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• As we scale up HIV testing in Emergency Departments, we 
need to consider how an algorithm built for outpatient 
screening does not quite fit an acute ED encounter

• Patients have a higher pre-test probability for a positive test 
when coming to an ED with fever and other risk factors in a 
high prevalence area

• There is a difference between screening and testing
• Testing patients may call for a different diagnostic strategy 

than screening patients
• In the meantime, what to do with equivocal results in the ED
• What is an 'equivocal result'?



EQUIVOCAL

ACUTE +
HIV Ab/Ag reactive
HIV Ab not detected
HIV viral load detected

OR

FALSE +
HIV Ab/Ag reactive
HIV Ab not detected
HIV viral load not detected



HIV RNA PCR TESTING

72-hour TAT for HIV RNA 
PCR is long; we do PCR 
tests for influenza, GI 
pathogens, Sars-CoV-
2, many respiratory viruses 
but do not routinely utilize 
HIV PCR testing even 
when testing (vs. 
Screening) a patient

In absence of rapid HIV 
PCR, can we use clinical 
characteristics of patients 
presenting symptomatically 
with a new diagnosis of 
HIV (acute positives) to 
distinguish from 
patients with detectable 
p24 antigen but no HIV.



THIS STUDY

We present equivocal test 
results obtained over a 69 
month period as part of an 
ED based HIV screening 
program at a single large 
urban, quaternary care 
academic medical center in 
the United States.

We examine clinical 
characteristics of acute 
positive and false 
positive patients to better 
understand and 
differentiate the equivocal 
population.



• We implemented an ED-based HIV screening program in May 2016, 
with annual testing representing approximately 22% of the overall ED 
volume ages 13-65 years old, either by following CDC guidelines or 
secondary to provider suspicion of new HIV diagnosis.

• 99,691 patients were tested during a 69-month period (May, 2016 –
February 2022), or an average of 1,445 patients per month. 

• We identified patients that had a reactive ARCHITECT HIV Ag/Ab 
Combo assay screening over that same period and, out of that 
sample, further identified patients with an equivocal laboratory 
signature.

• HIV-equivocal designation was assigned if there was reactivity on the 
fourth generation HIV-1/2 Ab/Ag screening test, and a negative or 
indeterminate result for the Ab differentiation immunoassay.



RESULTS





We analyzed 99 of the 232 equivocals to look 
for distinguishing clinical characteristics



Demographics Acute Positive False Positive p-value
Total n 26 73
Age, median [interquartile range] 31.5 [18.5] 46.0 [23.7] <0.001
Sex, n (%) 0.038
Female 7 (26.9%) 38 (52.1%)
Male 19 (73.1%) 35 (47.9%)
Marital Status, n (%) 0.05
Single 22 (84.6%) 46 (63.0%)
Married 4 (15.4%) 27 (37.0%)
MSM, n (%) 6 (23.1%) 2 (2.7%) 0.004
Known HIV+ Partner, n (%) 1 (3.8%) 0 (0.0%) 0.263
Multiple Sexual Partners, n (%) 8 (30.8%) 1 (1.4%) <0.001
Unprotected Sexual Encounter, n (%) 8 (30.8%) 6 (8.2%) 0.008
Current IV Drug Use, n (%) 2 (7.7%) 0 (0.0%) 0.067
History of HCV, n (%) 1 (3.8%) 2 (2.7%) 0.999
Previous STI, n (%) 4 (15.4%) 5 (6.8%) 0.237
Homeless, n (%) 3 (11.5%) 1 (1.4%) 0.054
Incarcerated, n (%) 1 (3.8%) 0 (0.0%) 0.263
Alcohol Use, n (%) 14 (53.8%) 31 (42.5%) 0.364



CONCLUSIONS



• In our sample, 13.4% of all HIV positive screens resulted as equivocal (232/1,725)
*one out of every 8 patients with a reactive HIV Ab/Ag screening result 

• adoption of widespread ED based screening is difficult to advocate for when 19·6% of 
patients will have equivocal test results during the ED encounter

• The ability for a frontline provider to further delineate acute HIV from patients with a 
reactive p24 antigen or other cause of a false positive test is critical given that a rapid TAT 
viral load test is not currently available.

• Analysis of 110 patients with equivocal laboratory signatures over a 69-month period at our 
institution demonstrates that there are clinical features which may aid providers in more 
confidently determining whether a patient with an equivocal laboratory signature 
represents an acute or false positive test result during an ED encounter.

• Until a rapid TAT viral load test is available, early order entry and sample collection for 
nucleic acid testing, coupled with a focus on differentiating patients based on age and 
sexual health metrics during the ED encounter represents the best chance for widespread 
ED based HIV screening.
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The FOCUS Program is a public health 
initiative that enables partners to 
develop and share best practices in 
routine blood-borne virus (HIV, HCV, 
HBV) screening, diagnosis, and linkage 
to care in accordance with screening 
guidelines promulgated by the U.S. 
Centers for Disease Control and 
Prevention (CDC), the U.S. Preventive 
Services Task Force (USPSTF), and 
state and local public health 
departments.

FOCUS funding supports HIV, HCV, and 
HBV screening and linkage to the first 
medical appointment after diagnosis.

FOCUS partners do not use FOCUS 
awards for activities beyond linkage to 
the first medical appointment. 
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