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Barriers and facilitators to HIV testing in people age 50
and above: a systematic review
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Approximately 13% of people living with HIV in the UK are
unaware of their infection. New diagnoses among people

>50 years is increasing. Unique factors may be associated with
testing in this group. This systematic review aims to identify
patient and clinician-related barriers/facilitators to HIV testing

in people aged >50 years. A systematic electronic search was
conducted. Papers were assessed for eligibility and data from
eligible studies were extracted. Barriers/facilitators were grouped,
and the number of times they were reported was noted. Because
of considerable heterogeneity, a narrative approach has been
undertaken to synthesise data. In total, 17 studies were included.
Main barriers to testing were low perceived risk and clinicians’
preconceptions about older people. Main facilitators were regular
use of healthcare services or being offered/encouraged to test by
a healthcare provider. Although being encouraged to test was a
common facilitator, clinicians’ preconceptions about older people
was the biggest barrier. This shows a divide between clinicians’
preconceptions and patients’ expectations, which may impact on
testing rates. This review is an important first step in identifying
potential barriers/facilitators for further study or to be addressed
in the design of future interventions.

KEYWORDS: Barriers, facilitators, HIV testing, older age, systematic
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Introduction

Effective treatment has transformed HIV into a manageable
long-term condition. Despite advances in treatment,
approximately 13% (95% Cl 10-17%) of people living with
HIV in the UK are unaware of their infection.' Most new
transmissions occur from someone who is unaware of their
HIV infection;” therefore, improving testing and reducing
undiagnosed HIV is key to improving treatment outcomes and
reducing onward transmission.
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Although overall rates of new HIV diagnoses in the UK are
decreasing, the number of older people (age 250 years) newly
diagnosed with HIV in the UK is increasing.” Furthermore,
people diagnosed with HIV aged >50 years are much more
likely to be diagnosed late (with a CD4 count of <350 cell/mL
or presenting with an AIDS defining event)* and continue to
be disproportionately affected by late diagnosis (LD).” LD has
significant implications for patients and health services in terms
of poorer health outcomes and increased healthcare costs,
both of which are increased in older age. Further, older people
experience a faster clinical decline than someone younger.®

The high rate of LD in older people suggests unique factors may
be associated with testing for HIV in this group. HIV testing
guidelines suggest testing in general practice and in all general
medical admissions where the HIV prevalence is high (>2 per
1000).7‘8 However, despite varied testing initiatives — such as
routine testing in primary and secondary care, community
outreach programmes and home sampling® — increasing rates
of LD suggest the older population are not routinely testing for
HIV. Although adults remain sexually active into older age,
preconceptions about a lack of sex in this group may impact on
test offer rate. One UK study in a high prevalence area found that
although uptake of HIV tests was high among patients admitted
to hospital (>90%), older people were less likely to be offered
a test by a clinician. This may partly explain the continued
rise in LD among older people despite a significant proportion
having seen a healthcare provider (HCP) shortly before their
diagnosis.'’ This systematic review aims to specifically identify
patient and clinician-related factors associated with HIV testing
in people aged >50 years.

Methods

A systematic electronic search was conducted on 7 April
2016 using MEDLINE, Embase, PsychINFO, CINAHL and
the Cochrane library; relevant conference abstracts were also
searched. Search terms can be found in Table 1.

All retrieved articles were exported to Endnote, de-duplicated
and tabulated in Excel for abstract review. Two reviewers
independently reviewed abstracts to identify studies potentially
meeting the inclusion criteria (Box 1). Any study published
before 1997 was excluded because we felt that attitudes towards
testing would be significantly different in the pre-therapy
era when an HIV diagnosis would have meant a significantly
poorer outcome. Any disagreement was solved through
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Table 1. Search terms

HIV Advanc® adj3 age* Barrier* adj3 HIV

Advanc™ adj3 year* Facilitat™ adj3 HIV
Age* adj2 (50* OR fifty) Facilitat* adj2 factor*
Ageing Test* adj3 barrier*
Aging Late™ diagnos*
Middle age™ Diagnos* late*
Elderly Delay* diagnos*
Geriatric

Increas™ age*

Mature

Old* age

Old* adult*

Old* cohort*

Old* people

Old* person*

Senior

over adj2 (50™ OR fifty)

Note: terms within columns were combined with ‘OR’, terms between columns
were then combined with ‘AND’ — ie papers were identified if the title/
abstract/keywords contained at least one term from each column.

discussion. Full text of potentially eligible studies was retrieved
and assessed further for eligibility.

Once relevant articles had been identified, reference and
citation searching were conducted to identify any additional
articles. Data from all eligible studies were independently
extracted by two reviewers and tabulated in Excel from
published reports. Factors associated with HIV testing
reported by each study were also independently extracted
and tabulated. Thematic analysis was conducted to identify
systematically recurring themes/factors across the studies.
Significant heterogeneity meant a narrative approach was
used to synthesise data in order to identify factors associated
with testing. Although an estimation of effect size was not
investigated, number of times each factor was reported was
noted as a way of identifying repeatedly recurring factors.

Data were then assessed for study quality by two reviewers using
the standardised Critical Appraisal Skills Programme (CASP)
tools. This consisted of 10 criteria each rated as met (scored 1)
or not met/can’t tell (scored 0). Scores were summed for each
paper and they were graded as high quality (score = 9-10),
moderate quality (score = 5-8) or low quality (score = 1-4). Any
disagreement was solved through discussion.

Box 1. Inclusion criteria

1. Articles published since 1 January 1997

2. Studies describing barriers and facilitators to HIV testing
3. Analysis in adults age 250 years

4. Published in the English language

5. Published papers/reports and conference abstracts

6. Studies utilising any study design

© Royal College of Physicians 2017. All rights reserved.

Barriers/facilitators to HIV testing in older age

Results

Electronic database searching identified 1,752 potentially
relevant papers. After removal of duplicates (n=655), 1,097 were
subjected to abstract review, of which 204 met the eligibility
criteria (Box 1). Full text review was conducted, resulting in

14 eligible papers being included in the review. Reference and
citation searching of eligible papers yielded a further three
papers to be included (Fig 1).

The majority of included studies were conducted in the USA
(n=14), with the remainder conducted in the UK (n=1),
Brazil (n=1) and Uganda (n=1) (Table 2). Studies were mainly
descriptive and data were both qualitative and quantitative
using a range of methodologies. Sample sizes ranged from 11
to >143,000. Studies tended to include a greater proportion

of men although three studies were conducted solely in
women,''™?

Study quality ranged from 2 to 10 (Table 3). Of the 17 included
studies, two (12%) were good quality and 12 (71%) moderate
quality. Included quantitative studies lacked information on
whether potential confounding factors were identified and
taken into account, and whether participants were recruited in
an acceptable way to avoid selection bias. Included qualitative
studies lacked detail on the methodology used and reported
little information on the interaction between the researcher and
participants, including how this interaction may affect bias.
Three studies (18%) were low quality.

Percentage uptake of HIV testing was reported in nine
studies. Three studies reported testing rates over the previous
12 months — ranging from 3-56%. Seven studies looked at
whether participants had ever had an HIV test, which ranged
from 25-77%. One study investigated length of time since last
test and found that of those who had reported a previous test,
70% had last tested >5 years before. Several factors associated
with a decision to test for HIV in older people were identified
(Table 4). Patient and clinician factors were separated into
perceptual and practical factors as suggested in the perceptions
and practicalities approach.™

Perceptual factors

Patient-related factors associated with testing for HIV
Three studies found HIV testing to be associated with high
perceived risk of HIV."”>™"7 Conversely, one study'! reported
low perceived risk as a factor associated with testing. HIV
knowledge/awareness was another commonly reported
factor, described in four studies: one found people with
higher HIV knowledge scores were significantly more
likely to have tested for HIV'? and three found having
greater awareness of HIV or knowing someone with AIDS
or tuberculosis was associated with testing.'>'!'” Two
questionnaire-based studies found testing was significantly
associated with reporting high-risk behaviours.'®'? Similarly,
testing to protect a partner or because a partner was HIV-
positive or at high-risk were also reported as associated with
testing for HIV in studies using qualitative interviews, survey
or case note review.' '’

Two studies'>"” reported testing because of ‘curiosity’ —
for example to eliminate uncertainty about status.'?
Experiencing symptoms attributed to HIV was related to
testing emerging from qualitative studies'”*' and perceived
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Papers identified through
electronic database searching
n=1,752

Duplicates removed n=655

Papers subjected to abstract
review n=1,097

Papers excluded n=893
Inclusion criteria (see text
box 1) not met:
1. n=42

l 2.n=773
3.n=78

Papers subjected to full text
review n=204

Papers identified via electronic
databases n=14

Papers identified through
reference and citation
searching n=3

Papers excluded n=190

No analysis in 250 group n=114
Not assessing barrier/facilitators
in 250 group n=56

Not original research n=10

Not English n=9

Could not source n=1

Papers included in review: n=17

Fig 1. Study selection process.

poorer health status was also reported as a factor associated
with testing.?? Further, belief in AIDS-related conspiracy
theories was found to be a factor associated with testing in
one study from the USA."

Patient-related factors associated with not testing for HIV
Five studies reported low perceived risk to be associated with
not testing for HIV.'>'*'>723 This included the perception HIV
was a young person’s disease or not feeling part of a high-risk
group."” Two qualitative studies found not having symptoms
or not attributing symptoms to HIV was associated with not
testing.'”*! Stigma either relating to HIV or being older with
HIV was reported by two studies.'”* The same studies also
reported fear of a positive result as a barrier to testing. Other
factors, reported once, included government mistrust'® and
hopelessness associated with a lack of treatment.'”

Clinician-related factors associated with not testing for HIV

Three studies using surveys or qualitative methods reported
preconceived ideas about older people as a barrier to offering

510

an HIV test to an older person. This included the perception
that older people lack understanding regarding HIV,? that
they are at less risk'®%® or that they are not comfortable
discussing sexuality.'® Similarly, HCPs feeling uncomfortable
with risk factor questioning or addressing risk of older
people was reported by two studies.*®

Practical factors

Patient-related factors associated with testing for HIV

The most commonly reported practical factor associated
with testing for HIV was regular use of healthcare services,
reported by eight studies.!>'®!$292%26=28 Thi included
having a usual source of care,”»*” having seen a clinician
within the last year,'® testing during hospitalisation,**® as
part of a routine health screen,'®?® sexual health screen?’
or because of blood donation.?® Further, being offered/
encouraged to test by a HCP was reported by three studies
using survey'>*® or qualitative methodologies.'” Similarly,
experiencing physical symptoms was associated with a

© Royal College of Physicians 2017. All rights reserved.



Barriers/facilitators to HIV testing in older age

dnoib ysu-ybiy

D 40 Jpd bul@ay Jou :1asn
Bnip-uou [pnxasola1aH
19p|o buisqg 1o

pwbs pasoaloul panRIad
{S11 Jo Juawbpajmousdn
paApjap asn bnip 3ynsal
aA1Isod D JO 1D3J 'S086 |
9U3 Ul $1039D %S pup
AIH 40 9bpajmouy Jo 3D
:s19sn Bnup [pNXas01919H

"AIH Uoy} Jauyjo

Buiyrawos 03 swodwiAs
BunnqguID ‘S1010y YU ATH
Buipiobal ssauUIOMD JO 3D

Sno1S
1nogo Ajumpadun

DU ‘YIpaY
11943 JO 2102 19333q

dDH b Ag 1591 D paajo
Buiaq swordwiAs
Bupuaiadxs 'sQTV
U}IM SUO03WOS
Buimouy :19sn bnip
UOU [DNXISOISIDH

dOHD

£q 1533 D pasayjo burag
‘swoydwAs paipRI-ATH
pupuaadxa s1asn
Bnip [pnxasoss1aH

Jaunnd pajoid

uDdIY 013Ny

%471 BUYM % 9k
‘UDdLIBWY UDDIYY % Oh

511

‘SAIV 40 3Ip s1ounpd /spusty 93D} 03 ‘UONPAYUI 03 bunuoMm ‘ATH Jo Apms
Buisas noinyag ysu-ybiy AIH Jo uopidsns  ssauaoMD ‘stojdwiAs SpW %L/ PaSDG-MaIAIIUI
JO [DIUSP SHUBWIDAI] JO DD ‘2unsodxa pup ysu PaIsAyd buiaoy {ddHH o (6'7=QS) SI0aA 8'6G ‘9AIDYPND
UM Pa30In0ssp ssausssjedoy pansad ybly  Aq 1591 03 paboinodus 26D ubswi ‘sivak g9—75 ‘9NPadsona) 115002
:USW [pnXasiq/Apno :UaW [pNXasiq/AbD :UsW [pnxasig/Aby  papodal 30N abupi aby S¢ VSN ‘[ouoIRas SSo1) ‘SOYT
Buipuoisiapun 3oo| 03 AIH Inogp 3pW % 99 suniisAyd suppIsAyd
syuanopd paniediad subpiulp uonpUIOoUL ‘sIpak G9< abp sNpD 4o Asnins pasng
‘Bujuonsanb 10100} S1 YyIMm Bupypo| 2w ul buiisal Inogo - salpuuonRsANb alpuuonsanb 110z
9|gqOHOJLLIOdUN SUDPISAYJ 40 D7 payu0dal JON  PaYsp a1am supbpPIsAyd  239|dwod /i VSN  [PU0IIRS-SS0ID) 19A]
13L10 % Z°0L ‘[Uym
J1updsiH-uou % '8
‘¥2D|q 21UDdSIH-UoU
Al 1oy s 2ESE dIUDdSIH % §'9Y
12A3U % G997 S[pW %979
Sa11093 2dunINSUl ‘syyuow | (1S = as) 0P ASAINS
Aooudsuod payppl  yypay buiaoby :ngAI  snoinaid uiyym SIpak |'9G abp upaw wolj sIsAjpun (L ELOT
1SNI3SIL JUSLIUISAOK) -SAIV Ul sjaljeg paiodal Juaday Pa1sa} % GS  ‘sIbak G8—(0G abupl aby 97¢ VSN  [DUOIID35-5501) ‘p1o4
syuow 7 |
sInolAbyYaq  snoiaaid ay3 ul WM % LL DIOP ASAINS
s payiodal ybly toak  ATH 10) P15l S[pWsy % ¢S wioly sISAjpup 5107
1SD| 3Y3 Ul 103100p MDS poy %€  SIaAk 9—0g abuni aby Y rdu VSN  [DUOIID95-5501) ‘pio4
3s33-uou 159}
1593-UOU UHM P3IDIDOSSD  YHM PIIDIDOSSD  UHM PIIDIDOSSD 193 YIM PIIDIDOSSD 103k
10100} [pMdadiad $1039D§ (21D S103oDy [pNydadIag SI010Dj [D21PDId  S9IDJ Bunrss]  sonsusPLIOYd jdwpg  dzis 3jdwpg  Anuno)  ubisep Apmig ‘loyany

$313s193PLIBYD ApNIS “Z 3qpL

© Royal College of Physicians 2017. All rights reserved.



Elaney Youssef, Vanessa Cooper, Valerie Delpech et al

AIH 40 sl paniadiad 1omoT

AIH Inogp ajdoad 1apjo

0} papIroid uopWLIOUI JO
¥oD| D SOM 31843 33} SdDH
AIH 3suiobo suoinpdaid
03 9|doad 19p|0 }2)

SdDH Ajpnxas buissnasip
9|gp1IOJLLIOd JOU 1D
sjuanpd 9394 SdDH ‘sauanpd
196uUnoA sp yonwi so 1ap|o
Ul ATH J9pISuod 3,upip dDH
sjuannd Jap|o

40 AJIpnxas BuISsIpPD YHM
9|gDOHIOdUN AIIM (SdDH
19bunoA Ajpjnoind) s4oH
Bulj@ay {jonxaso so ajdoad
19p|0 MDS dDH uondadiad

AIH
10} ¥SI] OU/MO| PIAISDID

159)-UOU UHM P3)DID0SSD
510100} [onydadiad

AIH JO sl
pani221ad ybiH

AIH
104 S winipawl

/ubiy paniadiad

3s93-uou 1591

Y}IM panidosso YHMm pajpidosso
S1039D} |0JIPDI4  S1039D) [pN3dadI9d

24D JO
921n0s [oNnsn b BulADH

Buoy

Kio3siy buunp si0ppy
Sl SSOPSIP 10 3SISIP
103DDIPUI UD LM
Juasald syuanod usaym
Bunsa) 19PISU0d SdIH
‘dn-payp (jpnuup)
Iojnb31 0 Jo pod sy

uonpsijpudsoy
Buunp bunsa|

g1 YlIm SU0aWos
Buimouy 1o Inogp
Buimouy 210j9q ATH
10} pa3sa) buinby

3533 Y}IM paIpId0SSD
510300} [D213IDIJ

syjuowl

Z L IS0 ulyum
pa3sel %95
‘3snd 2y ul
pa31sa} U9
poy % /L

payodal JoN

payodal JoN

0bp s1pah G«
pa3sa} poy
% L°0L 89yl
40 "AIH 104
P11 U2
Ajsnoinaud
poy %17°'G¢

sajp1 bunsa

18410 %901 =UYm
% 1'8L “PDPIq % 7'ST
‘ounp/aIundsiy %9

Spw %99
SIpak Gg—/ | 9bupi aby

1BYI0 % ¢ ‘UnIsy % L9
‘updawy unadoing

% Z'7¢ “dundsiy

9, €97 ‘UDDLIDWY
umilyY %7'6€

dPW % S'HS

siDak G < aby

SpW %€/

si0aA 89

2bp1aAD ‘S10aA G/—09
abuni aby

dIUDdsIH % 6°SC
‘931ym djundsiH-uou

%6°LS BUYM %G/

S[pW %79k
SIDak 05 < 9by

sansuaPDIDYd 3jdwng

(9ze=u
0S<) 8€C'L

LL=U
SMIIAISIU]
66=U Aaning

LI

99€CL

azis 3dwpng  Anuno)

DI0P ASAINS

woyj sisAjpuo (DY)

VSN [PUOI9s-ss01)  §LOZ Piod
H01s
UM SMIIAIUI
yidap-ul
pup syuanopd
yum Asnins
(n130Y[OND
pup
aA1IpIUDND)

spoyisw g LLOT

vsn PaxIN ‘J|uling
SM3IAIIUI
paIn1dnas
-lwias buisn

Apmas 2510C

|1zoig SAIIDYIPND ‘Ioous|y
DIOP ASAINS

wouy sisAjpuo <,cLoz

VSN  [DUOIID5-5501) ‘2hSNopy

103K

ubisap Apnis ‘loyany

(panunuod) ‘g 3jqoL

© Royal College of Physicians 2017. All rights reserved.

512



Barriers/facilitators to HIV testing in older age

3nsal AIH aAsod b Jo

103} ‘ATH Yum 1apjo buiag
10 AIH 03 paipjal pwbng

159)-UOU UHM P3)DID0SSD
510390} [on3dadisd

3SD3SIp
101DDIpUl
[o21UIP D
Buikynuspi
10U dDH

1s9)-uou
U}M P3)DID0SSD

SMDIS
yypay Jood 1o
11D} PAAIDDIR

159}
U}IM pa3pId0ssn

S10J0D} [0J11IDId  S1039D) [pnydadiad

210oy3pay Joy Aod
03 SUD3W |DPUDULY
Buiaoy ‘duninsul
yaoay yim swajqo.d
ou buioday

Uu2.0s
11S 2nowoidwiAso up
4O 1nd SD SIS ATH
annisod b yam Jaupnd
‘SSaU||I UOISISAUOD0IDS
yum bupussaid jusnod

1S

J2j0uD Yym pasouboip
juanod ‘uondajul
Jnsiunuoddo uo yum
bunuasaid Juanod 359
0} uospal b buiAby dDH

3533 Y}IM paIpId0SSD
510300} [D213IDIJ

1sod

SU3 Ul ATH 104
pa1s3] U2

poY %80¢

pauodal JoN

payodal JoN

sajp1 bunsa

¥o0|q d1undsiH
-UoU % €€ ‘OUYM
J1updsiH-uou % /9
S|PWa} % 65

SIpak /G abp
ubaW ‘sIndh 79—0G
abupl aby

SID9A 09<

S|PWa} % 05

SIpak G9 abp
upaw ‘sindk 0g—05
abuni aby

sansuaPDIDYd 3jdwng

Lzs'e

7€

((91=u)
SM3IAIRUI
[oNpIAIpUI

(7z=u)

SUOISSNISIP

dnoib

sn0j) O

vsn

AN

ppunbn

azis 3dwpng  Anuno)

DI0P ASAINS
woyj sisAjpuo
[DUOI3S-550.1D)

MIIAD)
$3]0U 950D
9A1122ds0119Y

(sdnoib
SN204 pup
SM3IAIDIUL

yadap-ul
‘UOIIDAISSCO
jundipijind)
spoylawl
yoJpasal
9A13D}I[PNb
buisn ubisap
aAndinsaq

ubisap Apnis

«010T
‘10461

027102
“UHOJSUBN

w2 LOT
,Omwwujv_

103K
‘loyny

(panunuod) 'z 3|qol

513

© Royal College of Physicians 2017. All rights reserved.



Elaney Youssef, Vanessa Cooper, Valerie Delpech et al

AIH JO3su

[DNIPD ISMO)

‘2bpajmouy

AIH 12100d

1591 AIH UD

AJIAIIOD [DNXSS JO [9AS] MO bunsabbns

‘AIH JO 3s1 paniadiad mo 10U dDH
AIH 9ADY 0}

Buinianiad jou ATH 104 359} S9|paau

01 BunuDM JOU ‘ATH JO JSl YI| 3,U0p ATH

10 BuI93) 30U AIDSsadRU 10} pa3sal

Som 3591 b buiPay 30U Ajsnoiaaid

‘AIH 4O S1I MO| paAIadIad Buinoy

31s9)-uou

159)-UOU UHM P3JDIDOSSD  YHM PA)DID0SSD

510100} [on3dadIad  S1039D [DDIIDI]  S1039D) [pMYdadIR

Ajsnoina.d

159} pa3s93 poy

AIH Up Buiia}jo dOH %9¢E
Bunsay AIH
Ul paisalaul
Jou buiag
payiodal
%9°0£ ¥sod
3y3 Ul pa1sal
PoY % 6°CE

Apoay

37 01 bunsay
‘AIH 0} pa159)
Kjsnoina.d 1anau
“Jaunnd ysu-ybiy
(32405 ‘Ayisoun)

210D0S
abpajmou ATH UbIH

EYlonlile)
221nos [pnsn b BuiAby
‘joudsoy ui bunsay

‘ssau|l 03 anp bunsa]  pawodal 30N

2bp

anpnpoidal

1s0d Ul AIH

10} P15} poy

9% k7| (Uonpuop

poojq

Buipnpxe) 1sod

a4} Ul ATH 1o}

pa1s3) U]

ASU AIH panodal mo PRy %9¢
1591

U}IM pPIIDID0SSD  3S9) YUHM PAJDID0SSD
510300} [D213IDIJ

sajp1 bunsa

13410 %z ‘dlundsiy
-uou/UYm % /|
‘UDDLBWY UDDLYY % €/
spWa4 % 00L

sinak |9 abp upipaw

(1'8=0S) sivak 6719
2bp upaW ‘s10dA K8—0g
abupl aby

UDDLISWY UDDIYY % €/

o[owa) % 00L

(1'8=0s) sioak 79 b
upaWw ‘sIndhk 56—05
abuni aby

13430 % ¢ Dlundsiy
%0 ‘UDDLRWY UDDLY
% L7 ®UUm % g
S|PWa} % 9L

SIDak G €6 9bp upIpaw
‘sIpak €'GG abp upaw
‘si0ak / /—0S 2bupi
9bp :dnolb 9GZ ay3 Uy

S|pwa4 %001
sIahk K9—0G abupi aby

sansuaPDIDYd 3jdwng

DI0p ASAINS

woyj sisAjpuo 18002
88k VSN  [DUOIID5-S501) ‘SIMY
DI0P ASAINS
woyj sisAjpuo
[DUOI1D35-55010
SAIIDIUDND
pub 21£00C
71LS vsn 2ANDYPNYD ‘siyy
98z=u dnoib DIOP ASAINS
0S< 798'z=u wouy sisAjoun 1z100C
[030L VSN  [puondas-ssor)  ‘puowbuiz
DI0P ASAINS
wouy sisAjpuo L1102
L20C VSN [oUOIOSS-SS01D ‘IloBim
103k
azis 9| dwpng Anuno)y  ubisep Apmg ‘loyany

(panunuo)) ‘g 3|qoL

© Royal College of Physicians 2017. All rights reserved.

514



Barriers/facilitators to HIV testing in older age

SISO|N2I2QNY = g ‘UOII4UI PARILISUDI} A|IDNX3S = [|§ 4ash Brup snousapiiul = NJAT ‘[puoissajoid a10dyyoay = dOH

abpajmouy ATH oMo

AIH Ubyi Jayio buiyiawos
03 swoidwAs buinguo
10 23pWwoldwAso bulag

159)-UOU UHM P3)DID0SSD
510390} [on3dadisd

foupubaid
4O 9snpdaq
1591 3,U0(Q

AIH 01 painqLio

swoldwiAs

Bbupuauadxy

1s93-uou 159}

UHM P3IDID0SSD YNM p3IDID0SSD

S10J0D} [0J11IDId  S1039D) [pnydadiad

[IETEY]
10100p 4O 3SND3q
‘ssaU||l JO SNDAG

‘uonpUOp poojq

Bunnp ‘uonpsipudsoy

03 anp ‘dn-ypayd
aunnoJ Jo Und

3533 Y}IM paIpId0SSD
510300} [D213IDIJ

%897

(s109K 67-81)
SHNPO dIUPdsiH % 6

19bunoA .
‘o, 997 = 3a0[q
e % 0L ‘OUYM %8/
(103K 79-0S) 0L S .m

SYNpD 12p|0 SbWs} % €°¢S
paISa} 19A]  SIDaA K9—(S 9bupi by
aUYM
J1undsiH-uou % Ok
‘UodIy ouaNd % 61
‘UDDLIBWY UDDIYY % Lb
|IpW %7/
(5'5=@s) sioak 95 260
upaw ‘sIndk 89—05
payodal JoN abuni aby
sojo1 bunss]  sonsuRPLIDYD 3jdwng

azis 3dwpng  Anuno)

DI0P ASAINS
woly sisAjpup
866'LC VSN [DU0I1235-5501)

SM3IAIUI
yidap-ut
‘Apnis
9A13DYIPND

8/ vsn ‘anndudssqg

ubisap Apnis

426661
PO

126661
‘lobalg

103K
‘loyny

(panunuo)) “z 3|qoL

515

© Royal College of Physicians 2017. All rights reserved.



Elaney Youssef, Vanessa Cooper, Valerie Delpech et al

oL/L oL/8 oL/6

A A A

A A A

A A A
[1933,UDD A A
VN VN VN

A A A

A A A

A [1933,UDD A

VN A A

A A A
¢z666L  ,800C  ,,£00C
Rl Sy SIMY

oL/8

VN

VN

A
121002

‘puowbuiz

oL/8

VN

VN

A
Loz

‘I03BIM

oL/8

VN

VN

A
220102

‘Io3BIM

oL/

>

VN

1191 1,up)

z

1193 3,u0D

VN

N
027L0Z

Y110JSusy

oL/L oL/€

A N
A A
A [[933.UB)

VN VN

(193 3,uD3 N

A A

S0 4 LL0C
‘p1o4 ‘NLuing

oL/9

>

VN

1191 1,up)

1193 3,upD

VN

A
¢,2L0Z

afa)yapy

oL/m

|21 3,Uun)

VN

|23 3,UunD)

|21 3,Uun)

(193 3,upd

191 3,up)

oL/9

VN

|[23 3, UunD)

o ELOZ
‘paog

oL/8

VN

VN

aSLOZ
‘p1og

0L/ 103s |p30]
£9DUIPIAS 3|GD|IDAD 1410

yum 1y Apnis siyy Jo synsal ayi og
suonpjndod |poo|

a3 01 paliddo aq synsal ay3 un)
£S3|Nsal Y3 andljeq nok og
¢9s1221d S}Nsal ay3 a1\

(S2IPNIS ||D 104 JUDAS|D)

10N) ¢ybnoua buoj pup 239|dwod
s13[gns Jo dn Moj|o) aY3 SOAN
¢SIsAjpup 1o/pup ubisap ayy ul
JUN022D 03Ul S1010D) BUIPUNOJUOD
UaD} SIOYIND Y3 SADH

£5103004 bulpunojuod 3uppodw
|0 PRIHIIUSPI SIOYIND Y3 SADH
ésbiq

SSIWIUIW 03 PaINSaW A[230INd2D
SWO0DIN0 pUD INS0dxa aY3 SOAA
£SDIq UOIDI39s

asiwiuiw 03 Aom 9|gqpidaddn

uDp Ul Pa}INID31 UOYOD 33 SOA

£9NSS| PasN20y
AIDap 0 ssa1ppo Apnis ayi piq

S91pN3s aAIIDIIUDNYD

Ayonb Apn3s aApIRUDNY V€ 3|qDL

© Royal College of Physicians 2017. All rights reserved.

516



Barriers/facilitators to HIV testing in older age

Table 3B. Qualitative study quality

Qualitative studies Lekas, Alencar, Barnett, Kuteesa, Siegel,
20057 2015% 2011 2012*  1999%'

Was there a clear statement of the aims? Y Y Y Y Y
Is the qualitative methodology appropriate? Y Y Y Y Y
Was the design appropriate to address the aims? Y Y Y Y Y
Was the recruitment strategy appropriate to address the aims? Y Y N Y N
Was the data collected in a way that addresses the research issue? Y Y N Y N
Has the relationship between researcher and participant been adequately N N Y Y N
considered, and has their own role been examined to reduce bias?
Have ethical issues been considered? N Y Y Y N
Was the data analysis sufficiently rigorous? N N N Y N
Is there a clear statement of findings? N N N Y Y
Is the research valuable? Y Y Y Y Y
Total score /10 6/10 7/10 6/10 10/10 5/10
decision to offer an HIV test. '7*” Having health insurance Patient-related factors associated with not testing for HIV
or financial means to pay for healthcare was significantly People who had tested for HIV previously were less likely to
associated with a decision to test for HIV in studies from test again.'? One study acknowledged that older, menopausal
the USA.'»?2% women did not attend for antenatal care resulting in a lost

Table 4. Factors associated with test and non-test

Patient
Perceptual factors associated Perceptual factors associated Practical factors associated
with test with non-test with test
High perceived (or actual) risk Low perceived risk Regular use of healthcare

services

HIV-related knowledge or No symptoms or symptoms not  Offered or encouraged to test
awareness associated with HIV by a healthcare provider
To protect partner or because of ~ Stigma Physical symptoms

partner’s status/risk

Curiosity Fear of a positive result Having health insurance or
the financial means to pay
for healthcare

Symptoms attributed to HIV Hopelessness regarding lack of
treatment
Perceived poor health status Government mistrust
Belief in AIDS-related conspiracy
theories
Clinician
Preconceptions about older Patient presenting with
people (including older people symptoms or disclosing risk
lack understanding of HIV, factors
older people are less at risk
and older people would feel
uncomfortable)
Clinician uncomfortable Testing as part of a routine
addressing risk factor check-up
questioning/sexuality of older

patients

© Royal College of Physicians 2017. All rights reserved.

Practical factors associated
with non-test

Having tested for HIV previously
HIV test not suggested by a

healthcare provider

Dislike of needles

Lack of HIV information and
failure to identify a clinical
indicator disease

Lack of time
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opportunity for HIV testing.”® Not having an HIV test
suggested by a HCP was significantly associated with not testing
in one survey."? Finally, not liking needles was reported by one
study as a barrier to testing.'?

Clinician-related factors associated with offering an HIV test
HCPs were more likely to offer a test when a patient presented
with symptoms or disclosed high-risk behaviours, indicated

in one survey'® and one study that used a case notes review
design.”® Offering an HIV test as part of a routine check-up was
reported by one survey as a facilitator.'

Clinician-related factors associated with not offering an HIV test
A lack of HIV-related information, including not being able

to identify an HIV clinical indicator disease and a feeling that
HIV-related information was not available to older people
were reported as factors associated with not offering an HIV
test.'?®? One study reported lack of time as a barrier.”

Discussion

Several factors associated with a decision to test for HIV in
older age have been identified. The most commonly reported
patient-related factors associated with test were frequently
using healthcare, high perceived or actual risk of HIV, having
some HIV-related knowledge and being offered/encouraged
to test by a HCP. Conversely, the most commonly reported
patient-related factor associated with not testing was low
perceived risk of HIV.

Low risk perception is a commonly cited barrier to HIV testing
regardless of age, highlighted in a previous review.”’ However,
despite disclosing HIV risk behaviours, some patients still
perceive themselves to be low risk.**' In the older population,
this low perceived risk may be exacerbated by the perception
HIV is a young person’s disease.'” Despite public opinion,
evidence shows that many older people remain sexually active;
one study indicated the main reason for lack of sex in this group
may be physical limitations, not because of lack of desire or
opportunity.” Indeed, there has been an increasing emergence
of online dating sites aimed at older people.** Although this is
not unique to older people, relationship transitions — common
in older age — may increase the likelihood of meeting new
partners after an established relationship.® Studies indicate
condom use among older people is low,”* which may be due to
alack of confidence in negotiating condom use when starting a
new relationship, or because postmenopausal women no longer
worry about pregnancy.”® Additionally, availability of drugs
such as sildenafil mean erectile dysfunction may no longer be
a barrier to sex for older men. Physiological changes in older
age, such as vaginal dryness, may actually put older women at
increased risk of HIV.*

Misconceptions about older people were the most commonly
identified barrier to offering an HIV test to older people;
however, greater engagement with healthcare was associated
with testing. It is therefore salient that HCPs’ preconceptions
about older people or feeling embarrassed in terms of
addressing their risk may prevent them from offering older
patients an HIV test. This shows a mismatch between what
clinicians perceive older people feel regarding HIV testing
and what they may actually feel. This phenomenon may in
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part be due to fear of harming the doctor-patient relationship
or a lack of training on how to initiate a conversation with a
patient around HIV testing.’ This is in line with evidence
from one study indicating that GPs do not feel sexual health is
a suitable topic to discuss with older patients.”” Not having a
HCP discuss HIV with this group may actually reinforce their
perception that they are not at risk. However, HIV tests have
been repeatedly found to be acceptable to patients; one study
found >90% of patients (all ages) accepted an offer of a routine
HIV test; however, older people were significantly less likely to
be offered a test by a clinician.’

The themes identified in this review may be useful in
designing interventions to increase testing rates in the older
population. In order for intervention(s) to be successful, they
will have to address patient and clinician-related barriers.
Routine screening in secondary care may overcome some of
the identified barriers; it would help to normalise HIV testing
and expose the older population to health promotion messages,
salient since a lack of HIV knowledge was also shown to be a
barrier to testing in this group. This would also overcome a
need for self-identifying as at-risk as everyone would be eligible
to test, and may alleviate any uncomfortable feelings HCPs may
have in risk factor questioning with this group. Additionally,
this approach would overcome having to identify a clinical
indicator disease in order to offer an HIV test, which has
been suggested as one of the biggest barriers associated with
non-adherence to testing guidelines in the UK.*® However,
HIV testing guidelines already suggest routine screening of
all acute admissions in high prevalence areas”® but increasing
rates of LD among the older population suggests this is not
occurring. Clinicians would therefore need adequate training
and encouragement to routinely offer HIV tests.

Routine screening in primary care may also be appropriate
to increase testing rates in older adults. Many interactions with
healthcare services in older age occur in primary care,” for
example for the management of comorbidities. Also, familiarity
with the GP may make conversations regarding HIV easier
although there is little evidence about how a relationship with
a clinician might affect willingness to discuss sexual health
in this group. Despite this, primary care may present a more
appropriate venue for testing. However, because GPs don’t always
proactively address sexual health in older populations,” specific
training or incentives may be required in order to achieve this.
Potential cost implications will have to be considered.

Limitations

Reviewed studies used diverse methods to assess different
aspects of care meaning it was not possible to compare findings
across studies, or between different populations. As a result, a
narrative approach was undertaken to synthesise data. Although
this methodology is most appropriate, there is the potential for
bias in terms of over or under representation of study data.
Included studies were mostly from the USA and so findings
may not be generalisable, particularly to settings were
healthcare services are not privatised. Further, some included
studies were conducted several years ago and it is acknowledged
that ongoing advances in HIV may mean factors associated
with a decision to test for HIV identified in these studies may
not still be relevant. Lastly, it is also acknowledged that sexual
behaviour and attitudes to HIV testing is likely to vary between

© Royal College of Physicians 2017. All rights reserved.



people aged =50 years. However, there is little research in this
area and so this review is an important first step.

Conclusions

Clinicians’ beliefs that people 250 years are not at risk of HIV,
or feel uncomfortable discussing risk were the most commonly
cited barriers to offering a test. Conversely, being offered or
encouraged to test by a HCP was among the most commonly
cited facilitators to testing. This shows a divide between
clinicians’ preconceptions and patient’s expectations, which
may impact on testing rates. These findings suggest that it is
important for clinicians not to make preconceptions about risk
of HIV in older people. Further, routine test offer — regardless of
patient age — would encourage more of these patients to test for
HIV. A gap between patients’ perceived risk and actual risk may
also need to be addressed. However, there is a lack of evidence
and more work is needed to verify these findings and establish
which factors are relevant to the UK setting. m

Conflicts of interest

This work is part of EY’s NIHR Doctoral Research Fellowship (Ref:
DRF-2015-08-086). All other authors declare they have no competing
interests.

Author contributions

All authors were involved with study design and have reviewed

the manuscript. Literature searching was performed by EY and

data collection, extraction and quality analysis was performed
independently by EY and VC. Data analysis was performed by EY, VC
and JW and data interpretation by EY, VC, JW and KD.

Acknowledgments

This article presents independent research funded by the National
Institute for Health Research (NIHR). The views expressed are those
of the author(s) and not necessarily those of the NHS, the NIHR or the
Department of Health.

References

1 Kirwan P, Chau C, Brown A, Gill O, Delpech V, contributors. HIV
in the uk — 2016 report. London: Public Health England, 2016.

2 Hall HI, Holtgrave DR, Maulsby C. HIV transmission rates from
persons living with hiv who are aware and unaware of their infec-
tion. AIDS 2012;26:893-6.

3 Yin Z, Brown A, Hughes G et al. HIV in the United Kingdom: 2014
report. London: Public Health England, 2014.

4 Antinori A, Coenen T, Costagiola D et al. Late presentation of hiv
infection: a consensus definition. HIV Med 2011;12:61-4.

5 Public Health England. HIV: annual data tables. London: Public
Health England, 2015. https://www.gov.uk/government/statistics/
hiv-annual-data-tables [Accessed 14 September 2017].

6 CASCADE Collaboration. Differences in cd4 cell counts at
seroconversion and decline among 5739 hiv-1-infected individuals
with well-estimated dates of seroconversion. J Acquir Immune Defic
Syndr 2003;34:76-83.

7 British HIV Association, British Association for Sexual Health
and HIV, British Infection Society. UK national guidelines for HIV
testing 2008. London: British HIV Association, 2008.

8 National Institute for Health and Care Excellence. HIV testing:
increasing uptake among people who may have undiagnosed HIV.
NICE guideline No 60. London: NICE, 2016.

© Royal College of Physicians 2017. All rights reserved.

10

11

12

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

Barriers/facilitators to HIV testing in older age

Health Protection Agency. Time to test for HIV: Expanding HIV
testing in healthcare and community services in England. London:
Health Protection Agency, 2011.

Ellis S, Curtis H, Ong EL, (BHIVA) BHA, sub-committee

BCAaS. HIV diagnoses and missed opportunities. Results of the
British HIV Association (BHIVA) national audit 2010. Clin Med
2012;12:430-4.

Wigfall LT, Richter DL, Torres ME et al. HIV testing among midlife
women in the deep south: an analysis of the 2008 Behavioral

Risk Factor Surveillance System survey data. ] Womens Health
2011;20:933—-41.

Akers A, Bernstein L, Henderson S, Doyle ], Corbie-Smith G.
Factors associated with lack of interest in HIV testing in older at-
risk women. ] Womens Health 2007;16:842-58.

Akers A, Bernstein L, Doyle ], Corbie-Smith G. Older women

and HIV testing: examining the relationship between HIV testing
history, age, and lifetime HIV risk behaviors. Sex Transm Dis
2008;35:420-3.

Horne R, Weinman J, Barber N, Elliott R, Morgan M. Concordance,
adherance and compliance in medicine taking. London: National
Institute for Health Research (NIHR) Servicy Delivery and
Organisation (SDO) programme, 2005:11.

Adekeye OA, Heiman HJ, Onyeabor OS, Hyacinth HI. The new
invincibles: HIV screening among older adults in the U.S. PLoS
ONE 2012;7:e43618.

Barnett LC. Factors contributing to the increase in HIV/AIDS and
late diagnoses of the virus among older adults. Minneapolis, MN:
Walden University, 2011.

Lekas HM, Schrimshaw EW, Siegel K. Pathways to HIV testing
among adults aged fifty and older with HIV/AIDS. AIDS Care
2005;17:674-87.

Ford CL, Godette DC, Mulatu MS, Gaines TL. Recent HIV testing
prevalence, determinants, and disparities among U.S. older adult
respondents to the behavioral risk factor surveillance system. Sex
Transm Dis 2015;42:405-10.

Ford CL, Wallace SP, Newman PA et al. Belief in AIDS-related con-
spiracy theories and mistrust in the government: relationship with
HIV testing among at-risk older adults. Gerontologist 2013;53:
973-84.

Mensforth S, Goodall L, Bodasing N, Coultas J. Late diagnosis
among our ageing HIV population: a cohort study. J Int AIDS Soc
2014;17 (Suppl 3):19692.

Siegel K, Schrimshaw E, Dean L. Symptom interpretation: implica-
tions for delay in HIV testing and care among HIV-infected late
middle-aged and older adults. AIDS Care 1999;11:525-35.

Wigfall L, Williams E, Sebastian N, Glover S. HIV testing among
deep south residents 50 to 64 years old with cardiovascular disease
and/or diabetes. ] Natl Med Assoc 2010;102:1150—-7.

Ford CL, Lee SJ, Wallace SP et al. HIV testing among clients in high
HIV prevalence venues: disparities between older and younger
adults.AIDS Care 2015;27:189-97.

Kuteesa MOS J.; Cumming R. G.; Negin J. Older people living with
HIV in uganda: understanding their experience and needs. Afr |
AIDS Res 2012;11:295-305.

Iyer KV, Castor T, Malik R, Ehrlich A. Physicians’ screening for
HIV risk factors in older adults. ] Am Geriatr Soc 2011;59 (Suppl
1):5200.

Alencar RA, Ciosak SI. Late diagnosis and vulnerabilities of the
elderly living with HIV/AIDS. Rev Esc Enferm USP 2015;49:227-35.
Zingmond D, Wenger N, Crystal S ef al. Circumstances at HIV
diagnosis and progression of disease in older HIV-infected
Americans. Am ] Public Health 2001;91:1117-20.

Mack K, Bland S. HIV testing behaviors and attitudes regarding
HIV/AIDS of adults aged 50—64. Gerontologist 1999;39:687-94.
Deblonde J, De Koker P, Hamers F et al. Barriers to HIV testing
in Europe: a systematic review.Eur ] Public Health 2010;20:
422-32.

519


https://www.gov.uk/government/statistics/hiv-annual-data-tables

Elaney Youssef, Vanessa Cooper, Valerie Delpech et al

30

31

32

33

34

35

520

Pringle K, Merchant R, Clark M. Is self-perceived HIV risk con-
gruent with reported HIV risk among traditionally lower HIV risk
and prevalence adult emergency department patients? Implications
for HIV testing. AIDS Patient Care STDS 2013;27:573-84.

Lindau S, Schumm P, Laumann E et al. A study of sexuality and
health among older adults in the United States. N Engl ] Med
2007;357:762-74.

McWilliams S, Barrett A. Online dating in middle and later life: gen-
dered expectations and experiences. | Fam Issues 2014;35:411-36.
Sherman C, Harvey S, Noell J. “Are they still having sex?” STI’s and
unintended pregnancy among mid-life women. ] Women Aging
2005;17:41-55.

Schick V, Herbenick D, Reece M et al. Sexual behaviors, condom use,
and sexual health of Americans over 50: implications for sexual health
promotion for older adults. J Sex Med 2010;7(Suppl 5):315-29.
Durvasula R. HIV/AIDS in older women: unique challenges, unmet
needs. Behav Med 2014;40:85-98.

‘This landmark report lays out in the starkest terms
yet the devastating impact air pollution is having on
our health, our economy and our society as a whole.’

EverP/ breath we take
ifelong impact

The
of air pollution

This major report plainly sets out the dangerous impact that air
pollution has on our nation’s health. Compiled by experts in medicine
and environmental sciences, the report discusses the current evidence

and draws up recommendations for action.

ISBN 978-1-86016-567-2 £15 including p+p or free to download

Royal College
of Physicians

36

37

38

39

Arya M, Patel S, Kumar D et al. Why physicians don’t ask: interpersonal
and intrapersonal barriers to HIV testing — making a case for a patient-
initiated campaign. J Int Assoc Provid AIDS Care 2016;15:306—12.

Gott M, Hinchliff S, Galena E. General practitioner attitudes to
discussing sexual health issues with older people. Soc Sci Med
2004;58:2093-103.

Hunter E, Perry M, Leen C, Premchand N. HIV testing: getting

the message across — a survey of knowledge, attitudes and practice
among non-HIV specialist physicians. Postgrad Med ] 2012;88:59-65.
Gregory S. General practice in England: An overview. London: The
King’s Fund, 2009.

Address for correspondence: Ms Elaney Youssef, Brighton
and Sussex Medical School, Room 318b Mayfield House,
University of Brighton, Falmer, Brighton BN1 9PH, UK.
Email: e.k.youssef@bsms.ac.uk

Download the report:
rcplondon.ac.uk/pollution

Order a copy:
shop.rcplondon.ac.uk

© Royal College of Physicians 2017. All rights reserved.



