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Abstract
Background: Older people continue to be disproportionately affected by late HIV diagnosis,
which results in increased morbidity and mortality. Despite high acceptance of HIV testing
generally, older people are less likely to undergo testing than younger people. Two previous
studies have been conducted, one focussing on patient-related and one focussing on clinician-
related factors associated with HIV testing in older age (=50 years)
Objective: This study is an integrated analysis from two linked studies - one focussed on
patients, and one focussed on clinicians - to understand overlap in views and experiences of
HIV testing in older age, to outline the clinical implications of the findings, and to highlight
potential interventions to improve testing in this group.
Methods: This qualitative study utilised semi-structured interviews conducted with 20
clinicians who were not HIV care specialists, but who had recently seen an older person
prior to their HIV diagnosis, and 20 people who had been diagnosed late with HIV aged
50+. Interviews were audio recorded, transcribed verbatim and thematically analysed. The
combined synthesis reported here was planned a priori as part of a sequential design.
Results: Seven clinician- and seven patient-related themes were associated with undergoing
HIV testing in older age. This article discusses the four themes that were common to both
groups: poor knowledge, incorrect symptom attribution, inaccurate perception of risk, and E:’;Ziﬁ;’o”j:s”:fem:
stigma. Department of Medical
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and continued condom use.! However despite this
success, the rates of new diagnoses across much of
Europe among older people (those aged =50
years) have continued to increase.? Furthermore,
an HIV diagnosis in older age continues to be
associated with disproportionate rates of late diag-
nosis (a diagnosis with a CD4 count of <350 cells/
ul or presentation with an AIDS defining event)
when compared with younger people.! Although
the number of older people newly diagnosed with
HIV is fairly small compared with other condi-
tions, which commonly affect this group (e.g.
heart disease and cancer), high rates of late diag-
nosis result in increased morbidity and mortality
and onward transmission.!

Despite the common perception of asexuality in
older age,?> many older people are sexually active,
and sex remains important to quality of life as
people age.* Behavioural factors, many of which
promote and facilitate sex in older age, put this
group at continued risk. These include relation-
ship transitions such as widowhood and divorce,
a lack of condom use,>° the increased use of web-
sites and social media which target older people,”
and the availability of drugs to treat sexual dys-
function. This can partly explain increasing rates
of sexually transmitted infections observed in this
group. However, despite ongoing risk of HIV,
many older adults do not perceive themselves to
be at risk, even among those reporting risk behav-
iours.® Similarly, many clinicians perceive older
people to be at lower risk of HIV, and evidence
suggests that many feel uncomfortable discussing
HIV testing with older patients.® This may partly
explain why clinicians are significantly less likely
to offer HIV testing to older patients.10

Previous articles have reported patient- and clini-
cian-related factors associated with testing for
HIV in people aged =50 years.%!1 This article

synthesises findings from overlapping themes.
The aims of this article are to explore the overlap
in views and experiences between patients and
clinicians, to outline the clinical implications of
the findings, and to highlight potential areas for
interventions to improve testing in this group.

Methods

Study design

This was a qualitative study with integrated anal-
ysis of patient and clinician data. With an inten-
tional design, the data from previously reported
qualitative studies conducted concurrently — one
with patients!! and one with clinicians® — were
analysed for this study. The integrated analysis
reported in this study was planned a priori.12

Participant selection

Two linked qualitative studies were conducted
concurrently: one with patient participants and
one with clinician participants. This article pre-
sents novel analyses designed to synthesise the
common themes from those two studies. Full
details of study methods utilised are reported
elsewhere.%11 Briefly, eligible patient participants
(see Box 1) were identified and contacted by a
member of their local HIV team. Contact details
of interested participants were passed to the first
author who contacted them directly to arrange a
study visit located in a private room at their usual
HIV centre. Eligible clinician participants (see
Box 1) were non-HIV specialists who were identi-
fied via a healthcare utilisation questionnaire con-
ducted with patient participants, and from a
review of patient participants’ medical records to
identify clinicians they had seen in the 3 years
preceding diagnosis. To maintain patient confi-
dentiality, clinician participants were not given

Box 1. Eligibility criteria for patient and clinician participants.

Patient participants

Clinician participants

Aged =50 years at time of HIV diagnosis
Diagnosed late with HIV (defined as a diagnosis
with a CD4 <350 cells/ul, or with an AIDS
defining event)'3

Diagnosed with HIV in the previous 1-36 months
Able to give informed consent

e Had been involved in the care of a patient
participant up to 3 years before their HIV
diagnosis, but were not HIV specialists

e Patient participant agreed for the clinician to be
contacted
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details of the patient they had seen. However,
despite this, eligible clinicians were only con-
tacted if the patient agreed for contact to be made.
Clinician participants were contacted via email to
arrange interviews located in a private room
within their National Health Service (NNHS)
Trust.

Study setting

All recruitment was conducted in HIV centres
and NHS Trusts in South East England.
Purposive sampling ensured participation of
patient participants from areas of high and low
HIV prevalence, from large and small HIV cen-
tres, and with a range of demographics. This
strategy also ensured participation of clinician
participants working in areas of high and low local
HIV prevalence, and those from a range of clini-
cal specialities.

Data collection

Each participant was invited to an interview with
the first author, who was previously unknown to
them. At the time of the interview, the interviewer
was a doctoral student with previous experience
conducting qualitative interviews. At the study
visit, the participant was given information about
the study and written informed consent was
sought. All participants completed a basic demo-
graphic questionnaire providing self-reported
data to aid recruitment. All participants com-
pleted a semi-structured qualitative interview
lasting approximately 45 min. Interview topic
guides were based on the results of a systematic
review conducted by the research team, which
highlighted patient- and clinician-related barriers
and facilitators to testing for HIV in older age,!4
and were updated as data collection and analysis
progressed.!>

Data analysis

All interviews were audio recorded, transcribed
verbatim and checked for accuracy. Transcripts
were analysed using Braun & Clark’s!® six-step
guide for Thematic Analysis (details of analysis
have previously been reported).®!! Data were
managed using NVIVO 11. A pragmatic critical
realist approach was used.!> Due to the explora-
tory nature of the study, analysis was data driven
and therefore no specific theoretical framework

was used. This approach meant that data collec-
tion and analysis was not restrained by a previ-
ously specified theory, and novel factors that were
identified could be explored with subsequent par-
ticipants. At all stages of analysis, the first author
consulted co-authors to agree coding and inter-
pretation. Although participants were not con-
sulted to review and agree transcripts or findings,
a multidisciplinary study steering group consist-
ing of clinicians, methodological experts and a
patient expert in HIV provided feedback from
patient and clinician perspectives.

Patient and public involvement

A patient representative and member of the study
steering group was involved in all aspects of the
study. They were recruited through a community
organisation, and had previously worked with
members of the study team. The patient is an
expert in HIV care and has lived experience of
living with HIV. They contributed to the overall
design of the study, advised on the recruitment
strategy, assisted with the development of study
materials, commented on analysis and interpreta-
tion of study results, and has reviewed all confer-
ence abstracts and articles for publication.

Ethical considerations

Ethical approval was granted by the South Central
— Hampshire B Research Ethics Committee (Ref:
16/SC/0279). Written informed consent was
sought for every participant in accordance with
Good Clinical Practice (GCP) guidelines.1?

Results

Forty qualitative interviews were performed (20
with patient participants and 20 with clinician
participants). Both groups varied in terms of their
demographics (Table 1).

Seven patient- and seven clinician-related factors
associated with whether an older person under-
goes HIV testing were identified. Full results from
these two studies have been separately reported
elsewhere.%11 Figure 1 shows that there was sub-
stantial overlap in the views and experiences of
patients and clinicians. Four themes were identi-
fied in both the patient and clinician interviews —
poor knowledge, incorrect symptom attribution,
inaccurate perception of risk, and stigma. Each of
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Table 1. Participant demographics.
Patient participants n, (%)
Age in (median, range) 58 years (52-80)
Gender Male 14 (60)
Female 6 (30)
Sexuality Heterosexual 12 (60)
Gay 6 (30)
Bisexual 2 (10
Ethnicity White 16 (80)
Black African/Caribbean 4 (20)
High/low prevalence area High 12 (60)
Low 8 (40
Clinician participants n, (%)
Speciality Medicine 10 (50)
Surgery 7 (35)
Acute/emergency medicine 3(15)
High/low prevalence area High 12 (60)
Low 8 (40)
Patients Clinicians

* Experience of
early HIV/AIDS
campaigns

* Generational
approach to
health and
sexual health

Type of testing
and testing
venue

Poor
knowledge

Incorrect
symptom
attribution

Inaccurate

risk

Stigma

perception of

Discussing HIV
with patients

* Practical issues

Consent
procedures

Figure 1. Venn diagram displaying unique and overlapping patient- and clinician-related factors associated
with undergoing HIV testing in older age.
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these is discussed below, and illustrated with
quotes presented with participant information.

Poor knowledge

Patients and clinicians both reported having out-
dated HIV-related knowledge, which acted as a
barrier to seeking or offering an HIV test in older
age. For many patients, their knowledge of HIV
was informed by early HIV/AIDS campaigns. A
lack of health promotion materials outside of gay
venues or media since this time meant that the
majority were misinformed about HIV. Not only
did this extend to misperceptions about the clini-
cal outcomes associated with an HIV diagnosis,
but some did not even know where to go to
undertake testing. The majority of clinicians
reported that they had not received HIV-related
information since medical school or early in their
carecer. Most reported that their knowledge
tended to be focussed on their specialist clinical
area, so they were not exposed to updated infor-
mation about HIV. Both groups felt that older
people in particular had poor HIV-related knowl-
edge and would benefit from targeted health pro-
motion messages as a way of improving HIV
testing in this group:

This whole thing about being over 50, it’s a lot of . . ..
you’re just simply not exposed to it [HIV-related
information], in the way that you would have been.
(patient, 53, white, gay)

Younger people might be more, more up to date
about it, because they may be exposed to the
possibility. So, I think older people might feel that

. .. it’s more a serious condition . . .. the outlook is

bleak. (clinician, medical speciality, high prevalence)

Although both groups discussed the need for
updated information, the information they felt
they required was different. Clinicians reported a
requirement for structural and practical informa-
tion regarding testing such as updates on HIV
testing guidelines and consenting procedures.
Patients reported a need for updates on the medi-
cal advances in HIV, and for basic information
such as where they could go to test for HIV:

I never knew this clinic existed. I’ve lived in this
town 40 years, didn’t know really what it was, until
that young girl at work said to me the week before
that she’d been here. (patient, 57, white, female)

Incorrect symptom attribution

Both groups discussed the important influence of
symptom attribution on whether an older person
undergoes HIV testing. Patients and clinicians
both tended to associate symptoms in an older
person with something other than HIV, often
something age-related:

Some of my symptoms I would have put down, and
I think other medical people would have put down,
to my age. You know is it all part of the process of
getting older anyway. (patient, 68, white,
heterosexual man)

I would consider usually a pneumonia to be just
something that you’re, that when you’re elderly and
have lots of medical problems that you’re susceptible
to, and I wouldn’t be thinking HIV. (clinician,
acute/emergency medicine, high prevalence)

Although the perception that older people were
less at risk of HIV was a significant driver towards
this opinion in both groups, for patients this was
compounded by their experience of other health
conditions. For this reason, patients tended to
attribute symptoms to conditions they were aware
of through health promotion campaigns, such as
cancer, or something a friend or loved one had
previously experienced. Although clinicians also
believed older people to be at lower risk of HIV,
this misattribution of symptoms was compounded
by their own perceptions of illness burden among
older groups. Clinicians associated HIV with an
‘unusual presentation’. For this reason, many
found it difficult to identify symptoms which indi-
cated HIV in older patients who often present
with pre-existing comorbidities. In this older
cohort, illness was expected and therefore it was
often felt that further investigation such as HIV
testing was not warranted:

A 35-year-old person, it’s much more uncommon
for them to get pneumonia and you think ‘well why
is that? They shouldn’t be immune-compromised’.
Whereas nearly every elderly person I see has got a
reason for being immuno-compromised. So yes,
you would think of it differently with age. (clinician,
acute/emergency medicine, high prevalence)

Patients and clinicians both discussed the poten-
tial impact of treating symptoms in isolation and
how this can potentially lead to a delay in under-
going HIV testing. Clinicians reported that they
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tended to treat symptoms in isolation and usually
within the realms of their own speciality, which in
some instances resulted in an HIV diagnosis hav-
ing been missed. This supported patients’ claims
that receiving care from several clinicians within
primary and secondary care resulted in a lack of
consistency whereby individual symptoms were
treated separately rather than holistically:

When you see a constellation of symptoms and, and
clinical features, you’re going to think of the
respiratory things first — and then you’ll try and fit
them into your particular way of, um, way of seeing
things. (clinician, medical speciality, high prevalence)

I think the lack of consistency means that not one
person will sit there and say “Well we’ve tried this,
we’ve thought of this’, nobody did that, it was just
you present, you're given five minutes, let’s think
what the most likely thing is. (patient, 57, white,
heterosexual woman)

Inaccurate perception of risk

The perception that older people are at lower risk
of HIV — held by both patients and clinicians —
was identified as a barrier to undergoing HIV
testing in older age. When a person did not feel at
risk of HIV, there was no motivation to seek test-
ing. Interviewees noted that their low perceived
risk of HIV was influenced by media messages
and images that associated HIV risk with particu-
lar groups such as men who have sex with men
(MSM), people who inject drugs, younger peo-
ple, or people who had a history of risky sexual
behaviours such as unprotected intercourse and/
or multiple partners. This stereotyping was often
informed by early HIV/AIDS media campaigns,
and was commonly reported by both groups:

I think the media only tells you what the media
wants you to know and . . .. it paints a picture of
these people that are all sharing needles in alleyways
and things like that and then, oh dear, then they get
HIV, or promiscuous, gay people. (patient, 57,
white, heterosexual woman)

I still got the impression you know, that it’s a
relatively young, well a disease affecting the young,
and relatively young. (clinician, medical speciality,
low prevalence)

There was agreement between both groups that
the perception of low risk of HIV in older age was

due to the belief that older people were more sen-
sible and therefore less likely to take part in risky
behaviour associated with HIV acquisition. As a
result of these stereotypes, some patients reported
that they felt clinicians were less likely to offer
them an HIV test:

I don’t fit into the demographic, do I? I’'m not a
young, I’m not a gay person, I’'m not African, 'm
not any of those things am I? In their mind I’m just
a middle aged . ... I think they thought I was a
middle aged hypochondriac to be honest (patient,
57, white, heterosexual woman)

However, despite clinicians agreeing that older
patients did not fit within their perceptions of a
high risk person, they reported that this was not a
driver in a decision to offer an HIV test to an
older person. This highlights an inconsistency in
the views of patients and clinicians. Despite this,
some clinicians did discuss how they formed ste-
reotypes of their whole cohort rather than of indi-
vidual patients. This was usually based on their
perception that their entire patient cohort was at
low risk due to features such as advanced age,
ethnic mix, or social class:

I tend to think they’re all low risk around here to be
honest. (clinician, medical speciality, low prevalence)

Although some clinicians reported that they
would not let individual stereotypes influence
whether they offered HIV tests, some reported
that they would be more likely to offer an HIV
test to an older patient if they reported risky
behaviours. However, more commonly, clinicians
reported that they were unlikely to do any kind of
risk assessment for HIV, particularly in older
patients.

Stigma

Stigma was commonly discussed by both patients
and clinicians. Both groups reported that HIV-
related stigma was due to HIV being seen as a
disease affecting particular sub-groups, including
MSM, injecting drug users or people engaging in
high risk sexual behaviours. As a result, HIV was
often seen as socially unacceptable, and there was
an element of shame or blame associated with a
diagnosis of HIV:

If you’ve got lung cancer, even if you are a heavy
smoker and always have been a heavy smoker, there
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is a certain amount of sympathy for you . ... But
somehow, lung cancer in a smoker is socially
acceptable, HIV in anybody else isn’t. (patient, 68,
white, heterosexual man)

I think people do know about HIV and they associate
it with either risky behaviour or homosexuality,
which they might not be very tolerant of. (clinician,
medical speciality, low prevalence)

Patients commonly felt that people made assump-
tions about someone living with HIV, and as a
result this potentially had an impact on whether
they would seek HIV testing. Some older people
felt people would treat them differently if they
were diagnosed with HIV and feared social isola-
tion. Patients and clinicians both reported an
added stigma in being diagnosed with HIV in
older age. Commonly it was agreed that this was
due to the perception that older people either
they do not engage in sexual activity, or do not
engage in high risk behaviours commonly associ-
ated with HIV:

I would tend to use the phrase ‘old enough to know
better’. If you were some sort of rampant teenager
caught up in the excitement of your first time or
whatever, then you could understand them not
taking the necessary precautions. (patient, 68,

white, heterosexual man)

Well everybody these days thinks people over thirty
are old don’t they? But yeah in older life, possibly
they think that people don’t have more partners,
don’t have unprotected sex, aren’t still promiscuous.
(patient, 55, white, gay)

Clinicians found it difficult to discuss sexual
health with older people, and perceived that older
patients would be offended by the offer of an HIV
test. However, patients were happy to discuss
sexual health with a clinician and would almost
always agree to the offer of an HIV test:

I suspect some older patients will have erm, ideas
about what that means and, and what you’re
suggesting and might be offended I imagine, of a
suggestion that that is something that you need to
test for. (clinician, acute/emergency medicine, high
prevalence)

Being a doctor is not a game, you’re dealing with
people’s lives, so you’ve gotta look at all options no

matter how bad they might be, no matter how good
they might be. So maybe you might not mention
something because you don’t want to offend, but at
the end of the day something has to be done or
mentioned to make that person better. (patient, 55,
black African, heterosexual man)

As a result of stigma, many patients reported a
dislike of utilising sexual health services and
avoided testing services. However, although clini-
cians acknowledged stigma within the healthcare
setting, they perceived it differently to patients.
Clinicians discussed how ongoing stigma meant
that HIV records were kept separately to general
medical records and as a result, they were not
able to access them. Clinicians also felt that test-
ing for HIV was unique and required a lengthy
pre-test counsel.

Discussion

The analysis identified four factors associated
with undergoing HIV testing in older age where
there was significant overlap between the views
and experiences of patients and clinicians.
Because of this overlap, these factors identify
potential areas for intervention to address patient-
and clinician-related barriers to undergoing HIV
testing in older age.

Having poor and outdated HIV-related knowl-
edge was found to be a potential barrier to either
seeking an HIV test in older age, or offering an
HIV test to an older person. These findings are
consistent with literature, which also indicated
that a lack of HIV-related knowledge was a bar-
rier to undergoing HIV testing in older age.1418-22
The majority of current health promotion materi-
als regarding HIV are aimed at a younger audi-
ence,?? and as a result are unlikely to have a strong
influence on the testing behaviours of older peo-
ple. This also leads to older people continuing to
be uninformed about HIV and to hold on to out-
dated beliefs about HIV transmission.”>* This
suggests that health promotion materials which
target this group may help to overcome this bar-
rier. Such information should be tailored to this
group to address gaps in knowledge, and the
modality would need to be appropriate for the
target audience.?’

Our findings reflected previous literature suggest-
ing that many clinicians remain unfamiliar with
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HIV testing guidelines?6-3! and that many report a
lack of understanding regarding requirements for
consent.!8:20:32 However, the majority of patients
and clinicians in these studies tended to report
receiving information passively rather than
actively seeking it. As a result, information will
have to be disseminated directly to the intended
group, rather than the onus being on the patient/
clinician to seek information.

Improved patient and clinician knowledge of
HIV may help normalise HIV testing and reduce
stigma by challenging common misperceptions
about HIV.33 This study revealed that both
groups commonly held misconceptions about
the type of person who may be at risk of HIV
infection, and clinicians often had preconcep-
tions about how an older person might react to
the offer of an HIV test. Stigma continues to be
an ongoing problem for people living with HIV,
and many people living with HIV are worried
about how they will be treated by others because
of their positive status.3* Patients and clinicians
in these studies both reported an added stigma
related to an HIV diagnosis in older age.
Commonly it was agreed that this was due to the
perception that older people either do not engage
in sexual activity, or do not engage in high-risk
behaviours associated with HIV. Although in
this study, the majority of older people likely
acquired HIV through heterosexual sex, both
clinician and patient participants perceived
‘high-risk’ behaviours to be largely associated
with multiple partners or ‘promiscuity’, unpro-
tected intercourse, and/or male same-sex behav-
iour. Previous research supports this finding that
commonly people perceive that older people do
not engage in sexually activity.!435:36 However,
this is in contrast with the observation that many
older adults are sexually active and that sex
remains important to quality of life as people
age.®37 Evidence suggests that ageism felt by
older people living with or diagnosed with HIV
in older age has led to them feeling rejected by
clinicians.3® This ageist stereotype will have to
be challenged in order to improve HIV testing
within the older group.

Clinicians in this study found it difficult to dis-
cuss sexual health with older people and per-
ceived that older patients would be offended by
the offer of an HIV test. This was in direct con-
flict with patient reports, which suggested they

would not be offended. Although it is acknowl-
edged that the older people included in the study
would all have benefitted from earlier testing and
so their views may not be reflective of older peo-
ple generally, clinicians who had experience offer-
ing HIV testing to older people reported that they
almost always accepted. Despite this, clinicians
still felt uncomfortable having a conversation
around HIV with older people. Clinicians’ reluc-
tance to discuss sexuality with an older person, or
being unsure about how to approach this type of
conversation with an older patient is evident from
the literature.3”39 However, these studies and
existing literature also indicate that one of the
biggest facilitators to undergoing HIV testing is
being offered a test or being encouraged to test by
a clinician.1440-42 Fyrthermore, results from these
studies suggest that older patients are happy to
discuss sexual health with a clinician and would
almost always agree to the offer of an HIV test.
This finding has been previously reported, even
when patients do not perceive themselves to be at
risk.42 Despite this, evidence suggests that clini-
cians would rather an older patient initiate discus-
sion regarding sexual health.43> This may explain
why older patients are significantly less likely to
be offered an HIV test than a younger person,!10:44
despite high acceptability among patients gener-
ally.#> This highlights the importance of address-
ing clinicians’ preconceived notions about how an
HIV test will be received by an older patient in
order to increase testing in this group.

For older patients who wish to seek a test, these
studies indicated that many older patients
reported a dislike of utilising specialist sexual
health services, and some even avoided any kind
of HIV testing service. To address this, services
will need to be better set up in order to meet the
needs of this group. This may include dedicated
services aimed at older people which run in pri-
mary care, where anonymity will help to over-
come the barrier associated with attending sexual
health services. Offering HIV testing in primary
care, particularly when testing is routinely offered
to everyone, regardless of age, would also help to
address some of the barriers associated with per-
ception of risk, which was another overlapping
theme among patients and clinicians identified in
these studies.®!! This could include adding HIV
testing to current health screening in primary care
(e.g. for other conditions such as cardiovascular
disease), and alongside ongoing management of
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long-term conditions, as a way of targeting older
people.

Low perceived risk is a barrier to undergoing test-
ing in patients of any age,* and can be seen despite
the disclosure of high-risk behaviours.21:22:47 These
studies indicated that both patients and clinicians
stereotype older people to be at low risk of HIV
because they perceive this group to be less likely to
be part of a hig risk group or take part in risky
behaviour. Indeed, HIV continues to be associated
with high-risk behaviours, and a disease which is
more likely to affect younger people.*® Some
patients reported that these stereotypes made clini-
cians less likely to offer them an HIV test. Some
clinicians reported that they would not let individ-
ual stereotypes influence whether they offered HIV
tests, and some reported that they would be more
likely to offer an HIV test to an older patient if they
reported risk behaviours. However, clinicians com-
monly reported that they were unlikely to do any
kind of risk assessment for HIV, particularly in
older patients. This is consistent with previous
findings suggesting that general screening is
unlikely to include any kind of sexual history,39:4950
and that many clinicians are not prepared to con-
duct a sexual health screen.>® However, clinicians
who have received training feel more confident to
perform a sexual health screen and are more likely
to offer appropriate testing.5%-53

Routinely offering screening would also help to
address barriers to HIV testing associated with
symptom attribution. Attributing symptoms to
something other than HIV, such as ageing, was
reported by patients and clinicians in these stud-
ies. Existing literature supports this finding, sug-
gesting older people find it more difficult to
interpret their symptoms than younger people,
and often attribute symptoms to ageing and/or
the presence of other health conditions.>%5>
Clinicians also reported that they tended to attrib-
ute symptoms in older patients to something age-
related rather than HIV. This misattribution of
symptoms was compounded by their own percep-
tions of illness burden among older groups, which
led to difficulty identifying symptoms indicating
HIV in a patient with pre-existing comorbidities.®
This is consistent with previous research, which
reported that clinicians are likely to assign symp-
toms in older patients to something more com-
mon in older age. Often this is exacerbated by the
presence of other chronic health conditions, and

results in delayed HIV testing.!%50-58 Commonly
clinical indicator conditions (CICs) associated
with HIV are seen in patients diagnosed late with
HIV.5%60 Up to a quarter of patients diagnosed
late with HIV received a CIC diagnosis more than
a year before receiving an HIV diagnosis.>® Failure
to recognise a CIC remains a barrier to offering
HIV testing,!4%! so information regarding com-
mon conditions, which may indicate HIV may be
important when designing education materials for
clinicians.

Recommendations to increase HIV testing

Based on the overlapping factors reported by
older patients and clinicians as associated with
HIV testing, there are several recommendations
to improve HIV testing in this group.

Routine screening. The routine offer of HIV test-
ing to people regardless of age or the presence of
symptoms could help to overcome several barri-
ers highlighted in these studies. This includes hav-
ing to identify symptoms associated with HIV,
performing risk assessments, and having a per-
ceived uncomfortable conversation with an older
patient. It could also address some practical fac-
tors such as time. Adding routine HIV testing to
the primary care setting within current health
screening strategies or well-man/well-woman
clinics might serve as an opportunity for offering
testing to older people. Better dissemination of
HIV testing and consenting guidance, and having
routine testing as part of hospital policy could
potentially help to encourage the offer of testing.

Education. Updated information regarding HIV
needs to be disseminated to clinicians and to the
public. In terms of clinicians, this should be
focussed on practical issues such as testing guid-
ance, consenting procedures and CICs. This
information should be tailored and brief — for
example, to include a list of CICs that relate spe-
cifically to their speciality. For the public, this
information also needs to be tailored to the older
audience. Current health promotion materials,
such as those used for the National HIV testing
week campaign, often exclude older people and as
such, older people do not acknowledge them.
Information should include basic information
such as where to go for HIV testing, as well as
updates on who can be at risk, and advances in
HIV treatment and outcomes.
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Tailored HIV testing services. Many older patients
reported a dislike for utilising sexual health ser-
vices, which was often associated with stigma.
Dedicated sexual health sessions for older patients
within existing sexual health clinics may help to
overcome these barriers. However, this would not
be suitable for those who avoided these services
entirely. For such people, dedicated HIV testing
services in primary care may be preferable as this
affords a level of anonymity.

Strengths and limitations

A key strength of the studies were the included
participants. All of the patient participants were
aged =50 years, with a maximum age of 80 years.
The patients had a range of demographics to
ensure representation of people with a range of
ethnicities, ages, gender identities and sexualities.
Similarly, clinician participants were purposively
sampled to ensure representation of those from a
range of specialities, and those working in areas of
high and low HIV prevalence. Clinician partici-
pants had also recently seen an older patient diag-
nosed late with HIV, which ensure views were
captured from clinicians who had seen an older
patient where an HIV diagnosis had potentially
been missed. Despite these strengths, some limi-
tations remained. Although included clinicians
were from a range of specialities, it was not pos-
sible to include clinicians working in primary
care. Selection bias could mean that participants
who consented to the study had particularly
strong views about HIV testing in older age.
Furthermore, the focus on older people with a
late diagnosis of HIV infection meant that the
views of other older people were not considered:
it is possible that their views of issues including
routine testing may have been different.

Conclusion

Older people are disproportionately affected by a
late diagnosis of HIV, and diagnosis in older age
is associated with increased morbidity and mor-
tality. Despite high acceptance of HIV testing in
this group, offer rate remains low. The included
studies reported seven patient-related and seven
clinician-related factors associated with undergo-
ing HIV testing in older age. There was signifi-
cant overlap in four of these factors: poor
knowledge; incorrect symptom attribution, inac-
curate perception of risk, and stigma, which are

opportunities for intervention. Addressing these
factors could help to improve HIV testing among
older people. Recommendations include rou-
tinely screening patients for HIV regardless of
patient age or presenting condition; improving
knowledge among clinicians and older people via
tailored information and health promotion mate-
rials; and designing tailored HIV testing services
for older people — either within existing sexual
health settings or in primary care settings.
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