half of
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new infections are derived from HIV-positive persons that are not yet diagnosed and therefore unaware of

the possible risk of transmitting the virus [12].

Therefore, early diagnosis of HIV infection has undisputable benefits and should represent a key public

health priority. The current testing strategy for HIV infection mainly targets population groups considered

to be at increased risk of infection and relies on the capacity of healthcare providers to counsel and test

members of these groups. Clearly, this strategy has proved to be poorly effective in controlling the epidemic

in Europe. The reasons for the failure are likely to include a combination of the inability or unwillingness of

the clinician to identify and offer tests to at-risk individuals and the inability of affected individuals to

consider themselves as being at risk [13].

Innovative approaches are now required to better target testing for individuals who are most likely to be

infected with HIV and who would otherwise present late for care. The leading concept of the indicator-

guided HIV testing strategy fits into this line. In an indicator condition-guided testing strategy, all patients

presenting to any healthcare setting with an ‘‘indicator’’ condition should be routinely offered an HIV test.

Evidence exists demonstrating that the offer of an HIV test is pulled up in settings where testing is presented

as part of routine care, such as antenatal services and sexual health clinics [8].

In the new guidance document, a number of such ‘‘indicator’’ conditions are grouped into three categories

(table 1) [1]. Each category has a different justification for HIV testing and the strength of the

recommendation to perform an HIV test also varies according to the category. Category I includes

conditions which define AIDS in HIV infected persons (AIDS-defining events). Offering a test in these

circumstances has long been considered a good clinical practice because there is a large amount of evidence

from randomised controlled trials of the consequences of not treating HIV-positive individuals with AIDS-

defining events [14, 15]. Category II includes conditions associated with a background HIV prevalence of

o0.1%. Under these circumstances, routine testing is cost effective [16] and has the potential to shorten the

diagnostic delay for HIV. In this category HIV testing is either strongly recommended (clear evidence of a

o0.1% HIV prevalence among persons bearing those conditions) or likely to be recommended (‘‘offer

testing’’, expert opinion that the prevalence of HIV infection among persons bearing those conditions is

o0.1%). Category III includes conditions for which not identifying the presence of HIV infection may have

significant adverse implications for the individual’s clinical management. Testing should be offered to

prevent the worsening of the immunodeficiency and to maximise the response to treatment of the indicator

condition. The list of conditions will change as new data are published and will be published on the HIV in

Europe website [17].

Some of the conditions listed in table 1 follow under the interest of the pneumology specialty, and are of

concern for the members of the ERS, who see, in their clinical practice, patients with these conditions. The

offer of an HIV test is a recognised standard of care for all newly diagnosed tuberculosis patients; similarly,

individuals being diagnosed with Pneumocystis jirovecii or Cryptococcus neoformans pneumonia are routinely

suspected for underlining HIV infection. However, other conditions which are listed in the table probably

would not trigger the offer of an HIV test in the current clinical practice. This is the case of recurrent

pneumonia and bronchial/lung candidiasis (included in group I conditions) or community-acquired

pneumonia and primary lung cancer (included in group II conditions).

The ERS has an important role to play in the promotion of HIV testing as the Society guides the process of

adaptation and implementation of the standards of care to be implemented by all affiliated healthcare

providers. Training tools can be developed by relevant representatives of the Society in collaboration with

colleagues with specific expertise in HIV. Collegial discussions, formal training courses and various forms of

encouragement by the ERS leadership would surely contribute towards meeting the targets of the new HIV-

testing strategy.

Implementing the strategy will require the management of some crucial issues; although it is recognised that

it should be within the competence of any doctor, midwife, nurse or trained healthcare worker to seek

consent for an request an HIV test, this is rarely so in clinical practice. In fact, healthcare professionals who

are not used to offering HIV tests may feel uncomfortable or have concerns doing so. These concerns should

be handled proactively, by promoting open discussions at staff meetings and ensuring access to training and

information materials. All healthcare settings planning to implement indicator condition-guided HIV

testing should have procedures in place covering practical aspects of test delivery and governance of results.

Documented patient care pathways into treatment and care should be agreed with the local HIV services.

Consideration should be given on how to offer the test and seek informed consent. In-depth HIV pre-test

counselling is no longer required in the vast majority of individuals; informed consent can be opt-out,

meaning that HIV tests will be done routinely unless a patient explicitly refuses to take an HIV test. The

offer should be done in an environment which respects the privacy of the person. Most of the information
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concerning HIV infection and its consequences might be given in written form, which the individual can

retain. The pre-test discussion should include the opportunity for questions the patient may have. The

approach to the post-test discussion and the level of detailed counselling depends on the test results. If the

HIV test is negative, written material or directions to where the person can seek additional information can

be provided to persons interested in knowing more about HIV. If the HIV test is positive, it is imperative

that the healthcare setting has clear written policies on how to handle such a situation. ERS members are

welcome to contact the HIV in Europe Secretariat, who coordinated the development of the guidance and

its implementation, should any specific question arise.

In summary, ERS endorses the introduction of the strategy for HIV testing based on indicator conditions

triggering and takes part to the overall efforts to extend HIV testing to a wide variety of healthcare settings.

The Society solicits the discussion on the most appropriate ways to disseminate into the clinical practice the

offer of an HIV test for specific pneumological conditions which include community-acquired pneumonia,

TABLE 1 Definitions of indicator conditions and recommendations for HIV testing

Category I Category II Category III

Conditions which are AIDS
defining among people living
with HIV

Conditions associated with an
undiagnosed HIV prevalence of

o0.1%

Other conditions considered
likely to have an undiagnosed

HIV prevalence of .0.1%

Conditions for which not identifying
the presence of HIV infection may

have significant adverse
implications for the individual’s

clinical management

Strongly recommend testing
Neoplasms

Cervical cancer
Lymphoma, non-Hodgkin
Kaposi’s sarcoma

Bacterial infections
Tuberculosis
MAC lung disease
Pneumonia, recurrent
Salmonella septicaemia,

recurrent
Viral infections

Cytomegalovirus retinitis
Cytomegalovirus other

(except liver, spleen,
glands)

Herpes simplex, ulcer(s)
.1 month/bronchitis/
pneumonitis

Progressive multifocal
leucoencephalopathy

Parasitic infections
Cerebral toxoplasmosis
Cryptosporidosis diarrhoea,

.1 month
Microsporidiosis, .1 month
Isosporiasis, .1 month

Fungal infections
Pneumocystis jiroveci
Candidiasis, oesophageal
Candidiasis, bronchial/

tracheal/lungs
Cryptococcosis,

extra-pulmonary
Histoplasmosis,

disseminated/extra
pulmonary

Coccidiodomycosis,
disseminated/extra
pulmonary

Strongly recommend testing
Sexually transmitted

infections
Malignant lymphoma
Anal cancer/dysplasia
Cervical dysplasia
Herpes zoster
Hepatitis B or C (acute or

chronic)
Mononucleosis-like illness
Unexplained leukocytopenia/

thrombocytopenia lasting
.4 weeks

Seborrhoeic dermatitis/
exanthema

Invasive pneumococcal disease
Fever of unknown origin
Non-genital Candidiasis
Community-acquired pneumonia
Nosocomial diarrhoea
Pregnancy (implications for

the unborn child)

Offer testing
Primary lung cancer
Lymphocytic meningitis
Visceral leishmaniasis
Hairy leukoplakia
Severe or recalcitrant psoriasis
Guillain–Barré syndrome
Mononeuritis
Subcortical dementia
Multiplesclerosis-like disease
Peripheral neuropathy
Unexplained weight loss
Unexplained lymphadenopathy
Unexplained oral candidiasis
Unexplained chronic diarrhoea
Unexplained chronic renal

impairment

Offer testing
Conditions requiring aggressive

immuno-suppressive therapy
Cancer
Transplantation
Auto-immune disease treated

with immunosuppressive
therapy

Primary space occupying lesion
of the brain

Thrombotic thrombocytopenic
purpura?
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recurrent pneumonia and primary lung cancer. The ERS also actively engages in the production and

dissemination to its members of quality assurance and quality improvement protocols, which are required

to ensure that testing is delivered in a standard, efficient and ethical manner and that it is tailored to site-

specific needs. Finally, the Society is ready to provide its contribution to the process of making testing a

routine component of medical care that will contribute to current efforts to de-stigmatise HIV and HIV

testing.
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